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EDITORIAL 


All  prophets  in  Washington  predict  that 
j in  his  annual  message  to  Congress  President 
! Truman  will  recommend  extension  of  the 
Social  Security  Act  to  include  medical  care. 
This  is  a logical  expectation.  Indeed  it  has 
become  a perennial  event.  To  what  lengths 
the  President  will  go  in  his  recommenda- 
tions, or  what  results  his  recommendations 
will  bring  is  at  this  time  anyone’s  guess. 
That  some  form  of  medical  care  legislation 
may  come  out  of  this  Congress  must  be  con- 
sidered a strong  probability.  This  is  an 
election  year,  and  while  the  majority  of 
our  legislators  now  in  office  are  not  dis- 
posed to  wild  spending,  they  are  neverthe- 
. less  eager  to  return  to  their  Congressional 
seats.  The  point  is  that  if  enough  pressure 
is  exerted  by  their  constitutents  in  favor 
of  compulsory  legislation  in  medical  care, 
it  is  conceivable  that  more  than  a few  may 
I think  it  wise  or  let  us  say  more  practical, 

; to  heed  the  voice  of  the  loud  and  well-organ- 
ized minority  and  win  the  election  than  to 
rely  on  the  wishes  of  the  inarticulate,  unor- 
ganized majority,  and  run  the  risk  of  defeat. 

The  corrollary  is  self-evident.  The  medi- 
cal profession  through  its  official  channels 
can  no  longer  afford  to  disregard  the  ad- 
vantages of  a sound,  well-integrated  pro- 
gram in  public  relations.  Our  case  against 
attempted  compulsion  and  coercion  by  gov- 
ernment does  not  require  glaring  headlines. 
We  do  not  have  to  shout  from  the  housetops 
our  achievements  under  freedom  from  Fed- 
eral regimentation.  We  need  not  resort  to 
distortion  of  facts  and  misrepresentations  of 
figures  to  convince  the  people  of  the  United 
States  that  they  are  receiving  the  best  medi- 
cal care  in  the  world.  Nor  do  we  have  to 
bombard  them  with  threats  that  socializa- 


tion of  medicine  is  the  first  significant  step 
in  the  decline  and  gradual  destruction  of 
democracy. 

Our  side  must  and  can  be  presented  in  an 
orderly,  dignified  manner.  We  must  present 
our  case  with  frankness,  honesty,  and  sin- 
cerity. The  medical  profession  is  not  on  the 
defensive.  The  attack  on  private  medical 
practice  is  only  a maneuver.  If  successful  it 
will  mark  the  beginning  of  an  idealogical 
struggle  between  the  freedom  of  the  indi- 
vidual and  the  power  of  the  government. 
Thus  the  threat  to  the  economic  welfare  of 
the  doctor  under  compulsion  is  negligible 
when  compared  with  the  threat  to  his  per- 
sonal and  political  freedom  and  self-respect 
under  such  a system. 

These  are  the  basic  factors  involved  in 
medical  sociahzaton.  Their  seriousness  is 
not  recognized  by  the  public.  They  must  be 
brought  before  the  people  of  this  country  so 
they  may  realize  what  real  issues  are  at 
stake.  There  is  no  group  that  can  do  that 
better  than  the  physicians  of  this  country. 
The  time  to  do  it  is  now. 


SHOULD  THE  FEDERAL  GOVERNMENT 

SUBSIDIZE  MEDICAL  EDUCATION? 

In  the  past  twenty-five  years  the  output 
of  physicians  has  not  kept  pace  with  the 
general  increase  in  the  population  of  the 
United  States.  The  accelerated  program 
adopted  by  the  medical  colleges  during  the 
war  years  resulted  in  a 25%  annual  increase 
over  the  preceding  years,  but  the  needs  were 
such  that  relatively  there  was  a palpable  de- 
crease in  the  ratio  of  physicians  to  patients. 
The  fact  is  that  as  the  population  has  in- 
creased the  supply  of  doctors  has  proportion- 
ately decreased.  There  are  several  reasons 
for  this  dilemma,  the  most  important  of 
which  are  attributed  to  the  inability  of  the 
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medical  colleges  under  their  present  plants  to 
accommodate  larger  classes,  and  to  the  high 
cost  of  medical  education  which  many  would- 
be  medical  students  find  too  burdensome  to 
meet. 

Many  remedies  have  been  suggested  to 
relieve  these  problems.  The  latest  plan  was 
submitted  recently  by  Dr.  Thomas  Parran, 
the  Surgeon  General  of  the  U.  S.  Public 
Health  Service.  Dr.  Parran,  appearing  be- 
fore the  Association  of  American  Medical 
Colleges  early  in  November,  proposed  that 
the  Federal  Government  subsidize  the  train- 
ing of  physicians  with  the  stipulation  that 
successful  candidates  obligate  themselves  to 
spend  a month  in  federal  service  for  each 
month  of  scholarship,  or  if  agreeable  to  the 
authorities,  in  state  or  local  public  health 
services.  Another  alternative  which  might 
be  open  to  such  a gi’aduate  is  that  he  be 
assigned  to  a rural  area  for  a certain  period 
following  his  medical  training.  This  plan, 
we  understand,  has  the  backing  of  the  Fed- 
eral Securities  Agency,  and  presumably,  of 
the  Administration  in  Washington.  The  pro- 
posal with  some  modificaton  was  also  en- 
dorsed by  the  Association  of  State  and  Ter- 
ritorial Health  Officers  at  its  meeting  in 
Washington  early  in  December. 

What  the  reaction  will  be  to  this  plan  we 
do  not  know.  The  medical  colleges  of  this 
country  have  had  some  experience  with  fed- 
eral subsidization,  although  this  experience 
is  based  largely  upon  the  military  program 
carried  on  under  aimiy  and  navy  administra- 
tion and  under  emergency  conditions.  At 
this  writing  the  Journal  is  not  prepared  to 
discuss  the  merits  of  the  plan;  our  aim  is 
merely  to  call  attention  to  the  proposals  so 
that  members  of  the  Nebraska  State  Medical 
Association  may  become  aware  of  the  pos- 
sibilities. The  program  if  put  into  effect 
will  be  financed  with  public  funds  to  which 
we  as  taxpayers  contribute.  We  shall  re- 
serve the  right  to  see  to  it,  insofar  as  we  are 
able,  that  these  funds  be  spent  sensibly  and 
economically.  The  entrance  of  govemment 
into  medical  education  is  potentially  desir- 
able or  otherwise,  and  should  the  plan  ma- 
terialize it  will  be  the  function  of  the  medi- 
cal profession  to  exert  its  full  influence  to 
keep  medical  education  free  in  spirit  and 
progessive  in  quality.  We  must  adhere  to 
the  well  recognized  fact  that  one  well  trained 
physician  can  render  better  care  than  ten 
poorly  trained  doctors. 


HELP  THE  MARCH  OF  DIMES 

Tlie  Natonal  Foundation  for  Infantile 
Paralysis  is  opening  its  annual  campaign  on 
the  15th  of  this  month.  The  Foundation, 
ever  since  its  inception,  has  been  very  liberal 
with  its  funds  and  has  been  carrying  on  a 
relentless  war  against  poliomyelitis.  In  1946 
and  again  in  1947  many  cases  of  polio  have 
received  direct  help  through  their  local  chap-, 
ters.  No  efforts  were  spared  in  the  office 
of  the  director  to  suply  whatever  help  was 
necessary  to  Nebraska  institutions  which  ac- 
cept polio  patients  for  care.  The  institute 
for  poliomyelitis  held  in  1947  was  a success- 
ful venture  in  reacquainting  Nebraska  physi- 
cians with  the  newer  methods  of  treatment. 
The  Foundation  plans  further  work  among 
educational  lines  in  1948.  Please  contribute 
what  you  can,  and  encourage  your  patients 
to  help  in  this  drive  against  a treacherous 
disease. 


I The  Journal  Again  Takes 
I Pleasure  in  Wishing  Its 
I Readers  A Year  of 
I Happiness 


DUES  ARE  NOW  DUE 

Please  send  your  check  to  your  local  sec- 
retary. Do  not  send  it  to  the  Lincoln  Office. 


The  Management  of  Difficult  Labor" 


T.  K.  BROWN,  B.S.,  M.S.,  M.D., 

St.  Louis,  Mo. 

(From  the  Department  of  Obstetrics  and  Gynecology, 
Washington  University,  School  of  Medicine) 


We,  as  physicians,  have  a big  production 
job  on  our  hands  at  the  present  time.  Pro- 
visional reports  indicate  that  a total  of  3,- 
260,000  births  were  registered  in  the  United 
States  in  1946.  This  is  a record  high  and 
surpasses  the  previous  high  recorded  in  1943. 

In  1933,  when  the  entire  continental  Unit- 
ed States  came  to  be  included  in  the  birth 
registration  area,  the  puerperal  death  rate 
, was  62  per  ten  thousand  live  births ; in  1935 
it  was  58.  Each  year  since,  it  has  dropped 
progressively.  In  1944,  the  last  year  for 
which  I have  the  United  States  Bureau  of 
Census  reports,  it  was  22.  In  1944,  there 
were  2,794,800  live  births  in  the  United 
States.  6,369  deaths  occurred  due  to  diseases 
of  pregnancy,  childbirth  and  puerperium.  26 
per  cent  of  these  deaths  occurred  in  Negro 
patients.  This  observation  is  interesting  in 
view  of  an  analysis  that  was  made  of  the  ma- 
ternal death  rate  at  Homer  G.  Phillips  Hos- 
pital for  colored  patients  in  St.  Louis.  In 
8,213  deliveries  occurring  over  a five  year 
period,  the  mortality  rate  was  18.4  per  10,000 
live  births.  This  is  very  satisfactory  in  view 
of  the  fact  that  the  maternal  death  rate  for 
the  country  for  that  year  was  22  per  10,000 
live  births.  In  1944,  75.6  per  cent  of  all  live 
births  occurred  in  hospitals.  Among  urban 
residents,  89.1  per  cent  of  live  births  oc- 
curred in  hospitals,  while  among  rural  resi- 
dents, 56.9  per  cent  of  live  births  occurred  in 
hospitals 

Philip  F.  Williams (2)  comments  on  these 
figures  as  follows:  “This  reduction  must  be 
regarded  as  an  outstanding  achievement  in 
public  health.  It  may  be  attributed  to  the 
interest  and  participation  of  professional  and 
lay  workers,  the  implementation  of  their  ef- 
forts in  education  and  maternity  care  by  fed- 
eral and  state  funds,  the  advances  in  obstet- 
ric practice,  the  newer  treatments  against  in- 
fection and  the  increasing  maternity  hospit- 
alization, especially  in  rural  communities.” 

Mother  Nature  is  an  excellent  obstetrician 
and  since  90  to  95  per  cent  of  obstetrical 
cases  are  quite  normal,  it  behooves  the  ob- 
stetrician and  physician  to  learn  when  he 
should  not  meddle. 

*Read  before  79th  Annual  Convention,  Nebraska  State  Med- 
ical Association,  Omaha,  Nebraska. 


Titus (3)  states  “if  a physician  can  learn 
what  not  to  do  and  therefore  be  a safe  at- 
tendant, he  has  acquired  an  important  part 
of  that  which  is  necessary  to  qualify  him  as 
a capable  obstetrician.  If  a physician  will 
consent  to  recognize  his  limitations  of  train- 
ing and  ability,  he  will  not  undertake  major 
obstetric  operations  for  which  he  has  not 
been  trained,  any  more  lightly  than  he  would 
a serious  surgical  operation,  or  never  except 
in  a dire  emergency.” 

The  more  common  difficulties  encountered 
during  labor  are : 

1.  Dystocia  due  to  contracted  pelves. 

2.  Uterine  Inertia. 

3.  Cervical  Dystocia. 

4.  Placenta  Praevia. 

5.  Occiput  posterior;  Transverse  arrest. 

When  deciding  upon  the  treatment  of  such 
cases,  the  physician  should  observe  the  pa- 
tient carefully  and  plan  conservatively. 

I will  now  comment  briefly  on  the  treat- 
ment of  these  specific  types  of  cases. 

1.  The  Contracted  Pelvis.  Of  utmost  im- 
portance is  careful,  clinical  pelvimetry  in 
these  cases.  Do  not  forget  that  one  is  able 
to  measure  and  classify  a pelvis  by  clinical 
means.  When  this  is  not  sufficient  to  satis- 
fy the  desires  as  to  accuracy,  we  now  have 
various  methods  of  x-ray  pelvimetry  which 
can  be  applied  and  may  be  of  considerable 
help.  Do  not  learn  to  rely  only  on  x-ray 
pelvimetry,  however,  as  you  frequently  may 
be  misled  by  the  findings  obtained.  Obstet- 
rical judgment  still  has  to  play  its  role.  In- 
duction of  labor  in  such  cases  may  be  of 
value,  if  the  patient  is  almost  ready  to  go 
into  labor  and  the  baby  is  not  too  large. 
Medical  induction  is  to  be  preferred  in  these 
cases.  One  should  be  aware  of  the  dangers 
of  induction  by  the  use  of  bags  or  bougies. 
There  is  too  much  danger  of  infection  by  the 
use  of  these  methods.  When  one  is  in  doubt, 
as  to  the  advisability  of  induction,  it  is  well 
to  plan  on  doing  a caesarian  section. 

2.  Uterine  Inertia.  In  cases  with  uterine 
inertia,  one  has  to  give  careful  consideration 
to  the  proper  use  of  pituitary  preparations, 
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given  in  small  doses,  carefully  graded  and 
at  intervals  sufficiently  far  apart,  so  that 
you  will  not  get  a cumulative  effect.  I us- 
ually use  one-half  minim  as  the  initial  dose 
and  increase  by  one-half  minim  as  needed  at 
intervals  of  40-45  minutes  up  to  a maximum 
single  dose  of  three  minims  at  a time.  Qui- 
nine sulfate  seems  to  be  of  value  in  some  cas- 
es, but  should  be  given  guardedly,  since  it  is 
not  without  harmful  by-effects ; such  as  pro- 
ducing deafness  in  the  mother  or  the  baby. 
One  will  encounter  occasional  cases  that 
have  an  idiosjmcrasy  to  quinine  and  will  ob- 
serve severe  skin  reactions.  It  does  seem 
that  quinine  makes  the  uterus  more  respon- 
sive to  the  administration  of  pituitary  pre- 
parations. When  the  inertia  is  secondary,  in 
other  words,  the  patient  has  become  tired , 
during  her  labor  and  the  uterine  muscle  has 
lost  its  irritability,  then  one  has  much  to 
gain  by  the  administration  of  morphine  sul- 
fate, thus  allowing  the  patient  to  rest  and 
actually  go  to  sleep  for  a few  hours.  When 
she  awakes,  the  cervix  may  have  relaxed  and 
the  uterine  contractions  may  have  gained  in 
strength  to  a point  where  labor  will  proceed 
very  satisfactorily. 

3.  Cervical  Dystocia.  In  this  group  of 
cases,  do  not  become  impatient.  Allow  the 
patient  sufficient  time  for  the  cervix  to  di- 
late. It  may  be  a very  firm,  resistant  organ. 

I find  that  rupture  of  the  membranes,  in 
such  cases,  may  bring  about  the  dilatation  of 
the  cervix,  whereas  if  the  membranes  re- 
main intact,  the  opposite  may  occur ; the  cer- 
vix becomes  irritable  and  spastic  and  does 
not  respond  in  the  normal  way.  Rest  is  of 
the  utmost  value  to  these  patients  and  the 
use  of  a narcotic  or  a barbiturate,  in  proper 
doses,  may  allow  satisfactory  dilatation  of 
the  cervical  muscle.  I have  yet  to  be  con- 
vinced of  the  value  of  anti-spasmodics  in 
bringing  about  dilatation  of  the  cervix.  Sup- 
pose the  patient  goes  on  up  to  four  or  four 
and  one-half  fingers  dilatation,  and  then 
seems  to  stop  and  no  further  dilatation  oc- 
curs, I would  advise  waiting  another  four  to 
six  hours.  At  this  stage,  with  the  patient  in 
the  best  possible  condition,  I would  plan  to 
do  Duhrssen’s  incisions  of  the  cervix  which 
would  permit  the  delivery  of  the  baby 
through  the  incompletely  dilated  cervix  at  a 
time  when  the  head  is  well  down  in  the  pel- 
vis ; the  incisions  will  allow  sufficient  dilata- 
tion  to  make  instrumental  delivery  possible. 
The  results,  in  these  cases,  have  been  very 
satisfactory,  especially  if  one  is  careful  about 


the  repair  of  the  incisions  after  delivery.  I 
use  interrupted  00  chromic  catgut. 

4.  Placenta  Praevia.  Proper  clinical  di- 
agnosis is  of  the  utmost  importance.  This  is 
usually  obtained  by  a careful  vaginal  exam- 
ination which  is  done  with  great  caution  and 
gentleness.  X-ray  diagnosis  may  be  of  value 
if  the  placenta  lies  in  a position  to  cast  a 
shadow.  It  is  of  great  importance  to  replace 
blood  as  rapidly  as  lost  during  the  delivery  of 
such  patients  and  immediately  postpartum. 

Do  not  start  any  procedure  in  such  cases  un- 
til you  have  blood  ready  to  give,  for  it  may 
be  lost  faster  than  you  can  replace  it.  In  a 
few  cases,  rupture  of  the  membranes,  if  pos- 
sible at  such  a time,  will  control  hemorrhage.. 
However,  the  usual  method  of  treatment  to- 
day is  the  use  of  the  caesarian  section. 

5.  Occiput  posterior ; transverse  arrest. 
The  attendant  should  allow  sufficient  time  in 
these  cases  and  frequently  this  is  not  done. 

He  finds  that  he  has  an  occiput  posterior  and 
becomes  upset  over  it.  He  is  anxious  to 
bring  about  the  delivery  and  causes  himself 
undue  trouble  and  the  patient  unnecessary 
trauma.  If  enough  time  is  allowed,  in  most 
patients  the  head  will  rotate  from  a trans- 
verse, or  occiput  posterior  position,  to  an  an- 
terior position  and  deliver.  The  pelves,  in 
which  this  occurs  most  commonly,  are  the 
funnel  pelvis  and  the  generally  contracted 
pelvis.  When  complete  dilatation  has  been 
present  for  several  hours,  it  may  be  possible 
to  rotate  the  head  manually,  which  will  re- 
sult in  normal  delivery.  In  other  patients, 
it  may  be  necessary  to  interfere  by  the  use 
of  forceps;  such  as  the  double  application 
of  forceps  as  described  by  Scanzoni  or  the 
Kielland  forceps.  I prefer  the  use  of  the 
wandering  blade  rather  than  the  original 
technique  as  described  by  Kielland.  I have 
had  most  satisfactory  results  from  the  use 
of  the  Barton  forceps  in  a transverse  arrest. 

In  the  case  of  a funnel  pelvis,  with  tubers 
measuring  in  the  neighborhood  of  7 cms,  it  f 
seems  advisable  and  clinically  sound  to  de-  |i 
liver  the  occiput  posterior,  when  it  has  al-  >1 
ready  rotated  into  the  sacrum,  by  bringing  | 
the  bi-temporal  diameter  of  the  head 
through  the  narrow  archway  rather  than  the 
broader  bi-parietal  diameter.  The  widest 
diameter  of  the  head  is  brought  through  the 
perineum  after  a deep  episiotomy  is  done. 
This  obviates  the  need  of  bringing  the  wid- 
est diameter  of  the  head  up  under  a very  nar- 
row arch  and  forcing  the  head  through  the  i 
outlet  in  this  position.  ! 
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In  general,  we  should  try  to  maintain  the 
nutrition  and  fluid  balance  of  the  patient 
throughout  a prolonged,  difficult  labor.  If 
this  cannot  be  done  by  mouth,  intravenous 
administration  will  be  necessary. 

We  should  provide  rest  for  the  patient,  so 
that  she  will  not  be  worn  out  physically  by 
prolonged  labor.  This  is  done  best  with  the 
sedation  of  choice  of  the  attendant  in  charge. 

Allay  fear  on  the  part  of  the  patient  and 
maintain  her  confidence  in  you.  You  can  do 
this  after  you  have  carefully  studied  the 
case  and  have  come  to  the  conclusion  as  to 
what  you  are  going  to  do ; then  maintain  the 
assurance  that  you  are  doing  the  best  thing 
in  this  particular  case. 

From  a long  series  of  methodical  observa- 
tions, Grantly  Dick  Read^"^)  concludes  that 
fear  is  the  chief  pain-producing  agent  in 
otherwise  normal  labor,  that  one  should  infer 
not  that  a woman  is  calm  because  her  labor 
is  easy  but  that  her  labor  can  be  easy  if  she 
remains  emotionally  calm.  The  core  of  this 
hypothesis,  now  become  a widely  accepted 
theory,  is  the  concept  of  a pain-fear-tension 
syndrome  in  labor.  A condensation  of  the 
book  by  Dr.  Read  on  “Childbirth  Without 
Fear”  can  be  referred  to  in  the  Reader’s  Di- 
gent,  May,  1947.  This  is  a cause  that  Dr. 
Read  has  been  preaching  for  many  years. 
Today,  though  some  disagree  with  his  ex- 
planation of  the  physiology  of  pain  in  child- 
birth, many  of  his  fellow  obstetricians  are 
sympathetic.  Recently,  the  Maternity  Cen- 
ter of  New  York,  invited  him  to  come  to  the 
United  States  and  lecture  about  his  theories 
of  natural  childbirth  for  groups  of  doctors 
and  nurses  in  eastern  hospitals. 

Stander<5)  says  “Dr.  Read  advocates  what 
is  practiced  by  every  first-class  obstetrician. 
His  book  can  do  a great  deal  of  good  by  re- 
minding us  that  if  the  expectant  mother 
sees  her  doctor  often  and  early,  there  is  no 
heed  for  fear ; and  by  stressing  the  fact  that 
every  doctor  must  get  his  patient’s  confi- 
dence. There  can  be  no  harm  in  doing  as  Dr. 
Dick  Read  suggests,  but  there  is  always  the 
possibility  of  harm,  especially  to  the  baby,  in 
the  use  of  anesthetics,  no  one  of  which  is  as 
yet  ideal  for  all  cases  of  childbirth.” 

Guttmacher(®>  says  “it  would  be  highly  ad- 
vantageous to  treat  the  pregnant  mind  as 
well  as  the  pregnant  body.  Dr.  Dick  Read’s 
contribution  is  his  unique  attitude  to  his  pa- 
tient and  her  labor.  By  unremitting  effort 
he  abolishes  doubts,  dreads  and  fears.” 


For  the  prevention  of  infection,  the  thor- 
ough preparation  of  the  patient  with  a soap 
and  water  scrub  is  still  of  the  utmost  im- 
portance. This  may  be  followed  by  flushing 
of  the  field  with  a 1 to  2,000  solution  of  Bi- 
chloride of  Mercury,  or  1 to  1,000  aqueous 
Zephirin.  This  technique  should  be  used  pre- 
vious to  vaginal  examination  and  delivery. 

Vaginal  instillations  of  one  per  cent  neu- 
tral acriflavine  have  proved  of  value  in  the 
prevention  of  infection  of  the  uterine  cavity 
by  organisms  normally  present  in  the  vaginal 
tract.  D have  reported  the  results  in 
normal  labor  and  also  in  a series  of  caesarian 
sections.  Eight  cubic  centimeters  of  the  solu- 
tion are  instilled  into  the  vagina  upon  admis- 
sion and  every  four  hours  during  labor.  The 
solution  should  be  made  up  in  small  quanti- 
ties so  that  it  is  not  older  than  two  weeks 
when  used.  Sterilization  of  the  solution  is 
not  necessary. 

DEATHS  FROM  PUERPERAL  INFECTION 

Deliveries  Deaths 


July,  1924  - Jan.  1932  9,529  13 

January,  1932  - April,  1947* 29,336  0 


A B-D  rubber  tipped,  one-quarter  ounce 
urethral  syringe  (2042)  is  used  to  administer 
the  instillations.  This  type  of  syringe  will 
not  do  any  harm  to  the  patient  and  puts  the 
instillation  where  you  wish  it  to  be. 

I should  like  to  condemn  the  too  frequent 
use  of  rectal  examinations,  especially  if  va- 
ginal antisepsis  has  not  been  used.  By  such 
examinations  the  organisms  of  the  vaginal 
flora  are  carried  up  into  the  cervical  canal 
where  they  are  ordinarily  absent  and  endog- 
enous infection  may  result.  I saw  a typical 
case  of  this  type  recently.  Eleven  rectal  ex- 
aminations had  been  made  during  the  course 
of  an  average  labor,  but  no  vaginal  examina- 
tion, and  all  without  the  benefit  of  antiseptic 
instillations.  The  patient  developed  a typical 
anaerobic  infection  with,  pelvic  thrombo- 
phlebitis. 

A vaginal  examination  properly  done  is 
much  less  dangerous  to  the  patient  and  re- 
veals so  much  more  to  the  operator.  There- 
fore, examinations  will  be  less  frequently 
necessary.  When  a vaginal  examination  is 
done  avoid  the  common  error  of  allowing  the 
fingers  outside  the  vagina  to  contact  the 
anus  or  hemorrhoids  which  is  another  source 
of  anaerobic  contamination. 

Vaginal  instillations  should  be  given  be- 

* Acriflavine  instillations  used  during  this  period. 
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fore  any  vaginal  or  rectal  examination  is 
done  and  every  four  hours  during  labor. 

Pi’evention  of  maternal  mortality  from  in- 
fection will  result  from:  (1)  thorough  surgi- 
cal preparation  of  patient;  (2)  excellent 
aseptic  technic;  (3)  proper  use  of  masks; 
(4)  antiseptic  vaginal  instillations;  (5) 
prompt  isolation  of  infected  patients;  (6) 
early  gentle  evacuation  of  uterine  debris  and 
establishment  of  adequate  drainage;  (7) 
transfusions  as  indicated;  (8)  chemotherapy 
w’hen  indicated. 

During  any  examination,  manipulation 
should  be  reduced  to  a minimum  since  ne- 
crotic tissue  is  an  excellent  medium  for  or- 
ganisms to  grow  upon. 

When  a patient  in  the  puerperal  state  de- 
velops signs  of  infection,  which  cannot  be  ac- 
counted for  after  the  usual  diagnostic  meth- 
ods have  ruled  out  all  other  possible  infec- 
tions, it  seems  justifiable  to  investigate  the 
uterine  cavity.  The  surgical  principles  in- 
volved in  our  treatment  of  such  cases  are: 

(1)  drainage  of  an  infected  wound  site,  and 

(2)  debridement  of  a potentially  infected 
cavity.  This  is  done  with  a minimal  amount 
of  manipulation  in  order  that  further  trau- 
ma may  be  avoided.  We  have  demonstrated 
that  this  procedure  can  be  safely  performed 
by  a junior  interne  under  proper  supervision. 
A general  anesthetic  is  not  used,  because 
this  would  remove  the  inhibiting  influence  of 
the  patient’s  response  to  pain  which  is  usual- 
ly indicative  of  too  active  manipulation.  The 
patient  should  be  under  the  influence  of 
some  sedative  so  that  she  is  not  too  appre- 
hensive. Morphia  (01  gm.)  with  hyoscine 
hydrobromide  (0.0005  gm.)  followed  by  hyo- 
scine (0.0005  gm.)  in  forty-five  minutes  is 
given,  the  second  dose  administered  at  least 
thirty  minutes  before  the  patient  is  pre- 
pared for  examination. 

The  perineum  is  prepared  with  tincture  of 
Mercresin.  The  bladder  is  not  catheterized 
because  of  the  danger  of  contamination 
which  may  frequently  superimpose  a urinary 
infection.  Drapes  are  placed.  A Graves’  va- 
ginal speculum  is  used  to  obtain  exposure  of 
the  cervix.  If  this  is  not  satisfactory,  sev- 
eral vaginal  retractors  will  be  necessary. 
The  vagina  and  cervix  are  then  prepared 
with  the  above  solution.  The  cervical  canal 
is  treated  with  the  solution  and  dried  care- 
fully with  sterile  gauze.  A culture  is  ob- 
tained from  the  uterine  cavity  with  a modi- 
fied Little  tube.  If  it  is  not  possible  to  have 


careful  bacteriologic  investigation  of  the  ma- 
terial obtained,  several  smears  can  be  made 
and  stained  by  the  Gram  method.  This  has 
been  done  routinely  and  found  to  check  very 
well  with  the  bacteriologic  findings.  Both 
aerobic  and  anaerobic  blood  agar  slants 
should  be  made.  The  Wright  anaerobic  tech- 
nic is  used  in  the  search  for  anaerobic  organ- 
isms. 

After  the  culture  has  been  obtained,  a gen- 
tle bimanual  examination  is  done  to  deter-  , 
mine  evidence  of  any  spread  of  the  uterine 
infection,  pelvic  abscess  or  thrombophlebitis. 
This  is  also  done  without  an  anesthetic  in 
order  that  the  patient’s  reaction  to  pain  may 
limit  the  extent  of  the  examination.  Too 
much  pressure  might  cause  rupture  of  an  ab- 
scess internally.  The  uterine  cavity  is  very 
carefully  investigated  with  a Foerster’s 
sponge-holding  forceps,  plain  jaw.  Dilata- 
tion of  the  cervix  is  usually  sufficient  to  ! 
permit  this.  The  closed  sponge  forceps  is  in- 
serted to  the  depth  desired,  opened,  closed 
and  removed  to  see  if  any  tissue  has  fallen 
within  the  jaws.  The  forceps  should  not  be 
advanced  with  the  jaws  open,  because  of  the  j 
danger  of  grasping  the  uterine  muscle.  The  j 
uterine  wall  is  next  explored  very  systemat-  j 
ically  and  with  great  gentleness  by  means  of  | 
a “uterine  wiper”  (formerly  called  a vaginal 
depressor)  much  as  a windshield  wiper  cov- 
ers the  glass  of  a windshield,  without  marr- 
ing the  surface.  (No  curettage  is  done.) 

The  uterus  is  usually  found  to  be  relaxed 
in  such  cases.  After  mechanical  removal  of 
any  retained  debris,  the  patient  is  given  an 
intra-uterine  douche,  using  a Bozeman’s  ex- 
tra large  intra-uterine  douche  nozzle.  This 
instrument  permits  the  free  exit  of  the  solu- 
tion from  the  uterine  cavity  without  positive 
pressure  being  established.  Two  liters  of  a 
1:1,000  solution  of  potassium  permanganate 
in  sterile  water  105°  to  110°  F.  are  used. 
This  solution  is  usually  acidulated  with  50  cc^ 
N/I  sulfuric  acid.  The  bottom  of  the  douche 
can  is  held  at  the  level  of  the  symphysis  so 
that  the  water  pressure  of  the  solution  as  it 
enters  the  douche  nozzle  is  15  cm.  or  less. 
Such  a douche  results  in:  (1)  removal  of 
small  bits  of  tissue  remaining  after  mechani- 
cal emptying  of  the  cavity;  (2)  firm  con- 
traction of  the  uterus,  including  the  cervix, 
so  that  bleeding  is  controlled  and  the  sinuses 
are  closed;  (3)  elimination  of  the  putrid  dis- 
charge which  is  characteristic  of  anaerobic 
infections.  It  is  seldom  necessary  to  repeat 
the  procedure. 
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Administer  Ergometrine  (0.2  mgm.)  intra- 
muscularly, stat,  and  order  Ergometrine  (0.2 
mgm.)  by  mouth  twice  daily  for  eight  doses. 

The  reports  of  Colebrook  and  Purdie(^>, 
Morris < 10)^  Chandler  and  Janeway and 
Waters  (12)^  suggest  the  value  of  sulfanila- 
mide and  allied  drugs  in  the  treatment  of 
puerperal  infection,  but  their  results  are  not 
very  convincing  since  similar  results  are  ob- 
tained without  such  drugs. 

SUMMARY 

The  more  common  difficulties  encountered 
during  labor  were  discussed  and  specific  sug- 
gestions made  as  to  the  management  of  such 
cases : 

1.  Dystocia  due  to  contracted  pelves. 

2.  Uterine  Inertia. 

3.  Cervical  Dystocia. 

4.  Placenta  Praevia. 

5.  Occiput  posterior;  Transverse  arrest. 

In  general  it  should  be  the  aim  of  the  at- 
tending physician  to : 

1.  Maintain  Nutrition  and  Fluid  Balance. 

2.  Provide  Rest  for  the  Patient. 

3.  Allay  fear  and  develop  confidence. 

4.  Prevent  Infection. 

CONCLUSION 

Do  not  become  impatient  in  the  conduct  of 
a difficult  case,  either  because  of  the  pleas 


of  the  patient  or  her  family,  or  because  of 
your  own  convenience.  When  you  feel  the 
urge  to  interfere,  it  may  be  best  to  leave  the 
case  for  a short  period  and  develop  a slightly 
different  perspective.  When  you  return,  the 
patient  is  frequently  ready  for  delivery  in  a 
very  normal  manner. 

BIBLIOGRAPHY 

1.  U.  S.  Public  Health  Service  and  U.  S.  Bureau 
of  Census. 

2.  Williams,  Philip  F.:  J.  A.  M.  A.  132:611,  1946. 

3.  Titus,  Paul  F.:  Management  of  Obstetric 

Difficulties,  Second  Edition. 

4.  Read,  Grantly  Dick:  J.  Obst.  & Gynec.  Brit. 
Emp.,  53:55-61,  February,  1946. 

5.  Stander,  Henricus:  Reader’s  Digest,  p.  89  May 
1947. 

6.  Guttmacher,  Alan  F.:  Reader’s  Digest,  p.  89 
May  1947. 

7.  Brown,  T.  K.:  American  Journal  Ob.  & Gyn. 
38:969,  1939. 

8.  Brown,  T.  K.:  Wisconsin  Medical  Journal, 

October,  1942. 

9.  Colebrook,  Leonard,  and  Purdie,  A.  W.:  Treat- 
ment of  106  cases  of  puerperal  fever  by  sulfanila- 
mide. 

10.  Morris,  T.  J. : A preliminary  report  on  the 
use  of  sulfanilamide  in  puerperal  and  postabortal 
infections.  Am.  J.  Obst.  & Gynec.  38:67-72  (July) 
1939. 

11.  Chandler,  C.  A.  and  Janeway,  C.  A.:  The 
treatment  of  hemolytic  streptococcal  infections  dur- 
ing pregnancy  and  the  puerperium,  with  sulfanila- 
mide and  immunotransfusion.  Am.  J.  Obst.  & 
Gynec.  38:  187-199  (Aug.)  1939. 

12.  Waters,  E.  G.:  The  treatment  of  nostabortal 
and  postpartum  sepsis,  with  special  consideration  of 
sulfanilamide  and  allied  drugs.  Bull.  New  York 
Acad.  Med.  15:597-608  (Sept)  1939. 


❖ ❖ ❖ 


DR.  GRAY  IS  PARKE-DAVIS  CONSULTANT 

Announcement  that  Dr.  J.  P.  Gray  has  joined  the 
staff  of  Parke,  Davis  & Company  in  the  capacity  of 
Medical  Consultant  to  the  Sales  and  Promotion 
Division  has  been  made  by  Harry  J.  Loynd,  vice 
president  of  the  company. 

Dr.  Gray  comes  to  Parke-Davis  with  an  excep- 
tional medical  background.  A graduate  of  Johns 
Hopkins  University  with  an  M.D.  degree,  and  of 
the  Harvard  School  of  Public  Health  with  an 
M.P.H.,  he  served  in  public  health  work  for  many 
years,  including  posts  with  the  United  States  Ma- 
rine Hospital  in  New  Orleans,  the  state  of  California 
and  the  city  of  San  Francisco,  and  the  Michigan 
Community  Health  Project  of  the  W.  K.  Kellogg 
Foundation.  He  also  is  an  educator,  having  lec- 
tured in  public  health  at  the  University  of  Cali- 
fornia, served  as  dean  of  the  School  of  Medicine 
of  the  Medical  College  of  Virginia  in  Richmond,  and 
also  as  dean  of  the  School  of  Medicine,  University 
of  Oklahoma,  and  superintendent  of  the  Univer- 
sity hospitals. 


UPJOHN  OPENS  CHICAGO  BRANCH 
On  January  1,  1948,  The  Upjohn  Company,  Kala- 
mazoo, Michigan,  manufacturers  of  pharmaceuticals 
since  1886,  will  open  a new  branch  office  and  ware- 
house at  1001  East  87th  Street,  Chicago,  Illinois. 

John  W.  Schma,  formpr  sales  manager  of  the 
Kalamazoo  branch,  will  be  sales  manager  of  the 
Chicago  branch,  and  Fred  0.  Chapman,  former  of- 
fice manager  of  the  Cleveland  branch,  has  been 
appointed  office  manager  at  Chicago. 

The  building  which  will  house  Upjohn’s  new 
branch  was  purchased  just  after  its  completion  in 
the  early  spring  of  this  year.  It  is  modern  and 
functional  in  appearance  and  construction,  and  is 
located  near  the  residential  section  of  Chicago’s 
south  side,  just  a few  steps  from  the  Illinois  Cen- 
tral Railroad’s  suburban  service. 

The  Chicago  branch  will  employ  about  fifty  people 
at  the  start  in  the  office  and  shipping  departments, 
and  will  enable  the  Company  to  give  the  best  pos- 
sible service  to  customers  in  the  Chicago  and  Illi- 
nois area. 


The  Cancer  Potential  in  Involuting  Organs" 


ROBERT  J.  CROSSEN,  M.D.f 
St.  Louis,  Mo. 


The  subject  of  cancer  prevention  is  by  no 
means  a new  one,  but  it  is  one  which  needs  to 
be  explored  frequently  to  be  sure  that  we  are 
doing-  everything-  that  can  be  done  to  save 
our  patients  from  cancer  deaths.  As  with 
other  advances  in  medicine,  progress  in  this 
field  has  been  slow  due  in  part  to  apathy  of 
the  public  and  in  part  to  the  natural  resist- 
ance of  physicians  in  general  to  new  ideas 
which  have  not  been  tested  by  time.  I can 
recall  some  twenty-five  years  ago  the  discus- 
sion of  a paper  read  on  this  subject  by  Dr. 
H.  S.  Crossen,  in  which  he  had  suggested  the 
advisability  of  yearly  pelvic  examinations  in 
women  between  the  ages  of  35  to  40  and  bi- 
annual examination  from  40  to  50  years  of 
age.  Many  of  the  discussants  felt  that  this 
was  a rather  bold  suggestion  and  they  won- 
dered if  such  a step  was  really  indicated. 
Now,  of  course,  we  all  advise  biannual  exam- 
ination and  the  public  has  become  educated 
to  the  wisdom  of  this  advice. 

The  treatment  of  cancer  is  being  constant- 
ly improved,  but,  the  prevention  of  cancer  is 
still  the  greatest  life  saving  measure. 
Through  the  years,  effective  methods  of  pre- 
vention which  can  be  used  by  the  general 
practitioner  as  well  as  the  gynecologist,  have 
been  developed.  The  general  practitioner 
and  the  internist  must  assume  a key  position 
in  the  program  for  cancer-  prevention,  for 
they  are  usually  the  first  to  see  the  patient. 

The  patients  who  come  to  him  for  other 
conditions  and  have  no  pelvic  symptoms,  pre- 
sent one  of  the  most  difficult  problems  in 
cancer  prevention.  We  know  that  even  with- 
out subjective  symptoms  that  early  cancer 
or  conditions  leading  to  its  inception  may  be 
present.  On  the  other  hand,  any  practical 
rule  of  action  must  take  into  consideration 
the  patient’s  natural  reluctance  to  vaginal 
examination  not  indicated  by  symptoms.  By 
tactful  instruction,  the  patient  must  be  made 
to  realize  the  advisability  of  a local  examin- 
ation as  part  of  the  general  examination  on 
which  his  responsible  advice  to  her  is  to  be 
based.  From  the  physicians  standpoint,  the 
local  examination  is  imperative,  for  his  re- 
sponsibility as  the  patient’s  medical  adviser 
makes  it  necessary  to  know  definitely  whe- 

*Read  at  79th  Annual  Session  of  Nebraska  State  Medical 
Association  in  Omaha  May  1st,  1947. 

tFrom  the  Department  of  Gynecology  and  Obstetrics,  Wash- 
ington University  Medical  School,  St.  Louis,  Mo. 
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ther  or  not  there  is  beginning  cancer  of  the 
cervix  or  chronic  irritation  that  may  lead  to 
it. 

The  question  of  how  frequently  the  exam- 
ination should  be  repeated  was  investigated 
recently  by  a group  of  physicians  in  Phila- 
delphia and  they  found  that  biannual  exam- 
inations were  often  enough  to  catch  irrita- 
tion and  carcinoma  in  the  early  stage. 

The  question  of  the  age  at  which  these  ex- 
aminations should  start  is  frequently  asked. 
Carcinoma  of  the  cervix  occurs  most  fre- 
quently in  the  two  decades  from  age  thirty- 
five  to  age  fifty-five  but  numerous  cases 
have  been  reported  before  thirty-five  and 
after  fifty-five;  hence,  any  woman  who  has 
children  or  previous  cervical  infection  should 
be  checked  regularly  at  least  to  fifty-five.  In 
recent  years  we  in  our  own  practice  have 
checked  the  breasts  of  each  patient  and  sev- 
eral times  have  picked  up  early  carcinomas. 

The  prevention  of  carcinoma  in  the  ovar- 
ies, uterus,  the  external  genitals  is  made  pos- 
sible by  the  recognition  of  4wo  common  con- 
ditions as  predisposing  factors ; namely, 
chronic  irritation  and  involution  changes. 
There  are  many  things  about  the  origin  of 
cancer  that  are  still  unknown  in  spite  of  the 
constant  investigation  going  on  all  over  the 
world,  but  the  predisposing  influence  of 
chronic  irritation  and  of  involution  processes 
are  well  established  facts  which  have  been 
known  for  a long  time.  The  advances  on  can- 
cer prevention  are  due  to  the  application  of 
this  knowledge  in  the  handling  of  patients. 

Because  of  frequent  emphasis,  physicians 
are  on  the  alert  to  detect  areas  of  chronic  ir- 
ritation and  remove  them.  An  irritated  cer- 
vix is  no  longer  observed  over  a period  of 
years  but  is  cleared  up  by  cautery,  coniza- 
tion, or  operation.  The  hysterectomy  is  us- 
ually complete  instead  of  supravaginal  be- 
cause of  the  danger  of  cervical  cancer 
occurring  later  even  in  a normal  appearing 
cervix.  Where  there  is  a contraindication  to 
the  complete  hysterectomy,  the  cervix  is 
coned  after  completion  of  the  supravaginal 
hysterectomy. 

The  knowledge  that  leukoplakic  vulvitis  is 
a precursor  of  vulvar  cancer  in  over  50%  of 
the  cases  causes  us  to  resort  to  vulvectomy 
in  any  well  established  case. 
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Much  has  been  written  of  the  importance 
of  chronic  irritation  but  little  has  appeared 
in  the  literature  concerning  the  potential 
danger  of  cancer  development  in  involuting 
organs.  The  pelvic  organs  concerned  are  the 
uterus  and  the  ovaries.  If  involution  pro- 
ceeds normally  the  organs  cease  to  function 
and  atrophy,  however,  if  normal  involution 
does  not  occur,  the  danger  of  cancer  is  very 
real.  We  have  long  known  that  cancer  oc- 
curs most  frequently  past  middle  life  and  at 
the  very  time  when  involution  processes  are 
active,  but  it  is  only  recently  that  this  well 
established  fact  is  being  practically  applied 
in  cancer  prevention.  The  problem  seems  at 
lirst  to  be  a difficult  one  to  solve  for  there 
is  no  way  to  stop  the  aging  process,  and  yet, 
most  of  us  wish  to  live  at  least  our  biblical  al- 
lotment of  three  score  and  ten.  Woman  is 
more  favored  in  this  respect  than  man  for 
the  pelvic  organs  which  bring  her  extra  bur- 
dens of  childbearing  in  the  first  half  of  her 
life  are  temporary  ones,  and  after  the  fourth 
decade  their  special  functions  of  childbear- 
ing and  hormone  production  are  normally  at 
an  end.  These  functionless,  involuting 
structures,  however,  carry  a special  menace 
for  two  reasons:  first,  aging  tissues  are 
more  susceptible  to  carcinomatous  develop- 
ment and,  second,  involution  may  not  proceed 
normally  and  erratic  growth  or  activity  re- 
sults. 

The  organs  concerned  with  these  involu- 
tion problems  are  the  uterus  and  the  ovaries. 
Abnormalities  in  uterine  or  endometrical  in- 
volution as  a rule  forewarn  us  by  symptoms 
such  as  delayed  menopause  or  abnormal 
bleeding,  whereas,  the  usual  symptomless 
progress  to  incurability  of  ovarian  carcinoma 
make  it  a silent  menace  which  strikes  before 
the  patient  is  aware  of  her  plight. 

Since  our  decisions  in  the  proper  handling 
of  the  involuting  uterus  and  myomatous 
uterus  in  the  woman  approaching  the  meno- 
pause are  influenced  by  the  cancer  menace  in 
the  involuting  ovaries,  we  will  discuss  first 
this  latter  subject. 

PREVENTION  OF  OVARIAN  AND 
UTERINE  CANCER 

Primary  ovarian  carcinoma  is  the  most 
insidious  of  the  pelvic  malignancies,  and  the 
one  most  frequently  overlooked  until  it  has 
reached  a hopeless  stage.  It  causes  so  little 
disturbance  that  most  patients  do  not  realize 
there  is  anything  wrong  until  the  malignant 
infiltration  has  advanced  beyond  cure.  At- 


tention was  called  to  this  striking  phenom- 
enon by  H.  S.  Crossen  in  an  article  based  on 
personal  experiences  (The  Menace  of  “Si- 
lent” Ovarian  Carcinoma,  Jour.  AMA  119: 
1485,  1942).  He  states  “By  ‘Silent’  I mean 
without  symptoms — without  any  indication 
to  the  patient  that  a serious  process  is  pres- 
ent. Patient  after  patient  is  seen  with  an 
extensive  growth  of  long  duration  but  with 
only  a short  period  of  local  symptoms.  The 
first  visit  to  the  physician  shows  a large 
growth  or  ascitic  fluid  from  peritoneal  car- 
cinosis. The  advancing  carcinoma  causes 
only  such  minor  disturbances  that  the  pa- 
tient hardly  notices  them.  Thinking  back, 
when  questioned,  she  recalls  that  the  abdo- 
men has  been  a little  larger  for  a year  or  so 
or  that  there  was  bloating  or  some  frequency 
of  urination,  but  only  in  the  last  few  weeks 
was  there  enough  disturbance  to  make  her 
feel  that  perhaps  an  examination  w'as  advis- 
able.” 

Brief  summaries  of  several  examples  from 
this  article  will  serve  to  illustrate  the  point. 

Patient,  56,  gradual  loss  of  weight  for  two  years 
but  no  local  symptoms  until  a few  months  prior  to 
coming  in.  The  abdomen  was  opened,  there  was 
inoperable  extensive  ovarian  carcinoma.  Roentgen 
treatment  prolonged  life  for  one  year. 

Another  case,  52  year  old  woman  came  in  at  47 
for  retro-displaced  myomatous  uterus.  She  was 
put  on  conservative  treatment  and  asked  to  return 
in  two  months  for  another  check-up.  Because  she 
had  no  symptoms,  she  returned  in  five  years  saying 
that  she  felt  fine  all  along  until  two  months  before. 
At  52,  this  patient  had  an  inoperable,  extensive  car- 
cinoma of  the  ovaries. 

Another  patient,  age  48,  on  whom  Dr.  H.  S.  Cros- 
sen had  performed  a hysterectomy  for  myoma  with 
a right  salpingo-oophorectomy  and  appendectomy  at 
at  43.  Note — he  left  the  other  ovary  in.  Five  years 
later  she  came  in  with  a huge  inoperable  carcinoma 
of  the  other  ovary.  He  could  not  even  remove  a 
part  of  the  mass.  Roentgen  treatments  kept  the 
patient  in  fair  comfort  for  almost  a year.  The  les- 
son learned  in  this  case  was  that  the  ovary  should 
not  have  been  left  at  42.  He  thought  then  that  it 
was  advisable,  but  we  know  better  now. 

And  SO  on,  with  depressing  regularity, 
down  the  list  of  twelve  cases — the  patient 
notices  some  bloating  and  enlargement  of  the 
abdomen,  comes  for  examination  which 
shows  an  ascites  or  pelvic  mass,  operation 
reveals  an  extensive  irremovable  ovarian  car- 
cinoma. Continuing  to  quote — 

“These  cases  show  the  symptomless  pro- 
gress to  extensive  involvement  which  repre- 
sents the  natural  history  of  ovarian  carcin- 
oma. Some  patients  are  fortunate  enough  to 
have  a coincident  disease  which  takes  them 
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to  a physician,  who  in  the  course  of  routine 
pelvic  examination  discovers  the  silent 
growth  before  it  has  progi-essed  beyond  re- 
moval. Most  of  the  favorable  cases  of  ovar- 
ian carcinoma  are  discovered  in  this  way. 
Occasionally  some  early  complication  of  the 
growth  causes  pain  which  leads  to  examina- 
tion and  discovery  of  cancer  in  a curable 
stage.  These  fortunate  exceptions  must  not 
be  allowed  to  divert  attention  from  the 
symptomless  onset  and  symptomless  pro- 
gress of  uncomplicated  ovarian  cancer.  It 
is  ordinarily  a slow  growing  infiltration 
which  penetrates  into  irremoveable  struc- 
tures before  the  appearance  of  warning 
symptoms.” 

Now  having  gotten  a view  of  the  difficult 
problem,  what  shall  we  do  about  it?  In  car- 
cinoma of  the  involuting  ovary  we  are  con- 
fronted w’ith  a form  of  creeping  death  which 
defies  early  discovery  and  ordinarily  pro- 
gresses silently  to  incurability.  We  had  to 
deal  with  a somewhat  similar  problem  of  fa- 
tal delay  in  carcinoma  of  the  cervix  uteri, 
and  in  that  connection  there  were  two  steps 
which  opened  a path  to  the  objective  and 
which  are  now  contributing  greatly  to  the 
saving  of  lives.  One  of  these  steps  is  the  re- 
moval of  tissue  presenting  a condition  that 
makes  it  specially  susceptible  to  cancer  de- 
velopment, that  is,  the  removal  of  chronic 
cervicitis  and  other  cervical  irritation  by 
conization  or  conical  excision  before  cancer 
starts;  the  other  step  is  periodic  examina- 
tion to  detect  early  evidence  of  cancer  or  of 
chronic  irritation  that  may  lead  to  cancer. 

In  seeking  to  reduce  deaths  from  carcino- 
ma of  the  ovary,  one  must  rely  largely  on 
these  same  two  steps,  namely  removal  of  tis- 
sue which  has  become  specially  susceptible 
to  cancer  development  and  periodic  examina- 
tion to  detect  lesions  of  which  the  patient  is 
not  aware.  To  comprehend  the  situation  one 
must  squarely  face  three  grim  facts:  First, 
a large  proportion  of  the  patients  with  ovar- 
ian carcinoma  consult  physicians  too  late  for 
cure;  second,  in  some  cases  the  patient  in 
w’hom  one  leaves  an  involuting  ovary  at  ab- 
dominal operation  dies  later  of  ovarian  can- 
cer, and  third,  many  women  who  are  now 
active  and  comfortable  and  apparently  well 
are  carrying  cancer  of  an  ovary.  A favorable 
feature  is  that  even  with  considerable  en- 
largement which  could  be  easily  detected  on 
deep  vaginoabdominal  palpation,  the  growth 
may  still  be  limited  to  removeable  structures. 
But  women  with  this  condition  wait  for  ex- 


amination till  they  notice  symptoms  and 
they  die  of  the  disease  in  spite  of  all  that 
science  can  do. 

The  greatest  contribution  the  physician 
can  make  toward  the  lessening  of  these  fa- 
talities is  the  practical  application  in  his 
daily  work  of  three  rules:  (1)  removal  of  the 
involuting  ovaries  whenever  the  abdomen  is 
opened  in  the  age  of  involution  (42  or  later) 
and  (2)  insistence  on  regular  periodic  pelvic 
examination  of  patients,  who  by  becoming 
patients,  ask  us  to  assume  responsibility  in 
regard  to  their  health.  (3)  utilization  of  ev- 
ery opportunity  afforded  by  anesthesia  for  a 
minor  vaginal  operation  to  make  deep  accur- 
ate palpation  of  the  ovarian  areas,  the  find- 
ings to  be  recorded  in  the  operative  note  for 
future  reference  and  comparison. 

Since  the  the  article  by  Crossen  in  1942,  we 
have  given  much  thought  to  another  phase 
of  malignancy  prevention,  namely,  the  em- 
ployment of  radical  surgery  instead  of  the 
more  conservative  measures  in  those  border- 
line cases,  involving  involuting  organs,  which 
could  be  reasonably  handled  either  way. 
This  applies  to  nonmalignant  conditions,  oc- 
curring in  the  age  of  involution,  such  as 
uterine  myoma,  pelvic  endometriosis,  non- 
malignant ovarian  enlargements,  and  the 
chronic  inflammatory  lesions  of  uterus  and 
adnexae.  When  any  of  these  troublesome 
conditions  occur  in  the  childbearing  age,  con- 
servative measures  may  safely  be  employed 
if  they  will  give  sufficient  relief,  and  it  is 
important  at  that  age  to  avoid  radical  meas- 
ures that  sacrifice  uterine  or  ovarian  func- 
tion. On  the  other  hand,  after  the  meno- 
pause the  uterus  and  ovaries  have  fulfilled 
their  functions  and  are  involuting.  While 
involution  usually  proceeds  without  malig- 
nant development,  we  know  from  experience 
that  the  involuting  uterus  and  ovaries  are 
particularly  susceptible  to  the  hidden  influ- 
ences which  start  the  malignant  process. 

That  established  fact  should  be  given  due 
weight  when  considering  the  pros  and  cons 
of  radical  treatment  for  the  nonmalignant 
lesions  above  mentioned.  In  the  particular 
case,  does  the  risk  of  a major  operation  over- 
balance the  risk  of  future  uterine  or  ovarian 
malignancy?  That  question  opens  a large 
field  for  investigation  and  discussion,  and  it 
is  well  worth  laborious  investigation  and 
careful  study  because  of  the  important  de- 
cisions depending  on  the  information  devel- 
oped. There  is  not  time  here  for  detailed 
discussion  of  information  to  date,  suffice  it 
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to  say  that  for  the  present  a seriously 
troublesome  lesion  of  the  type  mentioned,  in 
a climacteric  patient  in  good  operative  condi- 
tion, should  ordinarily  be  handled  by  remov- 
al of  the  involuting  uterus  and  ovaries.  No- 
tice that  the  advice  is  NOT  for  hysterectomy 
alone  for  myoma  or  chronic  metritis  nor  sal- 
pingo-oophrectomy  alone  for  chronic  ad- 
nexal inflammation.  It  is  for  the  removal 
of  the  involuting  uterus  and  ovaries  in  each 
case  where  any  one  of  the  pelvic  structures 
requires  abdominal  operation.  This  rule  ap- 
plies to  patients  in  good  general  condition 
and  in  whom  no  local  contraindication  is 
found  at  operation. 


In  handicapped  patients,  the  immediate 
risk  of  a major  operation  must  be  balanced 
against  future  risk  of  cancer  and  decision 
made  accordingly.  When  operation  is  con- 
traindicated, troublesome  symptoms  from 
the  lesions  mentioned  can  usually  be  relieved 
by  less-radical  measures.  For  example,  a 
large  percentage  of  myoma  cases  can  be  sat- 
isfactorily handled  by  radiation.  Not  only 
may  the  troublesome  symptoms  of  the  my- 
omatous uterus  be  relieved,  but  the  tendency 
to  subsequent  uterine  and  ovarian  cancer  is 
somewhat  diminished.  As  we  have  shown 
in  a recent  analysis  of  over  five  hundred  cas- 
es of  myoma  treated  by  radium,  the  tendency 
to  subsequent  malignant  development  is  di- 
minished sufficiently  to  be  of  importance, 
though  of  course,  it  does  not  approach  the 
future  security  of  operative  removal. 

We  had  2662  myoma  cases,  526  of  which 
received  myoma  radiation.  The  2,136  non- 
radiation myoma  cases  showed  complicating 
endometrial  carcinoma  in  37  cases  (1.7%). 
The  526  myoma  radiation  cases  showed  sub- 
sequent endometrial  carcinoma  in  only  4 
cases  (0.7%).  As  to  the  development  of 
ovarian  carcinoma  in  connection  with  uterine 
myomas,  in  the  2,136  non-radiation  cases 
ovarian  carcinoma  occurred  in  13  (0.68%), 
while  in  the  526  radiation  cases  there  was 
only  one  such  subsequent  development. 
(0.19%).  Thus  in  this  series  of  uterine  my- 
omas the  development  of  endometrial  carcin- 
oma and  of  ovarian  carcinoma  was,  for  each 
t5rpe  of  growth,  only  about  one  third  as  fre- 
quent in  the  radiated  cases  as  in  the  non- 
radiated.  In  these  myoma  patients  with  in- 
voluting organs  the  risk  of  cancer  develop- 
ment without  radium  treatment  is  2.38% 
and  with  radium  treatment  is  .89%. 

Our  conclusions  as  to  the  place  of  radia- 


tion in  the  treatment  of  patients  with 
troublesome  myoma  are  as  follows: 

1.  It  is  effective  in  stopping  myoma  ac- 
tivity and  associated  troublesome  symptoms 
in  90%  of  the  cases  selected  according  to  the 
preceding  information. 

2.  It  reduces  to  1/3  the  risk  of  later  mal- 
ignancy. But  it  still  leaves  a risk  of  0.79% 
for  endometrial  carcinoma  and  0.19%  for 
ovarian  carcinoma.  Though  small,  this  is  a 
definite  risk  which  must  be  given  due  weight 
in  deciding  between  radiation  and  operative 
removal,  in  the  individual  patient  with  her 
special  local  and  general  conditions. 

Ovarian  malignancy  is  the  greater  risk, 
because  of  its  symptomless  progress  to  in- 
curability. Endometrial  malignancy  usually 
shows  some  irregular  bleeding  leading  to 
curettage  and  diagnosis  in  time  for  cure. 

3.  For  the  handicapped  patient  with  high 
operative  risk,  myoma-radiation  is  a life-sav- 
ing measure  and  strongly  indicated,  where 
the  serious  symptoms  are  of  a type  to  be  re- 
lieved by  it. 

4.  The  patient  who  is  a good  operative 
risk  and  with  myoma  conditions  which 
could  probably  be  taken  care  of  by  the  radia- 
tion program,  constitutes  a borderline  case, 
requiring  the  careful  assessment  for  that  in- 
dividual of  the  three  important  factors — the 
chance  of  satisfactory  relief  by  radiation,  the 
risk  of  later  malignancy  development,  and 
the  risk  of  a major  operation. 

Each  myoma  patient  presents  her  special 
degree  of  probability  of  being  relieved  or  not 
being  relieved  by  the  myoma-radiation  pro- 
gram. This  part  of  the  problem  is  elucidated 
by  the  report  of  our  investigation,  the  ex- 
cerpts which  I have  mentioned  give  its 
salient  features.  The  percentage  risk  of 
subsequent  uterine  and  ovarian  malignancy 
is  also  given  there.  The  percentage  risk  of 
the  operation  which  would  give  security 
against  future  uterine  and  ovarian  malignan- 
cy (hysterectomy  and  double  oophrectomy) 
also  varies  with  the  individual  patient  and 
with  the  skill  of  the  operator,  but  in  general 
in  skillful  hands,  it  may  be  reckoned  at  1 to 
2 percent,  depending  on  conditions.  The 
wishes  of  the  patient  is  another  factor  which 
has  some  bearing  on  the  decision.  Some  pa- 
tients would  decidedly  prefer  the  myoma- 
radiation  program,  with  its  minor  present 
risk  and  subsequent  careful  observation, 
rather  than  the  major  operation  with  its 
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more  immediate  risks  and  greater  future 
security. 

One  thing  which  is  perfectlj^  clear  is  that, 
if  the  decision  is  for  operative  removal  of  the 
myoma,  the  hysterectomy  should  be  accom- 
panied with  removal  of  the  involuting*  ovaries 
— for  their  removal  constitutes  the  strongest 
reason  for  operation,  instead  of  radiation,  in 
ihe  borderline  case. 

Finally,  a few  words  about  cancer  preven- 
tion in  another  involuting  structure ; namely, 
the  endometrium.  Two  associated  factors 
which  seem  to  play  important  roles  in  the  de- 
velopment of  endometrial  carcinoma  are, 
hyperplasia  and  delayed  menopause. 

Though  there  is  still  no  unanimity  of  opin- 
ion, many  workers  now  feel  that  hyperplasia 
may  be  a predisposing  factor  in  the  develop- 
ment of  endometrial  carcinoma.  Points  in 
favor  of  this  view  are  (1)  in  checking  back 
on  fundal  carcinoma  patients  who  had  had 
previous  curettments,  many  were  found  who 
had  had  hyperplasia  of  the  endometrium 
prior  to  the  development  of  the  carcinoma. 
We  have  a number  of  cases  of  carcinoma  of 
the  endometrium  who  have  had  previous 
curettments  with  a finding  of  endometrial 
hyperplasia.  Corscaden  and  Gusberg  in  the 
Am.  J.  Ob.  and  Gyn.  March,  1947  report 
twenty  cases  of  extreme  degrees  of  hyper- 
plasia produced  by  long-continued  admin- 
istration of  natural  estrogens  in  stilbestrol. 
These  workers  studied  the  endometria  of 
five  patients  with  corpus  carcinoma  appear- 
ing after  long-continued  estrogen  admin- 
istration and  found  that  the  histologic  pat- 
tern bore  considerable  resemblance  to  the 
hyperplasia  edometria  of  twenty  cases  men- 
tioned above.  (2)  Areas  of  hyperplasia  of 
the  endometrium  are  frequently  found  in 
cases  of  endometrial  carcinoma. 

Evidence  that  estrogenic  activity  is  a fac- 
tor in  causing  hyperplasia  and  possibly  endo- 
metrial carcinoma  comes  from  two  sources 
namely,  experimental  and  clinical. 

The  experimental  facts  are  as  follows : 

1.  In  castrates,  both  animal  and  human, 
endometrial  hyperplasia  has  been  produced 
by  prolonged  administration  of  estrogens. 

2.  In  menopausal  mice  prolonged  estro- 
gen administration  produced  hyperplastic 
endometrial  changes  more  marked  than  any 
previously  observed  in  young  mice.  The  mi- 


croscopic picture  resembled  carcinoma. 
Whether  the  changes  would  have  progressed 
to  extensive  carcinoma  or  regressed  after 
stopping  the  estrogenic  administration,  it  is 
impossible  to  surmise. 

The  clinical  facts  are  as  follows : 

1.  There  are  numerous  cases  of  granul- 
losa  cell  tumors  of  the  ovary  associated  with 
carcinoma  of  the  endometrium  reported  in 
the  literature  of  the  last  ten  years.  Here  we 
have  prolonged  and  excessive  stimulation  of 
the  endometrium  by  the  abnormal  source  of 
endogenous  estrogen. 

2.  In  1935,  Dr.  Hobbs  and  I analyzed  a 
group  of  fundal  carcinoma  cases  to  deter- 
mine whether  delayed  menopause,  with  its 
prolonged  estrogenic  activity  was  more  com- 
mon in  endometrial  carcinoma  cases  than  it 
was  in  a series  of  normal  cases.  We  found 
that  60%  of  the  carcinoma  cases  had  men- 
struated past  50  years  in  contrast  to  15%  of 
the  normal  cases.  In  a recent  article  Randall 
calls  attention  to  the  frequent  association  of 
delayed  menopause  and  corpus  cancer.  He 
also  found  that  delayed  menopause  was  four 
times  more  frequent  in  malignant  cases  than 
in  the  non-malignant  ones. 

In  summarizing  then  we  can  say  that  the 
specific  cause  of  endometrial  carcinoma  is 
not  known,  but,  circumstantial  evidence 
points  to  the  prolonged  action  of  endogenous 
estrogen  after  the  menopause  age  as  an  im- 
portant factor. 

How  do  these  facts  help  us  in  the  practical 
prevention  of  endometrial  carcinoma?  We 
feel  that  it  is  better  to  stop  this  estrogenic 
activity  at  approximately  50,  or  sooner,  if 
the  periods  are  abnormal,  rather  than  run 
the  risk  of  continued  endometrial  stimula- 
tion and  recurring  monthly  growth  at  a time 
in  life  when  the  endometrium  should  be 
atrophic.  This  can  easily  be  done  by  radium 
treatment  and  the  possibility  of  early  car- 
cinoma ruled  out  at  the  same  time  by  curet- 
tage. 

And  finally  a word  of  warning  as  to  the 
use  of  estrogenic  hormones  in  the  menopause 
and  in  cases  of  hyperplasia.  In  view  of  the 
evidence  presented  it  would  seem  unwise  to 
use  large  doses  of  estrogenic  substances  in 
women  in  the  menopause  age.  If  there  are 
troublesome  symptoms,  Engle  has  shown 
that  most  of  the  menopausal  symptoms  can 
be  controlled  by  small  doses  of  thyroid  plus 
phenobarbital. 
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INTRODUCTION 

During  the  past  decade,  with  the  coming 
of  truly  efficacious  chemotherapy,  sins  of 
omission  on  the  part  of  us  practitioners  have 
become  even  less  excusable  than  sins  of  com- 
mission. Albeit  there  is  a concurrent  short- 
age of  doctors;  no  matter  how  great  the 
exhaustion  of  those  who  must  function  night 
and  day,  now  more  than  ever  we  must  be  “on 
our  toes.”  To  the  general  practitioners,  the 
obstetricians,  and  the  pediatricians,  this 
challenge  comes  most  acutely ; for  ours  is  the 
care  of  the  most  helpless  of  all  living  crea- 
tures,— the  newly-born  infant. 

This  presentation  will  contain  little  that  is 
original.  I am  not  a laboratory  investigator. 
But  I have  seen  newly-born  infants  suffer 
from  failure  to  apply  the  results  of  research. 
If  I can  share  with  you  certain  therapeutic 
stimuli  which  I have  garnered  from  my  col- 
leagues, from  the  literature,  and  from  exper- 
ience, my  appearance  before  you  today  may 
be  justified.  Experience?  We  who  are  over 
fifty  know  full  well  that  the  word  may  mean 
making  the  same  mistakes  for  years.  Med- 
ically, that  is  indeed  the  great  transgression. 
Let  us  find  growth  and  development  in  our- 
selves as  well  as  in  the  infants  committed  to 
our  charge ! 

“FEVER” 

Although  obviously  not  a disease  but  a 
“sign,”  fever  in  the  newly-born  infant  does, 
or  should,  cause  the  obstetrician  to  call  the 
pediatrician;  or  the  general  practitioner  to 
take  counsel  with  the  pediatrician  or  himself. 
If  the  function  of  this  paper  is  to  “empha- 
size,” to  “high-light,”  then  fever  during  the 
first  weeks  of  life  should  be  early  singled  out 
for  scrutiny.  For  some  of  the  severest  infec- 
tions at  this  time  of  life  are  often  afebrile  or 
even  accompanied  by  subnormal  tempera- 
tures. Again,  some  of  the  higher  fevers  may 
be  present  without  demonstrable  infection. 
The  former  is  due  to  the  small  infant’s  notor- 
ious lack  of  “systemic  response”  to  infection, 
whether  with  antibodies  or  with  pyrexia. 
The  latter  is  due  to  the  now-well-known  labil- 
ity of  his  water-balance.  Who  of  us  has  not 

*Read  before  79th  Annual  Convention  Nebraska  State  Medi- 
cal Association,  May  1,  1947. 

*“^From  the  Department  of  Pediatrics,  Washington  University 
School  of  Medicine,  and  the  Homer  G.  Phillips  Hospital  and  the 
St.  Louis  Children’s  Hospital. 


seen  a newly-born  infant  made  to  struggle  a 
little  too  long  to  get  breast-milk  where  none 
was  forthcoming,  venture  into  the  gehenna 
of  dehydration,  spike  a temperature  of  38  or 
39  degrees  which  responds  slowly  to  in- 
creased oral  intake,  or  rapidly  to  liquids  giv- 
en subcutaneously? 

Conversely,  fever  as  a guide  to  the  sever- 
ity of  any  infection,  respiratory,  intestinal, 
or  other,  is  so  thoroughly  unreliable  as  to  re- 
quire special  emphasis.  I have  seen  several 
afebrile  during  the  early  stages,  others  with 
temperatures  up  to  40  or  41  degrees. 

With  regard  to  the  treatment  of  the  fever 
itself,  even  though  it  may  be  high,  I cannot 
emphasize  too  strongly  that  it  must  be  lim- 
ited to  hydration,  and  to  hydration  alone. 
Cool  saline  enemas  are  preferable  to  “cooling 
sponges,”  as  small  infants  often  react  badly 
to  the  latter.  The  antipyretic  coal-tar  drugs, 
such  as  aspirin  and  acetphenetidin  are  abso- 
lutely contra-indicated.  These  are  danger- 
ous enough  in  later  infancy,  as  recent  studies 
at  the  St.  Louis  Children’s  Hospital  have 
shown^^h  They  are  far  more  so  during  the 
first  month  or  two. 

I need  hardly  emphasize  that  whatever  ap- 
plies to  the  newly-born  applies  fourfold  to 
the  premature! 

THE  DIARRHEAS 

As  with  all  other  infections  of  the  newly- 
born,  prophylaxis  is  the  first  and  most  im- 
portant therapeutic  step.  One  must  agree 
with  Weymuller,  Beck,  and  Ittner^^)  when 
they  say  “The  dreaded  diarrhea  of  the  new- 
born . . . sometimes  carries  a mortality  rate 
as  high  as  80  per  cent  and  taxes  to  the  ut- 
most the  resources  of  the  most  expert  pedia- 
tricians. Because  exhaustive  researches  have 
not  disclosed  its  cause  or  the  means  of  its 
transmission,  its  control  is  exceedingly  diffi- 
cult even  under  ideal  conditions.  The  only 
effective  weapon  in  combating  this  scourge 
of  modern  nurseries  is  a meticulous  technic 
of  isolation  rigidly  applied  to  infants  who  are 
afflicted  with  the  disease  or  who  have  been 
exposed  to  it.” 

In  his  discussion  of  this  paper.  Dr.  Francis 
Scott  Smyth  correctly  presents  the  pediatric 
point  of  view  when  he  says,  “Modern  obstet- 
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lies  demands  that  mothers  come  to  the  hos- 
pital for  delivery,  but  I have  a growing  sus- 
picion that  the  newly-born  infant  would  do 
better  in  the  home  ...  If  one  wishes  to 
detect  the  nursing  shortage,  for  example,  the 
place  to  detect  it  is  in  the  nursery.” 

Things  being  as  they  are,  we  pediatricians 
have  become  accustomed  to  the  separate 
examining-rooms,  the  scrubbing-up,  the 
gowns,  the  masks,  and  latterly  the  use  of 
propylene  glycol  or  aerosol  prophylaxis,  as 
well  as  to  “ultraviolet  curtains”  for  the  pre- 
vention of  cross-infections  in  nurseries;  and 
all  of  this  is  to  the  good.  But  we  can  no 
longer  view  with  pride  the  broad  acreage  ot 
bassinets  with  their  wriggling  babies,  still  to 
be  found  in  so  many  of  our  maternity  and 
general  hospitals.  To  divide  our  nurseries 
up  into  units  of  no  more  than  eight  bassinets 
each,  and  each  with  a separate  nurse,  is 
something  to  strive  for ; but  money  and  nurs- 
es are  both  scarce ; so  for  the  present  we  can 
only  do  our  best,  and  struggle  with  epidem- 
ics of  greater  or  less  seriousness  when  they 
strike.  But  even  now,  by  shifting  contamin- 
ated infants  to  other  rooms,  hawever  ill- 
adapted  to  the  housing  of  the  newly-born 
they  may  be,  we  can  and  do  accomplish 
much. 

I shall  of  course  spare  you  the  details  of 
the  treatment  itself.  The  initial  rest-by- 
starvation, followed  by  the  cautious  introduc- 
tion of  such  a mixture  as  dextrose-amigen- 
saline  by  mouth,  then  “formula  as  tolerat- 
ed;” the  concomitant  replacement  of  liquids 
and  electrolyte,  the  use  of  glucose  and  per- 
haps blood  intravenously,  the  parenteral  ad- 
ministration of  vitamines, — this  therapy  has 
been  well  outlined  by  Hartmann  and  his  as- 
sociates(^-^-5.6,7, 8,9,10)^  several  years 

has  been  followed  at  the  St.  Louis  Children’s 
Hospital,  City  Hospital,  the  Homer  G.  Phil- 
lips Hospital,  and  elsewhere. 

Because  our  knowledge  of  the  etiology  of 
the  diarrheas  of  the  newly-born  is  so  limited, 
we  may  well  wonder  whether  we  can  prop- 
erly speak  of  the  “rationale”  of  chemother- 
apy. How  rational  is  it,  especially  in  infants 
under  one  month  of  age?  Even  with  the 
rigid  observance  of  technical  precautions 
mentioned  above,  diarrhea  may  begin  in  a 
nursery,  with  no  parenteral  or  enteral  cause 
discoverable.  Yet  chemotherapy,  rather 
than  being  considered  a “shot  in  the  dark” 
is,  if  we  must  use  military  terms,  more  like 
raking  a jungle  with  machine-gun  fire.  In 


such  young  infants,  it  is  rare  for  otitis  me- 
dia, for  example,  to  be  the  cause,  rather  than 
a complication  of  diarrhea.  Nevertheless,  1 
have  seen  newly-born  babies  with  mild  puru- 
lent mastitis,  or  a few  pustules,  develop 
diarrhea  which  has  responded  immediately 
to  eradication  of  such  infection. 

Thus  it  is  incumbent  upon  us,  as  soon  as 
these  infants — particularly  prematures — de- 
velop diarrhea,  first  to  obtain  blood  cultures, 
before  starting  chemotherapy;  also  to  do 
blood-counts — bearing  in  mind  the  difficulty 
of  proper  interpretation  of  the  latter  in  the 
newly-born.  The  susceptibility  of  the  newly- 
born  to  staphylococcic  infection  is  well 
known.  These  organisms  may  be  cultured 
from  the  stomach  contents,  from  purulent 
discharges  from  the  nose,  and  of  course  from 
infections  of  the  skin.  Therefore  penicillin, 
in  dosage  of  not  less  than  10,000  units  every 
two  or  at  most  three  hours,  is  urgently  indi- 
cated. 

For  “coverage”  as  nearly  complete  as  pos- 
sible (the  machine-gun  metaphor  again) 
sulfadiazine  should  be  started  in  full  dosage 
(0.2  gm.  per  kilo  per  day)  provided  acidosis 
and  dehydration  have  been  relieved  and  a 
good  urinary  secretion  reestablished.  (Hart- 
mann^^>).  Sulfonamide  therapy  is  important 
because  “it  possesses  a definite  bacteriostat- 
ic effect  on  some  strains  of  dysentery  bacil- 
li” (rarely  found  at  this  age)  “but  more  es- 
pecially because  severe  diarrhea  in  infants 
may  be  both  initiated  and  complicated  by 
parenteral  infection,  particularly  in  the  up- 
per respiratory  tract^^b” 

Before  1930,  when  the  first  edition  of  Dr. 
Marriott’s  book  on  Infant  Nutritional^)  came 
out,  he  and  Dr.  Hartmann  had  called  atten- 
tion to  the  fact  that  the  gastric  juice  of  small 
infants  contains  less  pepsin-rennin,  and  very 
much  less  hydrochloric  acid,  than  that  of 
older  individuals.  Last  fall,  three  of  my 
newly-born  infants  with  severe  diarrhea 
were  found  to  have  no  free  acid  in  the  gastric 
juice,  and  many  E.  Coli  and  staphylococci. 
They  did  well  on  hydrochloric  acid  milk  and 
the  usual  chemotherapy. 

In  the  1920’s,  when  Dr.  Marriott  popular- 
ized the  use  of  lactic  acid  milk,  he  experi- 
mented also  with  hydrochloric  acid  milk  and 
considered  it  in  no  way  superior  to  the  form- 
er. In  the  patients  under  consideration, 
lactic  acid  milk,  or  better,  lactic  acid 
skimmed  milk  formulas,  would  seem  still  to 
be  most  satisfactory. 


Volume  33 
Number  1 


IXFECTIOXS  IX  THE  XEWLY-BORX:  WHITE 


15 


RESPIRATORY  INFECTIONS 

When  a nurse  or  a mother  or  an  interne  re- 
ports that  newly-born  infant  “has  a cold/’ 
we  who  are  responsible  for  his  care  should 
investigate,  and  at  once.  This  is  largely  be- 
cause of  his  above-mentioned  susceptibihty 
to  staphylococcic  infection.  It  is  not  enough 
to  examine  his  throat,  chest,  and  ears.  His 
nose  must  be  examined  with  an  otoscope,  in 
order  not  to  miss  the  small  pool  of  yellow  pus 
which  may  be  present  posteriorly.  In  the 
early  stages  of  mucopurulent  rhinitis  of  the 
newly-born,  this  finding — including  the  cul- 
turing of  such  pus — may  prevent  the  devel- 
opment of  otitis  media,  tracheobronchitis, 
and  quite  possibly  the  multiple  lung-abscess- 
es, pneumonia,  and  staphylococcus  empyema 
which  are  relatively  all  too  common  in  in- 
fants of  this  age.  Moreover,  by  such  immed- 
iate and  thorough  investigation,  one  may 
with  prompt  isolation  and  treatment  of  the 
patient  prevent  the  occurrence  of  other  cases 
in  the  nursery. 

Several  years  ago  a newly-born  infant  was 
brought  to  me  at  Children’s  Hospital  dying 
of  pneumonia  later  found  to  be  staphylococ- 
cic. He  had  been  sent  “home”  to  a military 
post  near  by,  from  a nursery  which  the 
mother  said  contained  several  babies  with 
colds.  It  is  quite  possible  that  this  tragedy 
could  have  been  averted. 

In  March,  1945,  before  we  civilians  had  be- 
gun to  use  penicillin  as  freely  as  we  do  now, 
Tmade  the  otoscopic  nasal  examination  de- 
scribed above  on  one  of  my  patients  in  a 
well-run  nursery,  found  pus,  cultured  it,  isol- 
ated the  patient,  and  put  her  on  sulfa  nose- 
drops.  This  treatment  was  continued  for 
two  days,  because  the  culture-report  was  de- 
layed in  the  laboratory.  By  that  time  there 
was  marked  suprasternal  and  intercostal  re- 
traction, coarse  rales  throughout  the  chest. 
As  is  usually  (although  not  always)  the  case 
in  so  young  an  infant,  there  was  no  fever. 
The  culture-report,  when  at  last  obtained, 
was  “Pure  culture  of  hemolytic  staphylococ- 
cus aureus.”  With  oxygen,  steam,  penicillin 
nose-drops,  and  penicillin  10,000  units  sub- 
cutaneously every  three  hours  (we  should 
now  use  20,000)  the  baby  made  a complete 
recovery.  The  experience  taught  us  all  a 
valuable  lesson:  to  isolate,  start  penicillin  at 
once,  without  waiting  for  the  culture-reports. 

Let  me  emphasize  that  I do  not  urge  the 
use  of  penicillin  subcutaneously  for  every 
newly-born  infant  with  a stuffy  nose — or 


with  milk  regurgitated  into  the  post-nasal 
space.  Nor  do  I urge  it  for  every  such  in- 
fant with  pink  ear-drums.  But  for  every 
one  of  them  with  muco-purulent  rhinitis  and 
with  rales  in  the  chest  or  inspiratory  thor- 
acic retraction,  I do  urge  it,  plus  culture  and 
isolation,  regardless  of  the  temperature,  and 
urge  it  strongly. 

In  a most  significant  paper  on  the  import- 
ance of  pyopneumothorax  as  a complication 
of  staphylococcal  empyema,  Forbes re- 
ports, among  other  cases,  three  infants  un- 
der one  month  of  age.  All  of  these  had 
proved  cases  of  staphylococcus  empyema, 
with  air  under  pressure,  due  in  each  case  to 
rupture  of  a bronchus  into  the  pleural  cav- 
ity, valve-action  preventing  the  escape  of  the 
trapped  air.  The  condition  is  readily  recog- 
nizable by  physical  examination,  the  findings 
including  bulging  of  the  intercostal  spaces 
on  the  affected  side,  the  usual  roentgenologic 
manifestations,  and  finally,  air  under  pres- 
sure found  on  insertion  of  the  exploring 
needle.  In  spite  of  surgical  drainage,  penicil- 
lin locally,  and  systemic  sulfa-and-penicillin 
therapy,  the  three  patients  died.  Forbes  em- 
phasizes “the  striking  predilection  of  staphy- 
lococcal empyema  for  young  infants  and  the 
high  mortality  in  this  group.” 

In  a series  of  40  cases  of  staphylococcic 
pneumonia  in  infancy  and  in  childhood,  Blu- 
menthal  and  Neuhof(^^>  reported  four  under 
one  month  of  age.  Surgical  complications 
were  emphasized  and  described — particularly 
pleural  empyema,  for  which  closed  drainage 
was  urged. 

With  regard  to  otitis  media  in  the  newly- 
born,  suffice  it  that  with  the  early  institu- 
tion 0 f proper  chemotherapy, — ^penicillin 
nose-drops  (10,000  units  to  the  ounce  of  1/4 
per  cent  neosynephrin) , plus  penicillin  by  in- 
jection, paracentesis  is  only  rarely  necessary. 
It  should  be  performed  only  when  marked 
bulging  of  a drum  or  drums  persists  in  spite 
0 f adequate  adminstration  o f penicillin 
and/or  sulfonamides. 

THE  MENINGITIDES 

Meningitis  of  any  type  may  of  course  oc- 
cur during  the  first  month  of  life.  The 
diagnosis  requires  special  vigilance  because 
(a)  as  with  other  infections,  meningitis  may 
not  be  accompanied  by  much  fever,  especially 
at  first,  and  (b)  such  conditions  as  intra- 
cranial edema  and  hemorrhage  may  closely 
resemble  it  in  their  manifestations.  Even 
with  chemotherapy,  a patient  in  very  early 
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life  with  sepsis  due  to  E.  Coli,  pneumococcus, 
staphylococcus,  streptococcus,  B,  influenzae, 
should  be  carefully  watched  for  the  slightest 
evidence  of  meningeal  irritation.  Spinal 
puncture,  properly  performed,  is  a safe  pro- 
cedure, and  now  may  well  be  a life-saving 
one.  Young  infants  (and  older  ones  too,  for 
that  matter)  who  suffer  from  severe  infec- 
tions, if  they  do  not  respond  to  adequate 
treatment,  should  have  spinal  punctures 
done.  If  the  findings  indicate  meningitis, 
culture  and  smear  of  the  cerebrospinal  liquid 
must  be  resorted  to,  very  high  levels  of  sul- 
fonamide maintained,  and  penicillin  and/or 
streptomycin  given  intrathecally.  All  pedia- 
tricians have  at  times  found  surprising  num- 
bers of  leucocytes,  and  perhaps  bacteria  in 
the  spinal  fluid,  with  relatively  few  physical 
signs  of  involvement  of  the  central  nervous 
system.  It  is  hardly  necessary  to  emphasize 
that  the  therapy  of  any  type  of  meningitis 
must  be  sufficiently  intensive  and  prolonged. 
The  danger  of  “pocketing’’  of  pus  in  the  men- 
inges must  be  kept  in  mind ; follow-up  spinal 
punctures  are  possibly  more  important  than 
physical  signs  in  the  detection  of  residual 
(or,  for  that  matter,  early)  infection.  Al- 
though some  authorities  are  fearful  of 
“blocking”  due  to  adhesions  of  the  meninges 
from  intensive  intrathecal  antibiotic  ther- 
apy, this  should  be  continued  until  definite 
improvement  is  obtained,  although  with  fair- 
ly rapid  “tapering  off”  of  number  and  dosage 
of  treatments.  Systemic  sulfonamide  ther- 
apy, however,  with  high  blood-levels,  should 
be  maintained  considerably  longer, — for  two 
to  three  weeks  if  warranted  by  the  findings 
in  the  spinal  fluid. 

INFECTIONS  OF  THE  SKIN 

Ever  unwelcome  in  any  nursery  are  furun- 
culosis and  impetigo.  Although  either  may 
appear  at  any  time,  they  occur,  of  course, 
more  commonly  in  the  summer.  Patients 
with  these  conditions  must  be  isolated  im- 
mediately. Those  with  furuncles  or  pustules 
should  have  blood  and  lesion  cultures  made 
prior  to  starting  therapy  with  penicillin 
(staphylococci  being  nearly  always  the  of- 
fending agent.)  From  10  to  20  thousand 
units  should  be  given  subcutaneously  every 
three  hours  until  the  lesions  have  definitely 
subsided — or,  of  course,  for  some  time  after 
any  organisms  have  disappeared  from  the 
blood-stream.  Adequate  vitamin  intake 
must  be  assured. 

Only  recently  a patient  of  mine  bom  with 
a pilonidal  sinus  developed  a severe  infection 


in  the  sinus  and  surrounding  tissues,  at  the 
age  of  9 days.  There  was  no  drainage  at  any 
time.  Blood  culture  was  sterile.  Penicillin 
therapy  was  instituted  at  once,  with  prompt 
and  complete  recovery.  Two  months  later, 
however,  the  infant  was  found  to  have  a 
hemoglobin  of  only  9.2  grams,  with  a red  cell 
count  of  3,470,000.  Blood  culture  at  that 
time  was  also  sterile.  He  was  given  two 
transfusions,  with  excellent  results.  But  for 
two  weeks  afterward  many  crops  of  pustules 
appeared  requiring  further  treatment  with 
penicillin.  This  case  is  cited  to  illustrate  the 
difficulties  which  may  be  encountered  in  an 
“ordinary”  pyodermia  in  a newly-born  infant 
receiving  adequate  penicillin  therapy. 

Concerning  impetigo,  Aldrich  and  Holmes 

tried  treatment  with  “minimal  doses”  of 
penicillin.  They  obtained  prompt  healing — 
permitting  removal  from  isolation  in  36 
hours — in  10  newly-born  infants  given  only 
two  doses  of  penicillin,  5,000  units  each;  and 
this  with  or  without  local  treatment. 

I think  a word  of  caution  is  in  order  with 
regard  to  local  therapy.  The  application  of 
sulfonamides  in  ointments  or  lotions  should 
be  discouraged,  especially  where  large  areas 
of  the  skin  are  involved.  Such  procedure  is 
not  necessary ; and  so  much  absorption  of  the 
drug  may  occur  that  sulfa-sensitization  may 
result,  with  undue  likelihood  of  reaction  in  its 
later  administration.  This  was  strikingly 
illustrated  by  a case  thoroughly  studied  by 
Blattner(i^>.  Local  treatment  with  penicil- 
lin ointment,  or  with  penicillin  systemically 
and  xeroform  locally,  is  safer;  and  as  the 
staphylococcus  is  the  most  common  caus- 
ative factor,  such  therapy  is  more  surely  ef- 
ficacious. 

INFECTIONS  OF  THE  URINARY  TRACT 

As  these  are  relatively  less  common  in  the 
neonatal  period,  I shall  only  outline  certain 
important  points  which  must  not  be  over- 
looked. (1)  True  pyelonephritis,  although  six 
times  as  common  in  girls  as  in  boys  during 
later  childhood,  is  about  evenly  distributed 
between  the  sexes  in  the  neonatal  period. 
(2)  Symptoms  and  signs  at  onset  are  not  us- 
ually referable  to  the  urinary  tract:  vomit- 
ing, diarrhea,  convulsions,  dehydration,  with 
or  without  fever.  (3)  Failure  to  respond  to 
adequate  antibiotic  therapy  and  alkaliniza- 
tion  should  lead  to  investigation  for  anatom- 
ic abnormalities,  such  as  bladder  neck 
obstruction,  dilated  or  malformed  ureters, 
hydronephrosis,  etc.  Here  it  should  be  men- 


Volume  33 
Number  1 


INFECTIONS  IN  THE  NEWLY-BORN:  WHITE 


17 


tioned  that  although  it  is  easy  to  order  an 
intravenous  pyelogram  on  a newly-born  in- 
fant, a successful  one  is  seldom  obtained  even 
with  careful  technic.  (4)  Urine  cultures 
must  be  made  to  insure  proper  antibiotic 
therapy, — streptomycin  for  example,  being 
most  efficacious  against  E.  Coli,  P.  Vulgaris, 
K.  pneumoniae  (of  Friedlander) , A Aero- 
genes,  Ps.  Aeruginosa. 

HEREDITARY  SYPHILIS 

As  you  might  expect,  I shall  resist  the 
temptation  to  do  any  more  than  refer  you  to 
recent  articles  on  penicillin  therapy,  partic- 
ularly those  by  R.  V.  Platou,  Allan  Hill,  and 
others At  Homer  G.  Phillips  Hospit- 
al, St.  Louis,  we  are  in  process  of  studying 
the  effects  of  treatment  of  newly-born  in- 
fants with  75,000  units  of  penicillin  given 
every  two  hours  round  the  clock,  until  5 mil- 
lion units  are  given.  (The  work  is  under  the 
supervision  of  Dr.  Arthur  Neilson.  The  pro- 
gram of  course  includes  children  of  all  ages) . 

INFECTIONS  OF  THE  EYES 

A rule  of  thumb  (with  the  admitted  ad- 
vantages and  disadvantages  thereof)  was 
recently  outlined  by  Venable : 

Conjunctival  infection  at  age: 

0-3  days:  Chemical  irritation;  or  pneu- 
mococcal infection 

3- 5  days:  gonococcal  infection 

4- 7  days : inclusion  blennorrhea 

12  days  or  more : mixed  infection. 

Local  and  systemic  therapy  with  the  sulfas 
and  penicillin  has  of  course  given  brilliant  re- 
sults here.  But  everyone  agrees  that  con- 
scientious, thorough  nursing  care  is  still  a 
factor  of  the  greatest  importance  in  deter- 
mining success  or  failure. 

^ 

This  paper  is  itself  a “summary.”  I would 
leave  this  thought  with  you:  The  facts  pre- 
sented need  not,  must  not  make  us  alarmists 
at  the  mother’s  bedside;  but  in  the  nursery 
we  must  listen  carefully  to  those  in  constant 
attendance ; we  must  be,  in  Tennyson’s 
phrase,  “full-summed  in  all  our  powers”  to 
recognize  and  to  overcome  the  invisible  en- 
emies which  threaten  human  life  at  its  very 
beginning. 
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Lonalac,  nutritionally  similar  to  whole  milk  pow- 
der but  virtually  free  of  sodium,  aids  in  the  main- 
tenance of  protein  nutrition  when  milk,  meat,  eggs 
and  cheese  must  be  restricted.  Congestive  heart 
failure,  hypertension  and  toxema  of  pregnancy  have 
been  treated  with  low  sodium  diets.  Sodium 
analyses  of  foods,  diet  plans,  literature  on  uses  of 
low  sodium  diets  and  samples  of  Lonalac  are  avail- 
able from  Mead  Johnson  & Co.,  Evansville  21,  Ind. 


The  Management  of  Colles’  Fracture 
And  Its  Complications 

W.  W.  BARTELS,  M.D. 

Lincoln,  Nebr. 


The  fracture  of  the  distal  end  of  the  radius 
was  described  by  Abraham  Colles  in  1814. 
Today  the  term  “Colies’  fracture”  is  em- 
ployed in  designating  those  fractures  occur- 
ring in  the  distal  one  inch  of  the  radius. 
Typically  the  fracture  produces  the  well- 
known  “Silver  fork”  deformity  and  usually 
results  from  a fall  on  the  outstretched  hand. 
The  force  of  violence  is  transmitted  through 
the  carpal  bones  directly  to  the  distal  artic- 
ular surface  of  the  radius.  This  results  in  a 
dorsal  impaction  of  the  articular  fragment 
and  a shortening  of  the  radius.  The  artic- 
ular surface  loses  its  relation  to  the  carpal 
scaphoid  as  the  former  lies  tilted  backwards 
and  displaced  radially. 

It  is  this  deformity,  which  if  it  recurs  fol- 
lowing its  reduction,  constitutes  the  chief 
disability  complicating  a Codes’  fracture.  In 
the  normal  wrist  the  distal  articular  surface 
of  the  radius  is  directed  downwards  as  v/elJ 
as  forwards  with  an  anterior  concavity  of 
the  joint  surface.  In  this  position  it  acts  as 
a fulcrum  in  simple  lever  system  with  the 
muscles  of  the  forearm  the  force  and  the 
hand  the  force  being  moved.  Thus  we  can 
see  how  a permanently  weak  hand  will  re- 
sult if  the  fulcrum  is  not  restored  to  its 
original  position.  With  the  backward  tilting 
of  the  articular  fragment,  the  force  of  the 
extensor  and  flexor  muscles  playing  across 
the  wrist  is  dissipated  in  overcoming  the  in- 
stability of  the  fulcrum.  Secondly,  as  a re- 
sult of  the  prominence  on  the  volar  aspect  of 
the  radius,  a tenosynovitis  of  the  flexor  ten- 
dons may  develop  secondary  to  the  friction 
set  up  across  a roughened  surface. 

Third,  the  radial  shortening  must  be  over- 
come, if  we  wish  to  pronounce  the  reduction 
complete.  If  not  reduced  or  if  it  is  permitted 
to  recur  the  hand  will  be  deviated  towards 
the  radius  and  if  the  shortening  is  severe  the 
inferior  radio-ulnar  relation  will  be  dis- 
turbed. This  latter  factor  is  important  in 
producing  the  pain  encountered  by  the  pa- 
tient when  the  wrist  is  pronated  or  supin- 
ated. 

The  management  of  any  complication  in- 
volves their  prevention.  An  accurate  reduc- 
tion with  careful  post-operative  supervision 
must  be  our  primary  consideration.  An  ac- 


curate reduction  must  reduce  the  backward 
tilting  of  the  articular  fragment  along  with 
the  restoration  of  radial  length. 

To  begin  a discussion  of  the  methods  of 
manipulation,  it  may  be  well  to  interpolate 
here  a word  of  caution  against  the  common 
practice  of  violently  disimpacting  the  frag- 
ment prior  to  reducing  the  fracture.  This 
habit  may  result  in  permanent  damage  to 
the  surrounding  soft  tissue  structures. 
Strong  traction  exerted  through  the  thumb 
and  fingers  by  the  operator  is  all  that  is 
needed  for  disimpaction.  There  are  several 
ways  of  reducing  this  fracture  but  that  ad- 
vised by  Watson- Jones will  be  described. 

Following  disimpaction  of  the  fragments 
by  traction,  the  operator  grasps  the  distal 
fragment  with  his  opposite  hand  e.g. — right 
colles,  left  hand,  placing  his  thenar  eminence 
over  the  back  of  the  bone  and  the  fingers 
over  the  volar  aspect.  This  distal  fragment 
is  tilted  forwards  and  pronated  while  the 
upper  forearm  is  held  by  the  surgeon’s  other 
hand.  Then  changing  his  grip,  the  operator 
exerts  a strong  pressure  pushing  the  distal 
fragment  inwards  reducing  the  radial  dis- 
placement. A snug-fitting  cast  extending 
from  the  horizontal  creases  of  the  palm  to 
just  below  the  elbow  is  applied.  Should  any 
sign  of  circulatory  embarrassment  manifest 
itself  the  cast  is  split  in  its  entirety.  It  is 
not  necessary  to  place  the  hand  in  extreme 
palmar  flexion  to  hold  the  position.  It  is 
necessary,  however,  to  fully  deviate  the  hand 
and  wrist  towards  the  ulna. 

Within  a period  of  seven  to  ten  days  the 
traumatic  edema  has  subsided  necessitating 
a change  of  cast.  Also,  at  this  time,  if  a 
check  x-ray  reveals  the  need  of  further  cor- 
rection, it  will  be  possible  to  manipulate  for 
this  correction.  Immobilization  must  be 
carried  out  for  a period  totaling  five  weeks 
from  the  time  of  the  original  manipulation. 
During  this  period  the  patient  is  encouraged 
to  do  his  finger  exercises  regularly  and  at 
many  intervals  during  the  day.  If  these  are 
faithfully  adhered  to,  no  undue  trouble  may 
be  expected  in  mobilizing  the  wrist. 

What  can  be  done  with  those  fractures 
wherein  the  deformity  has  recurred  or  an 
adequate  reduction  was  not  gained?  Various 
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reconstructive  procedures  will  be  discussed 
along  with  a word  on  the  selection  of  cases 
suitable  to  each.  All  of  these  various  tech- 
niques, except  for  an  arthrodesis,  are  aimed 
to  restore  the  normal  relationships  discussed 
previously  in  this  paper. 

The  simplest  procedure  is  the  osteotomy 
through  the  old  fracture  site.  This  is  done 
in  those  cases  wherein  the  deformity  is  no 


fr 


Fig.  1.  This  shows  the  usual  antero-posterior  and  lateral 
X-ray  views  of  the  normal  wrist.  Line  a, a'  represents  the  nor- 
mal downward  tilting  of  the  distal  articular  surface  of  the 
radius.  Line  d,d'  shows  the  relationship  of  the  radial  and  ul- 
nar styloid  processes. 

more  than  a slight  backward  tilt  of  the  ar- 
ticular fragment,  the  radial  shortening  is 
slight,  and  there  is  no  inferior  radio-ulnar  in- 
volvement. 

For  those  cases  presenting  a broadening  of 
the  wrist  secondary  to  a fairly  marked  radial 
shortening  along  with  the  backward  tilting, 
Willis  CampbelF^)  p^s  devised  an  operation 
in  which  the  prominent  medial  head  of  the 
ulna  is  excised  and  wedged  into  a previously 
prepared  osteotomy  through  the  radius,  like- 
wise at  the  old  fracture  site.  This  not  only 
improves  the  wrist  from  a cosmetic  point  of 


view  but  also  restores  the  normal  structure 
of  the  wrist  joint  as  much  as  possible.  It 
does  not  find  any  application  in  that  group 
of  cases  showing  an  inferior  radio-ulnar  in- 
volvement. 

In  this  latter  group  we  may  expect  to 
find  along  with  the  inferior  radio-ulnar  dis- 
proportion, marked  shortening  of  the  radius 
and  backward  tilting  of  the  distal  fragment. 
The  problem  is  to  re-establish  as  much  as 
possible  the  radial  length  and  to  correct  the 
malposition  of  the  inferior  radio-ulnar  rela- 
tion. This  can  be  solved  through  a resection 
of  the  distal  two  inches  of  the  ulna  which 
will  allow  an  ulnar  displacement  of  the  hand 
plus  an  intramedullary  bone  pegging  of  the 


Fig.  2.  Old  mal-united  Colles’  fracture  showing  the  dis- 
torted relationships  with  the  lost  radial  length. 

radius.  As  much  as  can  be  gained  in  length 
through  an  osteotomy  of  the  radius  is  held 
by  means  of  an  autogenous  bone  peg  intro- 
duced within  the  medullary  cavities  of  the 
proximal  and  distal  fragments. 

A fourth  group  of  cases  presenting  an 
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osteo-porosis  of  disuse  with  minimal  arth- 
ritic changes  will  lend  itself  to  a more  exten- 
sive type  of  procedure  for  it  is  in  these  that 
one  finds  extensive  absorption  at  the  old 
fracture  site.  Obviously,  with  an  actual  loss 
of  bone  substance  the  normal  length  cannot 
be  restored  unless  a fairly  massive  replace- 
ment be  enlisted.  Speed  and  Knight  have 
described  a dual  onlay  graft  applicable  in 
this  type.  Autogenous  grafts  are  placed  op- 
posite each  other,  one  on  the  lateral  aspect 
of  the  shaft  and  the  other  on  the  medial 
aspect.  Screw  fixation  is  used  with  the 
screws  transfixing  both  grafts  with  the  lat- 
ter exerting  a grasping  force  on  the  demin- 
eralized articubr  fragment.  Likewise  in 
this  particular  type  of  case,  the  lower  end  of 
the  ulna  is  excised. 

In  the  last  category,  we  find  those  severe 
malunions,  often  of  long-standing,  exhibiting 
severe  arthritic  changes  secondary  to  pro- 
longed faulty  joint  action.  This  type  of  case 
in  addition  to  the  instability  of  the  wrist  will 
present  marked  limitation  of  motion  along 
with  an  associated  pain.  Any  attempt  to 
restore  function  and  position  certainly  will 
not  take- care  of  the  arthritic  changes.  It  is 
advisable,  with  this  picture  before  us,  to  fuse 
this  type  of  wrist  as  it  is  the  only  thing 
which  will  give  the  patient  a stable,  painless 
wrist  even  though  he  pays  the  price  of  per- 
manent stiffness.  Farmington  has  outlined 
a very  practical  method  of  arthrodesis  em- 
ploying the  ilium  as  the  donor  area.  The 
wrist  is  approached  through  a dorsal  incision 
over  the  radius  following  which  an  area  of 
the  lower  end  of  the  radius,  the  carpus  and 
base  of  the  third  metacarpal  is  exposed. 
Flaps  are  raised  over  the  distal  end  of  the 
radius,  and  the  metacarpal,  and  the  carpal 
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EIGHTH  AXXUAL  COXGRESS  OX 
IXDUSTRIAL  HEALTH 

The  Council  on  Industrial  Health  will  hold  its 
Eighth  Annual  Congress  on  Industrial  Health  in  the 
Cleveland  Auditorium,  Cleveland,  on  January  5 and 
6,  1948.  These  dates  immediately  precede  the  In- 
terim Session  of  the  American  Medical  Association, 
which  will  be  held  in  the  Auditorium  on  January  7 
and  8.  General  practitioners  supply  a large  part 
of  the  medical  services  which  workers  receive 
through  industry,  and  they  are  cordially  invited  to 
attend  these  industrial  health  sessions.  The  pro- 
gram of  the  Congress  is  being  constructed  with  gen- 


bones are  denuded  of  cortical  bone.  A graft 
is  cut  from  the  ilium  below  the  crest,  follow- 
ing the  natural  curvature  of  the  wing.  This 
is  brought  to  the  bed  and  wedged  beneath 
the  radial  and  metacarpal  flaps.  It  is  ad- 
vantageous to  use  as  it  will  be  found  the 
graft  approximates  the  same  degree  of  curve 
used  in  gaining  the  mild  degree  of  dorsi- 
flexion  at  the  wrist. 

SUMMARY 

Briefly,  the  Codes’  type  of  fracture  has 
been  described  from  the  standpoint  of  his- 
tory, etiology  and  deformity  produced.  In 
slightly  greater  length  the  manner  of 
handling  this  type  of  fracture  and  the  types 
of  disability  were  elaborated,  and  last,  the 
reasons  for  the  disability  and  the  means  used 
in  overcoming  this  disability  were  described. 

CONCLUSION 

Preventive  manipulation  might  be  used  in 
the  same  sense  as  preventive  medicine.  In 
other  words,  the  chief  complication  of  frac- 
tures of  the  wrist  of  the  Codes’  type  are  the 
result  of  inadequate  reduction  and  aftercare. 
The  reconstructive  measures  described  are 
designed  to  correct  the  mal-union  bringing 
about  as  near  as  possible  a normal  joint  re- 
lation. The  selection  of  cases  as  we  have 
seen  is  very  important  and  no  single  type  of 
corrective  surgery  can  be  applied  to  ad  mal- 
unions. 
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eral  practitioners  in  mind  and  will  include  discus- 
sions of  first  aid  and  emergency  services  in  in- 
dustry, physical  examinations,  administrative  prac- 
tices, applied  physiology,  aviation  medicine,  radia- 
tion medicine  and  practical  expositions  of  occupa- 
tional disease  management,  traumatic  surgery  and 
rehabilitation.  Since  full  use  of  medical  services  in 
industry  depends  on  support  from  management  and 
the  worker,  the  essential  relationships  will  be  dis- 
cussed. Industry  needs  medicine  as  a practical  ally 
and  to  promote  human  relations.  The  Industrial 
Health  Congresses  are  intended  to  further  these  ob- 
jectives. 
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VARYING  BEHAVIOR  OF  POLIO  VIRUS 

The  time  between  apparent  exposure  to  polio- 
myelitis and  the  beginning  of  obvious  symptoms  of 
the  disease  has  been  observed  to  be  as  short  as 
three  and  as  long  as  35  days.  In  an  article  in  the 
September  6 issue  of  The  Journal  of  the  American 
Medical  Association,  two  New  Haven  doctors  em- 
phasize that  the  varying  behavior  of  the  polio  virus 
in  different  human  beings  is  not  understood. 

The  writers,  Dorothy  M.  Horstmann,  M.D.,  and 
John  R.  Paul,  M.D.,  from  the  Section  of  Preventive 
Medicine  of  the  Yale  University  School  of  Medicine, 
are  chiefly  concerned  with  the  mysteries  of  the  in- 
cubation period  — the  interval  between  exposure 
and  the  first  day  that  the  disease  shows  itself. 

. The  doctors  point  out  that  the  incubation  period 
is  generally  given  in  textbooks  as  ranging  from  six 
to  12  days  but  that  estimates  based  on  contact 
with  known  cases  range  from  a few  days  to  three 
to  five  weeks.  Polimyelitis  virus,  which  is  one  of 
the  smallest  known  disease  producing  agents,  has 
been  isolated  from  the  bowel  excretions  of  a boy 
as  long  as  19  days  before  he  showed  any  symptoms 
of  paralytic  poliomyelitis. 

One  of  the  reasons  for  the  varying  estimates 
about  the  incubation  period  is  that  medical  men  who 
refer  to  “the  first  day  of  the  disease”  are  not  al- 
ways talking  about  the  same  thing.  Polio  takes 
many  different  forms.  According  to  the  writers, 
about  80  per  cent  of  all  polio  patients  display  symp- 
toms so  mild  and  brief  that  a doctor  may  not  even 
be,  called  in.  Approximately  one  half  of  the  others 
have  similar  mild  symptoms  at  first,  but  there  is  a 
second  phase  of  illness  in  which  evidence  of  involve- 
ment of  the  central  nervous  system  is  suddenly 
exhibited — ^perhaps  through  a stiff  neck  or  back, 
perhaps  through  changes  in  reflexes  or  through 
paralyses.  In  still  other  patients,  the  early  phase 
does  not  seem  to  occur  at  all.  Presumably  the  virus 
is  arrested  at  different  anatomic  sites  in  these 
different  types  of  cases. 

Since  there  is  no  doubt  about  the  time  of  “ex- 
posure” in  experimental  poliomyelitis,  the  incuba- 
tion period  in  monkeys  and  mice  can  be  more  exact- 
ly observed.  Its  length  of  time  apparently  varies 
at  least  as  much  as  in  human  beings,  depending 
partly  on  the  animal  species,  the  dose  of  virus  given, 
the  route  of  inoculation  and  the  strain  of  virus  used. 

Some  of  the  animal  experiments,  however,  yield 
clues  as  to  the  possible  course  of  events  when  the 
virus  is  introduced  into  the  body  for  the  first 
time.  The  writers  cite  experiments  in  which  polio- 
myelitis virus  fed  to  chimpanzees  was  readily  re- 
covered from  their  excretions  one  to  two  days  later, 
and  other  experiments  with  chimpanzees  indicating 
that  by  the  time  the  virus  is  present  in  the  excre- 
tions it  is  also  present  in  the  central  nervous  system. 
If  this  is  also  true  of  human  beings,  the  doctors  sug- 
gest that  it  may  account  for  the  symptoms  of  para- 
lytic poliomyelitis  which  often  appear  almost  im- 
mediately after  strenuous  exercise.  In  such  cases 
the  virus  may  have  already  been  present  in  the  pa- 
tient’s nervous  system,  and  exercise  may  have  pro- 
duced bodily  changes  which  allowed  it  to  spread 
and  to  do  damage. 

Still  unsolved.  Dr.  Horstmann  and  Dr.  Paul  con- 
clude, are  many  problems  which  must  be  answered 
before  exact  knowledge  of  the  incubation  period  in 


human  poliomyelitis  can  emerge.  Among  them  are: 
(1)  what  constitutes  exposure  to  the  poliomyelitis 
virus,  (2)  what  factors  are  necessary  to  activate 
the  virus,  when  present  in  the  body,  into  producing 
disease,  and  (3)  the  pattern  of  development  of  the 
disease. 


SODIUM  AMYTAL  HELPS  RESTORE  SPEECH 
AFTER  BRAIN  INJURIES 

Sodium  amytal,  the  sedative  and  hypnotic  exten- 
sively used  in  psychiatric  practice  to  make  patients 
talk  more  freely,  may  also  help  patients  who  have 
lost  their  powers  of  speech  following  physical  injury 
to  the  brain  centers,  according  to  a member  of  the 
Neurological  Service  of  the  Mount  Sinai  Hospital, 
New  York. 

Writing  in  the  current  issue  of  Archives  of  Neu- 
rology and  Psychiatry,  published  by  the  American 
Medical  Association,  Louis  Linn,  M.D.,  says  that  he 
and  a fellow  neurologist  first  observed  this  effect 
while  on  military  duty  in  North  Africa  during  the 
war.  Men  suffering  from  an  impairment  of  speech 
after  being  wounded  in  the  brain  by  shell  fragments 
improved  “suddenly  and  dramatically”  when  the 
drug  was  injected  into  their  veins,  and  in  some  cases 
the  improvement  was  sustained  long  after  the  ef- 
fects of  the  sodium  amytal  had  worn  off. 

From  his  civilian  practice  Dr.  Linn  describes  two 
similar  cases.  In  the  first,  a woman  had  had  a 
brain  operation  which  left  her  with  paralysis  of  one 
side  of  the  body  associated  with  aphasia.  She  re- 
acted by  emotional  outbursts,  and  in  conversations 
became  quickly  exhausted  and  discouraged.  Given 
a group  of  simple  tests  to  perform  which  included 
naming  objects  and  indicating  what  they  were  used 
for,  under  the  influence  of  sodium  amytal  she 
cheerfully  completed  in  a few  seconds  the  tasks 
which  before  had  taken  minutes  of  painful,  futile 
struggle.  She  was  also  able  to  sustain  her  attention 
and  energy  output  over  a long  period  of  time. 

In  the  second  case,  a patient  with  a blood  clot  in 
the  brain  suffered  from  the  same  effects.  The 
paralysis  cleared  up,  but  the  aphasia  persisted.  “The 
patient  was  practically  mute,”  Dr.  Linn  writes. 
“She  was  given  an  intravenous  injection  of  sodium 
amytal  ...  A striking  improvement  in  her  speech 
resulted.  However,  as  the  effect  of  the  drug  wore 
off  she  lapsed  into  her  previous  state  of  mutism. 
With  repeated  injections,  the  ability  of  the  drug 
to  produce  this  transitory  improvement  was  gradu- 
ally lost.  At  this  time  the  patient  is,  once  again, 
practically  mute.” 

“It  has  long  been  known  that  many  cases  of  im- 
pairment in  cerebral  function  have  an  emotional 
overlay,”  Dr.  Linn  concludes.  “The  aphasic  person 
who  cannot  speak  the  words  of  a verse  can  some- 
times sing  them,  and  in  response  to  sufficient  emo- 
tional pressure  may  be  able  to  utter  expletives  which 
he  cannot  speak  as  single  works  . . . Obviously,  so- 
dium amytal  does  not  reverse  an  organic  process. 
However,  its  use  in  the  manner  described  not  only 
may  make  it  possible  to  hasten  the  rehabilitation  of 
patients  with  post-traumatic  aphasia,  but  may  af- 
ford opportunities  to  explore  the  psychologic  com- 
ponent in  many  apparently  hopeless  cases  of  organic 
diseases  of  the  brain.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  Chicag-0  Medical  Society  will  hold  its 
Fourth  Annual  Clinical  Conference  at  the 
Palmer  House,  Chicago  on  March  2,  3,  4 and 
5,  1948. 

This  Conference  represents  an  intensive 
four  day  postgraduate  course  for  the  general 
practitioner  and  specialist  with  leading 
teachers  from  all  over  the  United  States. 

The  morning  and  afternoon  lectures,  the 
panel  discussions,  the  clinicopathologic  con- 
ference and  the  round  table  discussions  each 
noon  will  cover  newer  methods  of  diagnosis 
and  treatment  which  will  be  of  interest  to 
all  physicians.  The  scientific  and  technical 
exhibits  will  be  of  the  highest  quality  and 
attractively  presented. 

The  Chicago  Medical  Society  is  extending 
all  physicians  a most  cordial  invitation  to 
come  to  Chicago  for  the  Conference.  Res- 
ervations should  be  made  direct  with  the 
Palmer  House. 


AMERICAN  COLLEGE  OF  SURGEONS 
ANNOUNCES  SECTIONAL  MEETINGS 

Dr.  Arthur  W.  Allen,  President  of  the  American 
College  of  Surgeons,  announces  the  scheduling  of 
Sectional  Meetings  in  1948,  for  J’ellows  of  the 
College,  the  medical  profession  at  large,  and  hos- 
pital personnel.  Each  meeting  will  be  two  days  in 
length  and  will  include  conferences  for  hospital  per- 
sonnel as  well  as  sessions  for  the  medical  profes- 
sion. The  showing  of  medical  motion  pictures  will 
begin  each  day’s  program  at  8:30  a.m.  There  will 
be  luncheon  meetings  each  day  and  a dinner  meet- 
ing on  the  first  evening.  The  latter  will  be  fol- 
lowed by  a symposium  on  cancer.  Panel  discussions 
on  scientific  subjects,  led  by  internationally  knowm 
authorities  in  each  Held  of  surgery,  will  be  held 
each  morning  and  afternoon.  A partial  list  of 
meetings  follows: 

Toledo — January  20  and  21,  Commodore  Perry  Hotel. 

Oklahoma  City — January  30  and  31,  Oklahoma  Biltmore  Hotel. 

Denver — March  1 and  2,  Cosmopolitan  Hotel. 

Minneapolis — March  15  and  16,  Hotel  Nicollet. 

Among  the  subjects  to  be  discussed  at  the  scien- 
tific sessions  will  be  fractures  of  the  upper  and 
lower  extremities;  pediatric  surgery;  importance  of 
the  use  of  blood  and  fluids  and  of  adequate  nutri- 
tion in  surgery;  early  diagnosis  and  proper  treat- 
ment of  cancer;  organization  and  functioning  of 
cancer  clinics  and  cancer  detection  centers;  intest- 
inal obstruction;  management  of  wounds,  surgical 
incisions  and  fresh  traumatic  wounds;  urological 
surgery;  plastic  surgery;  vascular  surgery;  and 
panel  operations  on  elderly  patients  with  special 
reference  to  the  reduction  of  the  surgical  risk. 
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AMEKICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY,  INC. 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Friday,  February  6,  1948. 

Arrangements  will  be  made  so  far  as  is  possible 
for  candidates  to  take  the  Part  I examination  (writ- 
ten paper  and  submission  of  case  records)  at  places 
eonvenient  for  them.  Candidates  who  successfully 
complete  the  Part  I examination  proceed  auto- 
matically to  the  Part  II  examination  to  be  held  May 
16-22,  1948,  in  Washington,  D.  C.  Notice  of  the 
exact  time  and  place  of  the  Part  I and  Part  II 
examinations  will  be  sent  all  candidates  well  in 
advance  of  the  examination  date. 

For  further  information  and  application  blanks 
address  Paul  Titus,  M.D.,  Secretary,  1015  Highland 
Building,  Pittsburgh,  Pa. 


NEWS  and  VIEWS 


Dr.  Frederick  J.  Schaufelberger,  one  time  physi- 
cian of  Hastings,  Nebr.,  died  in  Los  Angeles,  Calif., 
November  26,  1947,  at  the  age  of  97  years. 


Dr.  William  A.  O’Brien,  Professor  of  Public 
Health  and  Preventive  Medicine  at  the  University 
of  Minnesota,  died  in  Minneapolis,  November  26, 
1947,  at  the  age  of  54  years.  Dr.  O’Brien  was 
stricken  during  one  of  his  regular  weekly  health 
broadcasts  and  died  a few  hours  later. 


Dr.  Roy  W.  Fouts  was  installed  as  president  of 
the  Omaha  Mid- West  Clinical  Society  at  the  annual 
business  meeting  of  the  group  held  recently  at 
the  Paxton  Hotel. 

Dr.  Warren  Thompson  was  elected  president- 
elect. Other  officers:  Dr.  Loms  E.  Moon,  treasurer; 
Dr.  John  M.  Thomas,  secretary-director  of  clinics; 
Dr.  Donald  J.  Wilson,  assistant  secretary-director 
of  clinics. 

Dr.  J.  D.  McCarthy  was  appointed  counselor  to 
the  executive  committee  and  to  the  secretary-direc- 
tor of  clinics.  The  1948  clinical  assembly  will  be 
held  October  25-29. 

In  addition  to  the  above  officers,  members  of  the 
executive  committee  include  Drs.  Payson  S.  Adams, 
James  F.  Kelly,  John  R.  Kleyla  and  Charles  M. 
Wilhelm  j. 

Doctors  elected  as  section  chairmen:  Thomas  D. 
Boler,  genito-urinary;  O.  J.  Cameron,  dermatology; 
Maurice  E.  Grier,  gynecology  and  obstetrics;  How- 
ard B.  Hunt,  radiology;  Victor  E.  Levine,  basic 
sciences;  James  W.  Martin,  orthopedic  surgery;  R. 
Thornell  Mauer  and  J.  Dewey  Bisgard,  surgery;  Paul 
N.  Morrow,  pediatrics;  Chester  Thompson  and  M.  C. 
Andersen,  medicine;  Fred  M.  Watke,  eye,  ear,  nose 
and  throat;  Robert  S.  Wigton,  neurology. 


More  than  275  faculty  members  attended  Creigh- 
ton University’s  Founder’s  Day  dinner  December 
3,  1947  at  the  Blackstone  Hotel. 


Father  William  H.  McCabe  presented  four  medi- 
cal faculty  members  with  gold  plaques  for  comple- 
tion of  25  years  of  service: 

Dr.  Charles  M.  Swab,  head  of  the  Department 
of  Ophthalmology;  Dr.  B.  Carl  Russum,  head  of 
the  Department  of  Pathology;  Dr.  Ralph  Luikart, 
Associate  Professor  of  Obstetrics;  Dr.  E.  Emmett 
McMahon,  Assistant  Professor  of  Medicine. 


Dr.  F.  L.  Rogers  of  Lincoln  addressed  the  annual 
North  Central  Medical  conference  in  St.  Paul,  Minn., 
December  1st. 


Federal  scholarships  for  medical  students  were 
suggested  recently  by  Surgeon  General  Thomas 
Parran.  He  said  the  prospective  doctors  might  be 
nominated  for  the  awards  by  members  of  con- 
gress, just  as  applicants  for  West  Point  and  An- 
napolis are  now. 

The  U.  S.  public  health  service  offered  it  as  one 
means  of  coping  with  a “steadily  increasing”  de- 
mand for  trained  medical  personnel. 


The  National  Foundation  for  Infantile  Paralysis 
announced  recently  it  would  sponsor  the  First  Inter- 
national Poliomyelitis  Conference  at  the  Waldorf- 
Astoria  Hotel  here  next  July  12  to  17. 

The  Department  of  State  has  been  requested  to 
transmit  invitations  to  more  than  60  foreign  gov- 
ernments to  send  official  delegates  to  the  confer- 
ence. These  officials  will  be  asked  to  present  sum- 
marizations  of  the  problems  of  poliomyelitis  in  their 
countries  at  a special  session.  Presiding  officer  at 
this  session  will  be  Thomas  Parran,  M.D.,  Surgeon 
General  of  the  United  States  Public  Health  Service. 

Official  host  to  the  delegates  will  be  Basil  O’Con- 
nor, president  of  the  National  Foundation,  while 
Hart  E.  Van  Riper,  M.D.,  the  Foundation’s  medical 
director,  has  been  appointed  general  chairman  of 
the  conference. 

The  program  will  include  scientific  and  technical 
papers  on  research  and  treatment  of  poliomyelitis 
to  be  presented  by  professional  authorities  in  the 
field  from  this  country  and  abroad.  In  addition, 
there  will  be  panel  discussions  on  the  various 
subjects. 

It  was  announced  also  that  conference  head- 
quarters have  been  established  in  the  Waldorf- 
Astoria  Hotel  under  direction  of  Stanley  E.  Hen- 
wood,  of  Chicago,  who  has  been  appointed  execu- 
tive secretary  of  the  conference.  Arrangements 
for  the  conference  will  be  directed  from  there 
by  Dr.  Henwood. 

The  program  for  the  conference  is  being  arranged 
by  a seven-member  advisory  board  which  includes: 
Irvin  Abell,  M.D.,  clinical  professor  of  surgery  at 
University  of  Louisville;  Morris  Fishbein,  M.D., 
editor  of  The  Journal  of  the  American  Medical  As- 
sociation; David  Lloyd,  Ph.D.,  associate  member 
of  Rockfeller  Institute  for  Medical  Research;  Ken- 
neth Maxcy,  M.D.,  professor  of  epidemiology  at  The 
Johns  Hopkins  University;  Rustin  McIntosh,  M.D., 
professor  of  pediatrics  at  Columbia  University; 
Frank  Ober,  M.D.,  professor  emeritus  of  orthopedic 
surgery  at  Harvard  University,  and  Thomas  Rivers, 
M.D.,  director  of  Hospital  of  the  Rockefeller  In- 
stitute for  Medical  Research. 
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In  addition  to  the  sessions,  there  will  be  a scien- 
tific exhibit  section,  demonstrations  of  muscle  test- 
ing and  treatment  procedures,  and  a film  program. 
Coordinating  this  phase  of  the  conference  will  be 
an  advisory  committee  of  Thomas  G.  Hull,  Ph.D., 
director  of  scientific  exhibits  of  The  American 
Medical  Association,  and  Charles  F.  Branch,  M.D., 
director  of  scientific  exhibits  of  The  American 
College  of  Surgeons. 


HOSPITAL  NEWS 


A tentative  plan  under  which  Nebraska 
could  g-ain  2,426  hospital  beds  throug-h  utili- 
zation of  public  law  725,  passed  by  the  con- 
gress and  providing  up  to  one-third  of  costs 
of  expanding  or  setting  up  new  facilities 
from  federal  funds,  was  revealed  early  in 
December.  It  came  from  the  governor’s 
hospital  advisory  committee  set  up  by  the 
last  state  legislature  for  a statewide  survey 
of  facilities  and  recommendations  for  expan- 
sion. 

On  the  committee  were  Doctors  Roy  W. 
Fonts,  Omaha,  and  Earle  G.  Johnson,  Grand 
Island;  C.  B.  Bentley,  Sidney;  T.  S.  Hook, 
Wayne;  G.  Paul  Spence,  Franklin,  and  Harry 
Lainson,  Jr.,  Hastings.  They  worked  with 
state  health  director  Dr.  W.  S.  Petty. 

It  was  announced  that  a public  hearing  on 
the  proposed  plan  would  be  held  at  the  state 
house  Jan.  17  starting  at  1:30  p.m. 

According  to  the  report  Nebraska  now  has 
4,086  beds  rated  as  “acceptable”  under  the 
federal  law  and  needs  6,512,  or  a difference 
of  2,426  for  which  the  plan  has  been  worked 
out  to  provide. 

Rural  hospital  points  listed  were  at  Chad- 
ron,  Rushville,  Kimball,  Sidney,  Ogallala, 
Imperial,  Benkelman,  V alentine.  Broken 
Bow,  Ord,  Lexington,  Holdrege,  Superior, 
O’Neill,  Albion,  Neligh,  Fairbury,  Falls  City, 
Nebraska  City,  York,  Wahoo,  West  Point, 
Wayne,  Osmond.  Looking  further  into  the 
future,  the  committee  suggested  21  Nebras- 
ka “health  centers.”  . 

They  should  be  at  Alliance,  Scottsbluff, 
Sidney,  North  Platte,  McCook,  Grand  Island, 
Broken  Bow,  Lexington,  Hastings,  Norfolk, 
Ainsworth,  O’Neill,  Columbus,  Lincoln, 
York,  Beatrice,  Fremont,  Omaha,  West 
Point,  Auburn  and  Plattsmouth.  Each 
would  seiwe  an  area  of  several  counties. 


The  committee  found  that  there  were 
1,343  hospital  beds  and  120  maternity  home 
beds  and  that  did  not  meet  the  federal  law 
provisions,  but  pointed  out  this  did  not  mean 
those  institutions  would  not  be  licensed  un- 
der the  state  law  passed  by  the  last  legisla- 
ture and  taking  effect  next  Jan.  1. 

The  committee  also  drew  up  a construc- 
tion map  for  added  or  new  facilities  “to  be 
used  as  a guide.” 

In  that  connection,  the  committee  pointed 
out  that  the  federal  law  specifically  requires 
that  a community  have  the  funds  to  build 
and  show  reasonable  assurance  of  continuous 
operation  and  maintenance. 

New  construction  suggested  under  this 
plan  included: 

Sioux  county,  eight  beds  at  Harrison ; 
Dawes,  10  beds  at  Crawford;  Sheridan,  30 
beds  at  either  Gordon,  Rushville  or  Hay 
Springs;  Morrill,  30  beds  at  Bridgeport  or 
Bayard;  Grant,  20  beds  at  Hyannis;  Kim- 
ball, 22  beds  at  Kimball;  Cheyenne,  35  beds 
at  Sidney  or  Dalton ; Deuel,  15  beds  at  Chap- 
pell; Gordon,  25  beds  at  Lewellen  or  Osh- 
kosh; Keith,  35  beds  at  Ogallala. 


Stockholders  of  the  farmers  cooperative 
union  of  Oakland  will  donate  their  patronage 
dividends  for  1947  to  the  Oakland  Memorial 
Hospital  fund.  More  than  150  stockholders 
of  the  union  voted  at  a special  meeting  this 
week  to  turn  over  their  dividends  to  the  hos- 
pital fund.  It  was  not  known  immediately 
how  much  the  dividends  would  amount  to 
since  the  union’s  fiscal  year  does  not  end  un- 
til Dec.  31. 


According  to  local  press  reports  Tilden  is 
without  hospital  facilities  of  any  kind  for 
the  first  time  in  about  thirty  years.  T.  E. 
Johnston,  owner  of  the  Barr  Memorial  Hos- 
pital, has  accepted  a position  as  superintend- 
ent of  the  Greene  County  Hospital  at  Jeffer- 
son, la.,  and  will  leave  Tilden  to  assume  his 
new  duties  the  5th  of  January.  The  hos- 
pital here  will  not  accept  patients  after  the 
15th  of  December  and  will  close  permanent- 
ly as  soon  as  all  patients  are  discharged. 

The  hospital  has  been  operating  on  a lim- 
ited schedule  the  past  few  months  because 
of  inadequate  facilities.  Only  maternity 
cases  have  been  accepted  during  this  recent 
period. 
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WOMAN'S  AUmiA^y 


Join  the  March  of  Dimes  ! 

January  15th  to  30th 

Nebraska’s  chapters  are  part  of  a net- 
work of  battle  stations  against  polio  created 
by  the  National  Foundation  for  Infantile 
Paralysis  through  all  forty-eight  states. 
Other  chapters  help  us  when  we  need  help; 
we  help  them  when  they  need  help.  Summer 
is  the  season  for  polio’s  traditional  attack. 
Winter  is  the  time  to  prepare  the  defense. 

Season’s  Greetings  to  all  Auxiliary  mem- 
bers. 


President  Elect,  Mrs.  P.  0.  Marvel  of  Gilt- 
ner,  and  I attended  the  Fourth  Annual  Con- 
ference of  the  Presidents  and  Presidents 
Elect  and  National  Chairmen  of  Standing 
Committees  of  the  Woman’s  Auxiliary  to 
American  Medical  Association  held  Novem- 
ber 6th  and  7th,  Hotel  LaSalle,  Chicago. 

It  was  a very  successful  meeting  and 
much  enthusiasm  was  shown  by  those  at- 
tending. First  day  of  Conference  was  spent 
mainly  in  National  President’s  report  and 
Recommendations  of  Committee  Chairmen. 
Second  day  was  devoted  mostly  to  discus- 
sions of  State  Auxiliary  Activities  by  Presi- 
dents and  Presidents  Elect.  Almost  all 
States  were  represented  and  all  gave  very 
good  reports. 

Dr.  E.  L.  Bortz,  President  of  American 
Medical  Association,  in  an  address  to  the 
Woman’s  Auxiliary,  said  we  should  have  as 
many  or  more  members  than  the  American 
Medical  Association.  He  maintained  that 
the  Auxiliary  is  the  greatest  asset  the 
medical  profession  has  and  the  most  neglect- 
ed. 

Mrs.  Eustace  Allen  of  Atlanta,  Georgia, 
President  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  pointed  out 
that  the  objectives  for  this  year  are:  To 
double  the  membership  and  better  public 
relations.  Mrs.  Luther  Kice  from  New  York, 
President  Elect  and  Chairman  of  the  Con- 
ference, was  most  inspiring. 

Read  your  Bulletin  of  Woman’s  Auxiliary 
to  American  Medical  Association  for  com- 
plete minutes  of  this  meeting. 

I regret  to  say  that  Nebraska  lags  behind 
in  number  of  Auxiliaries  and  membership. 

I know,  with  your  help  and  co-operation  we 
can  improve  this  condition  this  year. 


If  your  County  is  unable  to  form  an  Aux- 
iliary, do  become  a “member-at-large,”  thus 
helping  us  to  remove  some  of  the  red  dots 
from  our  Nebraska  map.  If  you  are  not 
contacted  by  letter,  write  Mrs.  Glen  Whit- 
comb, 725  North  56th  Street,  Omaha,  who 
is  the  Member-at-Large  Chairman. 

MRS.  M.  E.  GRIER,  President. 


The  following  was  submitted  at  request 
of  Mrs.  M.  E.  Grier,  State  President,  from 
Mrs.  Wm.  D.  O’ Gorman,  State  Program  and 
Health  Education  Chairman: 

Dear  Auxiliary  Members: 

With  so  many  demands  on  our  time  and 
energies  in  an  increasingly  complex  world, 
we  as  doctors’  wives  have  perhaps  the  great- 
est responsibility  to  our  families  and  com- 
munities and  the  medical  profession  that  we 
have  ever  experienced.  Therefore  what  ef- 
fort we  do  put  forth  to  achieve  a well 
planned  HEALTH  EDUCATION  Program 
should  be  all  the  more  constructive  and  well- 
directed. 

Because  the  individual  county  auxiliaries 
are  the  backbone  of  our  Nebraska  organiza- 
tion, the  real  success  of  our  activities  rests 
in  the  hands  of  each  auxiliary,  with  the 
work  it  accomplishes  during  the  year.  We 
are  fortunate  indeed  to  be  members  of  a na- 
tional group  of  women  whose  parent  organi- 
zation, The  American  Medical  Association, 
offers  us  authentic  information  — right  at 
our  fingertips,  ready  to  be  used  to  foster  the 
aims  and  ideals  of  one  of  the  most  honored 
and  honorable  professions — the  practice  of 
scientific  medicine. 

To  quote  from  our  National  Program 
Chairman,  “no  chain  is  stronger  than  its 
weakest  link” — it  is  up  to  us  auxiliary  mem- 
bers to  BE  INFORMED  and  to  KEEP  IN- 
FORMED ; encourage  more  members  to  take 
active  part  in  our  programs;  to  learn  more 
about  the  functions  of  the  AMA  and  its 
many  valuable  services  available  to  us;  and 
to  promote  friendly  relations  among  doctors 
families  and  between  the  auxiliaries  and 
other  civic  women’s  groups. 

We  cannot  minimize  the  importance  of  the 
great  social  satisfaction  we  enjoy  from  our 
contact  with  one  another  at  monthly  meet- 
ings ; when  we  say  that  these  meetings 
should  also  provide  a very  high  percentage 
of  informative  programs,  designed  to  keep 
us  up-to-date  about  local,  state  and  national 
health  problems,  how  they  are  being  met  and 
solved. 
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In  direct  proportion  as  we  meet  our  re- 
sponsibilities as  members  of  our  Auxiliary, 
by  cooperating  with  the  various  officers  and 
chairmen  when  called  upon  to  take  part,  by 
subscribing  100%  to  HYGEIA  and  the  help- 
ful BULLETIN,  by  forming  STUDY 
GROUPS  to  discuss  important  subjects  on 
our  year’s  program  of  health  education  can 
we  be  of  real  service  to  laymen  and  the 
medical  profession  alike. 

Here’s  to  unlimited  success  for  you  and 
your  County  Auxiliary  this  year  with  your 
HEALTH  EDUCATION  program! 

MRS.  WM.  D.  O’GORMAN. 


KNOW  YOUR  NEBRASKA  MEDICAL 
SERVICE 

A monthly  column  interpreting  the  Nebraska 
Medical  Service,  presented  in  the  interest  of 
efficient  Plan  operation. 


On  the  claim  form,  the  spaces  under  “BENE- 
FIT ALLOWED”  are  for  office  use  only,  and  should 
not  be  filled  in  by  the  physician. 

Nearly  42,000  Nebraskans  have  accepted  Ne- 
braska Medical  Service  as  “The  Doctors’  Plan.” 
As  more  of  your  patients  become  Blue  Shield  mem- 
bers, it  becomes  increasingly  important  for  you  and 
your  office  assistants  to  be  familiar  with  the  op- 
eration of  the  Plan. 

One  of  the  best  ways  to  preserve  medical  prac- 
tice as  a free  individual  enterprise  is  to  aid  the 
development  of  a strong  Plan  for  voluntary  prepaid 
medical  care. 

Complete  information  as  to  “Who,”  “When,” 
“Where”  and  especially  “What,”  is  needed  on  each 
claim  form  in  order  that  the  Medical  Director  may 
authorize  disbursements  promptly. 

“The  average  physician  does  not  understand  how 
his  own  plan  operates.  Doctors  are  busy  indi- 
viduals and  are  frequently  unaware  or  uninformed 
regarding  details  pertaining  to  matters  which  they 
think  are  relatively  unimportant  when  compared 
with  their  own  practice  of  medicine.  Cooperation 
requires  an  adequate  understanding  on  the  part  of 
the  persons  from  whom  cooperation  is  expected. 
For  many  good  and  understandable  reasons,  the 
average  physician  fails  to  cooperate  effectively 
with  his  own  plan  because  he  knows  little  or  noth- 
ing about  its  basic  objectives  or  methods  of  opera- 
tion.”— Excerpt  from  the  report  of  the  Committee 
on  Physician  Cooperation,  Associated  Medical  Care 
Plans,  1947. 


JOIN  THE  MARCH  OF  DIMES 
January  15th  - 30th 


LIST  OF  PARTICIPATING  PHYSICIANS 
OF  NEBRASKA  MEDICAL  SERVICE 

As  of  December  13,  1947 

The  campaign  to  enroll  the  members  of  the  Ne- 
braska State  Medical  Association  as  participating 
physicians  in  the  Nebraska  Medical  Service  has 
been  very  successful.  To  date,  more  than  730  doc- 
tors have  signed  the  Participating  Physicians’ 
Agreement. 

The  Board  of  Directors  of  Nebraska  Medical 
Service  is  very  gratified  with  the  progress  of 
this  campaign  to  date,  but  are  desirous  of  having 
a greater  percentage  of  practicing  physicians  and 
surgeons  of  Nebraska  as  participating  physicians 
in  the  Nebraska  Medical  Service. 

Won’t  you  sign  and  send  in  your  Participating 
Physicians’  Agreement  TODAY  ? 

ARTHUR  J.  OFFERMAN,  M.D., 
President,  Nebr.  Medical  Service. 


COUNCILOR  DISTRICT  NO.  1 
OMAHA — Charles  E.  Abbott,  John  A.  Aita,  Verne  E.  Alder, 
George  T.  Alliband,  H.  T.  Allingham,  M.  C.  Anderson,  L.  L. 
Anderson,  Leo  Anderson,  W.  Armbrust,  L.  L.  Amtsen,  D.  E. 
Baca,  C.  F.  Bantin,  E.  W.  Bantin,  John  Baptist,  M.  W.  Barry, 
Julius  G.  Bartek,  Meyer  Beber,  Frederick  O.  Beck,  R.  Russell 
Best,  J.  Dewey  Bisgard,  Albert  Black,  James  B.  Blair,  L.  C. 
Bleick,  Rodney  W.  Bliss,  T.  D.  Boler,  C.  M.  Bonniwell,  J.  A. 
Borghoff,  H.  N.  Boyne,  James  D.  Bradley,  H.  H.  Brinkman, 
M.  H.  Brodkey,  Andrew  D.  Brown,  Alfred  Brown,  Donald 
J.  Bucholz,  B.  C.  Burns,  L.  B.  Bushman,  S.  J.  Camazzo,  Paul 
T.  Cash,  W.  A.  Cassidy,  Nancy  Catania,  John  G.  Chaloupka, 
J.  B.  Christensen,  Floyd  Clarke,  E.  Colglazier,  Joseph  J.  Co- 
mine, Earl  A.  Connolly,  L.  J.  Cook,  J.  E.  Courtney,  J.  W. 
Duncan. 

Edwin  Davis,  Herbert  H.  Davis,  J.  Calvin  Davis,  Robert 

F.  Day,  Henry  L.  DeLong,  C.  Distefano,  Andrew  G.  Dow, 
D.  A.  Dowell,  T.  Drdla,  Joseph  P.  Drozda,  Lowell  F.  Dunn, 
Henry  L.  Dworak,  Richard  Egan,  William  J.  Egan,  H.  R. 
Elston,  G.  L.  Endres,  Edward  Evans,  Neill  J.  Everitt,  Ben  F. 
Ewing,  John  D.  Ewing,  R.  J.  Fangman,  C.  H.  Farrell,  A.  C. 
Fellman,  David  Findley,  James  F.  Finegan,  A.  I.  Finlayson, 
John  C.  Follman,  Roy  W.  Fonts,  C.  Frandsen,  J.  J.  Freymann, 
J.  F.  Gardiner,  John  W.  Gatewood,  H.  Gifford,  John  J.  Glee- 
son,  M.  C.  Green,  A.  Greenberg,  M.  Greenberg,  Arthur  M. 
Greene,  T.  J.  Gurnett,  W.  N.  Hahn,  Lynn  T.  Hall,  W.  R. 
Hamsa,  W.  P.  Haney,  L.  E.  Hanisch,  Charles  R.  Hankins, 

G.  M.  Hansen,  C.  H.  Hansen,  W.  N.  Hardman,  Clyde  C.  Hardy, 
C.  M.  Hartmann,  J.  M.  F.  Heumann,  F.  C.  Hill,  H.  Hirsch- 
mann,  Lloyd  O.  Hoffman,  C.  F.  Hollenback,  J.  M.  Horwich, 
Harley  Hotz,  Leo  V.  Hughes,  Wayne  Hull,  H.  H.  Humphrey, 
W.  E.  Hungerford,  Howard  B.  Hunt. 

Sven  Isacson,  F.  J.  Iwersen,  J.  C.  Iwersen,  Herman  M.  Jahr, 

C.  S.  James,  Harry  J.  Jenkins,  Herman  F.  Johnson,  A.  C.  John- 
son. Wesley  Jones,  J.  H.  Judd,  G.  J.  Kadavy,  J.  Jay  Keegan, 
William  E.  Kelley,  James  F.  Kelly,  William  T.  Kemp,  T.  A. 
Kempf,  J.  C.  Kennedy,  B.  V.  Kenney,  Frank  J.  Klabenes,  John 
R.  Kleyla,  Z.  N.  Korth,  William  E.  Kroupa,  Herman  E.  Kully, 

L.  W.  Lee,  Arnold  W.  Lempka,  R.  G.  Lewis,  Frank  T. 
Lovely,  J.  F.  Lucas,  Harold  Lueth,  E.  L.  MacQuiddy,  C.  C. 
Madsen,  S.  Mangimelli,  E.  T.  Manning,  R.  E.  Marble,  M. 
Margolin,  J.  Milton  Margolin,  James  W.  Martin,  Z.  E. 
Matheny,  R.  Thomell  Mauer,  G.  P.  McArdle,  J.  S.  McAvin, 
J.  D.  McCarthy,  Harry  H.  McCarthy,  Arnold  McDermott,  T.  R. 
McDonnell,  E.  I.  McEachen,  John  W.  McGee,  H.  E.  McGee, 

M.  B.  McGee,  Leon  S.  McGoogan,  L.  D.  McGuire,  C.  Mc- 
Laughlin, W.  J.  McMartin,  Charles  McMartin,  J.  W.  Mc- 
Namara. 

C.  C.  Millett,  Charles  F.  Moon,  Louis  E.  Moon,  Clyde  Moore, 
Ralph  C.  Moore,  W.  H.  Morrison,  R.  Allyn  Moser,  G.  K. 
Muehlig,  Albert  V.  Murphy,  Charles  M.  Murphy,  Floyd  C. 
Nelson,  C.  J.  Nemec,  Edward  C.  Nemec,  Harold  N.  Neu, 
Oliver  C.  Nickum,  F.  W.  Niehaus,  John  R.  Nilsson,  John  F. 
Nilsson,  William  J.  Nolan,  William  F.  Novak,  A.  J.  Offer- 
man,  Wm.  D.  O’Gorman,  J.  J.  O’Hearn,  Charles  A.  Owens, 

D.  R.  Owen,  George  W.  Prichard,  A.  C.  Pruner,  W.  H.  Quig- 
ley, R.  H.  Rasgorshek,  Paul  S.  Read,  J.  P.  Redgwick,  Bryan 
M.  Riley,  C.  Rubendall,  A.  S.  Rubnitz,  B.  C.  Russum,  Adolph 
Sachs,  Earl  C.  Sage,  Rudolph  Schenken,  W.  H.  Schmitz, 
Robert  D.  Schrock,  F.  J.  Schwertley,  N.  C.  Scott,  Math  J. 
Severin,  Philip  Sher,  C.  J.  Shramek,  George  F.  Simanek,  F. 

L.  Simonds,  John  E.  Simpson,  Ben  Slutzky,  Edward  J.  Smith, 
Thomas  T.  Smith,  Joseph  E.  Sobota,  W.  W.  Solomon,  H.  F. 
Staubitz,  R.  J.  Stearns,  W.  David  Steed,  Maurice  E.  Stoner, 
W.  R.  Strickland,  W.  L.  Sucha,  S.  A.  Swenson,  Joseph  P. 
Swoboda. 

John  A.  Tamisiea,  W.  H.  Taylor,  John  M.  Thomas,  C.  A. 
Thompkins,  C.  Q.  Thompson,  D.  H.  Thompson,  Warren  Thomp- 
son, C.  O.  Thompson,  Paul  W.  Tipton,  Thomas  W.  Torpy, 
James  W.  VaVerka,  C.  J.  Verges,  James  G.  Vetter,  Edmond 

M.  Walsh,  Chester  H.  Waters,  Jr.,  F.  M.  Watke,  F.  J.  Weame, 
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Glenn  D.  Whitcomb,  Donald  J.  Wilson,  Willis  D.  Wright, 
G.  A.  Young,  A.  J.  Young,  Richard  H.  Young. 

C.  W.  Hickey,  Bennington ; A.  Parsons,  Valley. 

COUNCILOR  DISTRICT  NO.  2 
LINCOLN— R.  B.  Adams,  W.  L.  Albin,  Floyd  A.  Alcorn, 
James  Anderson,  C.  F.  Andrews,  Everett  E.  Angle,  Paul  M. 
Bancroft,  W.  W.  Bartels,  W.  C.  Becker,  Paul  Black,  D.  J. 
Bowman,  Earl  B.  Brooks,  John  Brown,  W.  A.  Campbell,  W. 
W.  Carveth,  James  D.  Case,  E.  E.  Clark,  J.  G.  Clothier, 
George  W.  Covey,  Roy  Crook,  Clarence  Emerson,  C.  L. 
Fahnestock,  C.  F.  Ferciot,  B.  A.  Finkle,  H.  E.  Flanshurg,  M. 

D.  Frazer,  S.  I.  Fuenning. 

R.  O.  Garlinghouse,  L.  V.  Gibson,  E.  W.  Hancock,  Charles 
W.  Harms,  H.  E.  Harvey,  F.  H.  Hathaway,  Paul  J.  Heid- 
rick,  J.  W.  Hervert,  Elmer  T.  Hobbs,  K.  S.  J.  Hohlen,  J.  J. 
Hompes,  R.  O.  Hummel,  Lad  J.  Kucera,  L.  N.  Kunkel,  George 

E.  Lewis,  Howard  Liston,  O.  E.  Liston,  J.  R.  Loudon,  G. 
Loveland,  P.  D.  Marx,  Guy  W.  Matson,  T.  F.  McCarthy,  John 
T.  McGreer,  N.  R.  Miller,  S.  D.  Miller,  G.  H.  Misko,  Horace 
Munger,  A.  D.  Munger,  I.  C.  Munger,  J.  M.  Neely,  Dan  A. 
Nye,  R.  C.  Olney,  H.  Winnett  Orr,  Leonard  J.  Owen,  Janet 

F.  Palmer,  C.  C.  Pelikan,  W.  S.  Petty,  LaVerne  Pfeifer,  James 
Podlesak. 

D.  S.  Rausten,  E.  B.  Reed,  Jerome  Ritter,  F.  L.  Rogers, 

E.  A.  Rogers,  F.  I.  Rose,  E.  W.  Rowe,  Paul  A.  Royal,  D.  D. 
Sanderson,  H.  A.  Scott,  L.  E.  Sharrar,  G.  E.  Stafford,  Robert 
J.  Stein,  Richard  M.  Still,  Frank  P.  Stone,  Rex  M.  Strader, 
A.  F.  Taborsky,  Frank  H.  Tanner,  Harry  A.  Taylor,  Jesse  D. 
Taylor,  F.  F.  Teal,  Fritz  Teal,  S.  T.  Thierstein,  B.  E.  Thom- 
son, J.  E.  M.  Thomson,  B.  M.  Thomson,  J.  C.  Thompson,  Paul 
Thorough,  Ruth  A.  Warner,  A.  H.  Webb,  E.  S.  Wegner,  H.  H. 
Whitlock,  Roy  H.  Whitman,  Maynard  A.  Wood,  J.  M.  Wood- 
ward, H.  H.  Zinneman. 

J.  W.  Brendel,  Avoca ; R.  F.  Brendel,  Cass ; C.  J.  For- 
manack,  Syracuse : W.  C.  Kenner,  Jr.,  Nebraska  City ; L.  N. 
Kunkel,  Weeping  Water ; Howard  Liston,  O.  E.  Liston,  Elm- 
wood ; W.  Ramacciotti  Nebraska  City ; H.  B.  Stapleton,  Hick- 
man ; D.  D.  Stonecypher,  Nebraska  City ; Roland  Tyson,  Mur- 
ray ; T.  L.  Weekes,  Nebraska  City ; C.  R.  Williams,  L.  D. 
Dieter,  Syracuse. 

COUNCILOR  DISTRICT  NO.  3 
A.  B.  Anderson,  Pawnee  City ; E.  P.  Bachle,  Liberty ; L. 

V.  Brennan,  Falls  City ; C.  R.  Brott,  H.  R.  Brown,  R.  Brown, 
Arthur  Bryant,  Beatrice ; Edgar  Cline,  Auburn ; H.  F.  Elias, 
Beatrice ; H.  S.  Heim,  Humboldt : J.  R.  Hepperlen,  Beatrice ; 

C.  L.  Hustead,  Falls  City  ; I.  W.  Irvin,  Auburn  ; W.  D.  Ketter, 
Falls  City;  F.  L.  Krampert,  Auburn;  J.^A.  Lanspa,  Tecumseh ; 
E.  Lennemann,  Falls  City. 

D.  P.  McCleery,  Beatrice ; E.  L.  McCrea,  Table  Rock ; J.  C. 
Nelson,  Wymore ; D.  H.  Penner,  E.  L.  Penner,  Beatrice ; 

C.  W.  Pollard,  Peru ; S.  M.  Rathbun,  Beatrice ; C.  E.  Rice, 
Odell ; F.  Schowengerdt,  Cortland ; P.  M.  Scott,  Auburn ; 
Wm.  Shepherd,  Falls  City;  H.  C.  Stewart,  Pawnee  City;  R. 

W.  Taylor,  Beatrice ; J.  W.  Turner,  Sterling ; F.  M.  Tushla, 
Auburn ; E.  Van  Ackeren,  Tecumseh ; J.  C.  Waddell.  W.  W. 
Waddell,  Beatrice ; J.  T.  Waggener,  Adams  ; W.  T.  Wildhaber, 
Beatrice ; M.  L.  Wilson,  Falls  City. 

COUNCILOR  DISTRICT  NO.  4 
A.  W.  Anderson,  West  Point;  E.  V.  Avakian,  Emerson;  R. 

E.  Barr,  Meadow  Grove ; C.  C.  Barr,  Tilden ; J.  W.  Bennie, 
Clearwater ; S.  H.  Brauer,  Norfolk ; R.  E.  Bray,  Ponca ; E. 

L.  Brush,  Norfolk ; C.  E.  Buhl,  Pender ; R.  H.  Burrell,  Creigh- 
ton ; R.  P.  Carroll,  Laurel ; M.  H.  Carrig,  Bloomfield ; G.  E. 
Charlton,  Norfolk ; Max  C.  Coe,  Wakefield ; G.  D.  Conwell, 
Norfolk;  A.  E.  Cook,  Randolph;  E.  E.  Curtis,  Neligh ; W.  I. 
Devers,  Pierce ; F.  G.  Dewey,  Coleridge ; F.  P.  Dorsey,  Sr., 

F.  P.  Dorsey,  Jr.,  Hartington ; B.  R.  Famer,  Norfolk ; W.  G. 
Fletcher,  Orchard  : F.  L.  Garner,  Madison  ; W.  W.  Graham, 
Antelope ; W.  D.  Hansen,  Wisner ; U.  S.  Harrison,  Neligh. 

C.  G.  Ingham,  Norfolk ; R.  E.  Johnson,  Wausa ; L.  A. 
Johnson,  Norfolk ; R.  H.  Kortz,  Bloomfield ; J.  D.  Kovar, 
Hartington  ; S.  A.  Lutgen,  Wayne ; A.  E.  Mailliard,  Osmond  ; 
Roy  M.  Matson,  Wa3me ; Harrison  Merle,  West  Point ; S.  R. 
Neil,  Niobrara ; G.  E.  Peters,  Randolph  ; C.  A.  Pierson,  Pender ; 
J.  D.  Reid,  Pilger ; R.  C.  Richards,  Newcastle  ; F.  X.  Rudloff, 
Battle  Creek ; G.  B.  Salter,  G.  L.  Sandritter,  Norfolk ; Ben 
Schnee,  South  Sioux  City ; A.  J.  Schwedhelm,  G.  P.  Slaugh- 

ter, E.  C.  Slaughter,  Lucien  Stark,  G.  J.  Stewart,  Norfolk ; 
I.  L.  Thompson,  J.  W.  Vincent,  West  Point ; W.  E.  Wright, 
Creighton. 

COUNCILOR  DISTRICT  NO.  5 
A.  W.  Abts,  Humphrey ; R.  C.  Anderson,  Columbus  ; A.  A. 
Bald,  Platte  Center ; H.  W.  Benson,  Oakland ; D.  M.  Bloch,  Ar- 
lington : Dr.  Brillhart,  Columbus  ; K.  R.  Dalton,  Genoa  ; 

R.  A.  Davies,  Arlington ; Andrew  Harvey,  G.  A.  Haslam, 

H.  W.  Heine,  Willard  H.  Hill,  Fremont ; L.  C.  Holmes, 

Central  City ; M.  C.  James,  Columbus ; L.  C.  Kavan,  Colfax ; 
E.  E.  Koebbe,  Herbert  D.  Kuper,  Columbus  : Isaih  Lukens, 

Tekamah ; P.  H.  McGowan,  Columbus ; J.  S.  McNeil,  Albion. 

J.  E.  Meyer,  Columbus ; C.  G.  Moore,  Fremont ; L.  Moirrow, 
Tekamah  ; H.  N.  Morrow,  Fremont ; F.  H.  Morrow,  Columbus  ; 
H.  D.  Myers,  Howells ; W.  R.  Neumarker,  Columbus ; A.  M. 
Pedersen,  Blair;  J.  Y.  Racines,  Palmer:  Wm.  J.  Reeder, 

Cedar  Rapids ; G.  S.  Reeder,  Dodge ; L.  E.  Sauer,  Tekamah ; 

C.  P.  Seiver,  Fremont ; R.  F.  Sievers,  Blair ; G.  W.  Sullivan, 
St.  Edward ; R.  T.  Van  Meter,  D.  B.  Wengert,  Fremont ; H. 

G.  Williams,  Decatur^  M.  Wood,  Tekamah. 

COUNCILOR  DISTRICT  NO.  6 
C.  L.  Anderson,  Stromsburg ; J.  S.  Bell,  H.  O.  Bell,  York  ; 

D.  E.  Burdick,  David  City ; J.  W.  Carr,  Seward  ; P.  A.  Deogny, 


Milford ; L.  J.  Ekeler,  David  City ; I.  M.  French,  Wahoo ; 

H.  F.  Friesen,  Yutan ; B.  N.  Greenberg,  R.  E.  Harry,  York ; 

E.  N.  Heiser,  David  City ; W.  Ray  Hill,  Milford  ; R.  E.  Karrer, 
W.  S.  Kilgore,  York ; M.  E.  Lathrop,  J.  F.  Lauvetz,  Wahoo  ; 

O.  E.  Longacre,  Rising  City ; P.  O.  Marvel,  Giltner ; B.  E. 
Morrow,  J.  Morrow,  Seward ; Wm.  W.  Noyes,  Ceresco ; J.  M. 
Packer,  Ashland;  B.  A.  Root,  York;  R..D.  Smith,  Seward; 

D.  B.  Steenburg,  E.  K.  Steenburg,  Aurora ; O.  M.  Troester, 
Hampton ; C.  W.  Way,  Wahoo ; J.  M.  Woodard,  Aurora. 

COUNCILOR  DISTRICT  NO.  7 
A.  A.  Ashby,  C.  F.  Ashby,  Fairmont:  J.  Bixby.  Geneva; 
A.  Blattspieler,  Tobias ; R.  L.  Cassel,  Fairbury ; R.  F.  Decker, 
Byron ; L.  W.  Forney,  Crete ; F.  T.  Hamilton,  Friend ; R.  W. 
Homan,  Crete;  D.  O.  Hughes,  Fairbury;  J.  E.  Ingram,  Nelson; 
C.  T.  Mason,  C.  G.  McMahon,  Superior ; F.  A.  Mourtford, 
Davenport ; H.  V.  Nuss,  Sutton ; M.  J.  Powell,  Fairbury ; 
Harvey  D.  Runty,  DeWitt ; F.  J.  Stejskal,  Crete ; J.  Guy 
Tucker,  Alexandria ; A.  I.  Webman,  Superior. 

COUNCILOR  DISTRICT  NO.  8 
R.  R.  Brady,  Ainsworth ; J.  P.  Brown,  O’Neill ; F.  J.  Clark, 
Holt ; H.  V.  Crum,  Rushville ; T.  W.  Deakin,  John  E.  Earner, 
Valentine:  O.  W.  French,  O’Neill:  R.  L.  Hook,  Rushville; 
W.  E.  Johnson,  Valentine ; R.  E.  Kriz,  Lynch : W.  D.  Lear, 
Ainsworth ; N.  P.  McKee,  Atkinson  ; H.  J.  Panzer,  Rock ; 
R.  C.  Reeder,  Valentine ; S.  A.  Swenson,  Hay  Springs  ; Frank 
W.  Wanek,  Gordon  ; W.  K.  Wolf,  Hay  Springs. 

COUNCILOR  DISTRICT  NO.  9 
C.  G.  Amick,  Loup  City ; A.  W.  Anderson,  Lexington ; J.  S. 
Anderson,  Grand  Island ; M.  O.  Arnold,  St.  Paul ; W.  J.  Ar- 
rasmith,  Grand  Island ; J.  M.  Ayres,  Gothenburg ; Frank  A. 
Barta,  Ord ; C.  L.  Bowman,  Broken  Bow ; J.  L.  Brannen, 
Greeley:  Don  E.  Brewster,  Lexington;  R.  D.  Bryson,  Custer; 
J.  F.  Campbell,  Grand  Island ; P.  H.  Carothers,  Broken  Bow ; 

R.  C.  Cowger,  Grand  Island ; R.  S.  Cram,  Burwell ; G.  H. 
Dedemay,  G.  H.  DeMay,  Grand  Island ; L.  E.  Dickinson,  Ra- 
venna ; H.  E.  Dorwart,  T.  Y.  Dorwart,  Lexington ; C.  B.  Ed- 
wards, Kearney ; O.  C.  Ehiers,  Ravenna ; T.  S.  Elliott,  A.  A. 
Enos,  Kearney ; G.  T.  Ericson,  Custer. 

E.  Farnsworth,  Grand  Island ; L.  H.  Fochtman,  Cozad ; 

E.  C.  Hanisch,  St.  Paul ; H.  C.  Hansen,  Kearney ; H.  M.  Har- 
vey, Gothenburg : W.  J.  Hemphill,  North  Loup  ; A.  H.  Holm, 
Wolbach  ; W.  H.  Hombach,  Grand  Island  ; C.  E.  Hranac,  Cozad ; 
Loren  E.  Imes,  St.  Paul  ; E.  G.  Johnson,  Grand  Island ; R.  S. 
Johnston,  Kearney ; J.  B.  Kile,  Eddj’ville : Harry  A.  Knauff, 
Loup  City ; T.  Koefoot,  Jr.,  T.  Koefoot,  Broken  Bow : J.  W. 
Laughlin,  Elm  Creek;  James  E.  Lewis,  Scotia;  C.  H.  Mag- 
giore,  R.  D.  Martin,  K.  F.  McDermott,  Grand  Island ; C.  J. 
Miller,  Ord ; A.  E.  Mutz,  Spalding ; J.  C.  Newman.  Grand 
Island ; V.  D.  Norall,  Lexington  ; W.  E.  Nutzman,  Kearney ; 

P.  B.  Olsson,  Lexington  ; J.  A.  Proffitt,  Grand  Island ; B.  W. 
Pyle,  Dawson  ; J.  V.  Reillj",  Howard  Royer,  Grand  Island ; 

C.  A.  Rydberg,  Litchfield ; Frank  Ryder,  Grand  Island ; C.  H. 
Sheets,  Cozad ; S.  O.  Staley,  Kearney ; E.  C.  Stevenson,  Goth- 
enburg : A.  P.  Synhorst,  D.  C.  Watson,  Grand  Island ; Clyde 
W.  Wilcox,  Ansley ; J.  G.  Woodin,  Grand  Island ; R.  S. 
Wycoff,  Lexington. 

COUNCILOR  DISTRICT  NO.  10 
H.  S.  Andrews,  Minden  ; W.  K.  Bennett,  Red  Cloud ; R.  P. 
Best,  F.  W.  Brewster,  Holdrege ; J.  W.  Brown,  G.  Paul  Charl- 
ton, Hastings;  G.  W.  Clark,  Bertrand;  G.  A.  Clark,  Gosper; 
E.  A.  Coats,  Ingleside':  Robert  J.  Day,  Imperial ; L.  Dickinson, 
Jr.,  McCook ; L.  F.  Egen,  Hastings  ; C.  D.  Evans,  Oxford ; 

D.  B.  Foote,  C.  M.  Foote,  E.  C.  Foote,  C.  W.  Guildner,  A.  E. 
Harrington,  Hastings  ; D.  W.  Jones,  Holdrege : R.  T.  Jones, 
Red  Willow ; D.  W.  Kingsley,  O.  A.  Kostal,  Hastings ; C.  C. 
Lull,  Beaver  City ; John  L.  Mace,  Hastings ; H.  A.  McCona- 
hay,  Holdrege ; K.  C.  McGrew,  Orleans ; J.  A.  McMillan, 
Hastings ; L.  S.  McNeill,  Campbell : C.  Minnick,  Cambridge ; 

G.  A.  Morehouse,  Benkelman ; C.  W.  Morrow,  Hastings  ; J. 
C.  Nielsen,  Ingleside ; W.  E.  Nowers,  Kenesaw ; T.  A.  Peter- 
son, Holdrege ; G.  L.  Pinney,  Hastings ; J.  F.  Premer,  Ben- 
kelman ; J.  E.  Prest,  Hitchcock ; W.  M.  Reiner,  Holdrege ; 
Lee  W.  Rork,  Hastings  ; O.  P.  Rosenau,  Eustis  ; R.  H.  Schaef- 
ers, Hastings;  W.  A.  Schreck,  Holdrege:  Fay  Smith,  Im- 
perial; Hal  C.  Smith,  Franklin  ; J.  E.  Uridil,  Clarence  Weber, 
W.  M.  Wegmann,  Hastings  ; J.  M.  Willis,  McCook. 

COUNCILOR  DISTRICT  NO.  11 
J.  Anderson,  North  Platte : F.  M.  Bell,  Grant ; A.  J.  Cal- 
laghan, H.  L.  Clarke,  Jr.,  T.  E.  Dent,  North  Platte;  E.  A. 
Harvej%  Ogallala ; C.  F.  Heider,  O.  C.  Krej’mborg,  North 
Platte ; John  D.  McFee,  Ogalala  ; Harlan  E.  Moore,  Suther- 
land : J.  B.  Redfield,  A.  E.  Reeves,  North  Platte : W.  G. 
Seng,  Oshkosh ; E.  J.  Shaughnessey,  E.  Stevenson,  Dr.  Tak- 
enaga,  L.  F.  Valentine,  North  Platte ; F.  V.  Vesely,  Lewellen ; 

S.  M.  Weyer,  Ogallala. 

COUNCILOR  DISTRICT  NO.  12 
Ellis  E.  Baker,  Paul  O.  Baker,  Scottsbluff ; Dr.  Burnham, 
Alliance ; E.  G.  Deflon,  Chadron ; T.  L.  Doher,  Bayard ; C.  B. 
Dorwart,  Sidney ; C.  L.  Frank,  Scottsbluff ; W.  M.  Gentry, 
Gering ; B.  H.  Grimm,  Sidney ; A.  J.  Griot,  Chadron  ; J.  T. 
Hanna,  Scottsbluff ; W.  C.  Harvey,  Gering : Wm.  E.  Holmes, 
Gering ; L.  E.  Hudgel,  Scottsbluff ; G.  F.  Johnston,  Alliance ; 

M.  C.  Johnson,  Mitchell ; James  Kennedy,  J.  Kuncl,  Jr.,  R.  J. 

Morgan,  Alliance ; Kenneth  Ohme,  Mitchell  : F.  W.  Plehn, 

N.  H.  Rasmussen,  Ted  E.  Riddell,  Scottsbluff ; R.  E.  Roche, 
Sidney : J.  B.  Schrock,  Scottsbluff ; O.  L.  Seng,  C.  N.  Soren- 
sen, Alliance ; C.  R.  Watson,  Mitchell ; E.  I.  Whitehead,  Al- 
liance ; S.  P.  Wiley,  Gering. 
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REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 


NEBRASKA  MEDICAL  SERVICE 


CASH  RECEIPTS  AND  DISBURSEMENTS 
November  30,  1947 


Cash  on  hand.  November  1,  1947 
Receipts : 

From  dues  

From  enrollment  fees 

Taxes  deducted  from  salaries 

Interest  on  U.  S.  Bonds 


$53,622.61 


$29,391.88 

761.00 
36.80 

125.00  30.314.68 


$83,937.29 


Disbursements : 

Claims  paid  

Administrative  expense  

Salary,  Executive  Director 

Secretary  s fee  

Medical  Director  

Attorney  

Special  audit  

Advertising  

Printing  and  stationery 

Home  office  travel  and  expense 

Ho'pital  records  

Collection  expense  

Refunds  

Bank  charges  

Taxes  paid  

Dues  


.,$16,595.50 
_ 5.184.54 

200.00 
75.00 
75.00 
75.00 
125.00 
352.90 
451.65 
40.45 
8.00 
8.80 
146.25 
1.50 
138.23 
18.52 


23,498.34 


Cash  on  hand,  November  30.  1947 

Bank  Balances,  November  30,  1947 — 

Packers  National  Bank,  Omaha 

First  National  Bank,  Omaha 


$60,440.95 

$59,293.79 

1,147.16 


$60,440.95 


NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 


November  30,  1947 


Assets : 

Cash  in  bank 7 

Premiums  in  process  of  collection 

U.  S.  Bonds  (cost  plus  accrued  interest) 
Associated  Hospital  Service  administra- 
tion expense  refund  account 


$60,440.95 

15,938.75 

50,062.22 

2,336.50 


Liabilities: 

Accounts  payable.  Blue  Cross $ 5,363.06 

Accounts  payable,  monthly  invoices 546.08 

Accrued  payroll  taxes 77.60 

Claims  payable— 

Unreported  10. 000. 00 

Pending  ^’ocn'nn 

Accrued  audit  expense 2C0.00 

Unearned  premiums  37.721.53 

$63  644.77 

Reserve  for  Public  Relations  Campaign__$  1,350.00 

Subscribers  4%  Sur- 
plus Notes  $19,450.00 

Net  income  to  date 44,333.65 

63,783.65 


$128,778.42 


$128,778.42 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 
November  30,  1947 

Month  of 
November 

$ 29,033.76 
761.00 
104.17 


$ 29,898.93 

Expense: 

Claims  $ 21,511.50 

♦Administrative  expense  4,181.35 

Salary,  Executive  Director 200.00 

Professional  fees,  E.K.M 75.00 

Medical  Director  75.00 

Attorney  75.00 

Auditing  100.00 

Special  audit  

Advertising  117.37 

Stationery  

Printing  368.19 

Home  office  travel  and  expense.  

Collection  expense  8.80 

Taxes  and  licenses 140.23 

Dues  37.04 

Postage  

Miscellaneous  8.50 

Insurance  

$ 26,897.98 

Net  Gain  $ 3,000.95 


♦Administrative  expense — November 
Less  refund  for  October 


Income : 

From  dues  

From  enrollment  fees- 
Interest,  U.  S.  Bonds. 


11  Months 
to  Date 

$238,533.13 

9,233.00 

291.67 


$248,057.80 

$174,968.50 

40,078.28 

2,200.00 

825.00 

825.00 

825.00 

1,100.00 

125.00 
3,375.29 

90.64 
3.902.86 
1,080.08 
107.55 
549.49 
161.96 
171.52 
116.31 
70.26 
$230,572.74 
$ 17,485.06 
$ 5,363.06 

1,181.71 


$ 4,181.35 


MEMBERSHIP  SUMMARY^-NOVEMBER,  1947 


1. 

Membership, 

November  1, 

Sub- 

scribers 

1947__.16,238 

De- 

pendents 

22,579 

Total 

38,817 

Additions 

1,321 

2,020 

3,341 

Concellations 

263 

267 

530 

Membership, 

December  1, 

1947 17,296 

24,332 

41,628 

2. 

Number  of 

groups  now 

enrolled 

1,104 

3. 

Number  of 

groups  added 

during  November 

86 

NOVEMBER  ENROLLMENT  BY  COUNTY 
ADAMS — 7 members. 

ANTELOPE — 1 member. 

BOX  BUTTE| — 8 members. 

BUFFALO — 3 groups,  32  members. 

BUTLER — 2 members. 

CASS — 2 members. 

CHERRY — 5 groups,  192  membei-s. 

CHEYENNE — 1 group,  6 members. 

DAWSON — 26  groups,  219  members. 

DEUEL — 1 group,  5 members. 

DODGE — 4 members. 

DOUGLAS — 10  groups,  280  members. 

DUNDY — 1 member. 

FURNAS — 4 members. 

GAGE — 1 group,  14  members. 

GARDEN — 4 members. 

HALL — 6 groups,  85  members. 

HOLT — 1 group,  15  members. 

JEFFERSON — 1 member. 

JOHNSON — 2 members. 

KEITH — 3 groups,  18  members. 

LANCASTER — 6 gi’oups.  151  members. 

LINCOLN — 16  groups,  173  members. 

LOGAN — 1 member. 

McPherson — 2 members. 

MADISON — 1 group,  8 members. 

MERRICK — 2 members. 

NEMAHA — 1 member. 

OTOE — 1 group,  9 members. 

PAWNEE— 1 member. 

PERKINS— 1 member. 

PHELPS — 2 members. 

PLATTE — 1 group,  12  members. 

SARPY — 3 members. 

SAUNDERS — 1 group,  5 members. 

SCOTTS  BLUFF — 3 groups,  41  members. 

STANTON — 1 member. 

THAYER — 1 member. 

WASHINGTON— 1 member. 

YORK — 4 members. 


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 
November,  1947 

Number  of  claims  paid 

Number  of  services  rendered 


Females  

Males  

Subscribers  

Dependents  

Type  of  Service  Number 

Anesthesia  3 

Appendectomies  43 

Eye  5 

Gall  Bladders  3 

General  Surgery  23 

Gynecology  26 

Hemorrhoids  4 

Herniotomies  7 

Minor  Surgery  44 

Nose  and  Throat 4 

Obstetrics  40 

Orthopedics  23 

Pathology  5 

Radiation  Therapy  1 

Tonsillectomies  84 

Transfusions  4 

Urology  - 7 

X-rays  50 

Medical  24 

400 


Amount  of  claims  in  process  of  settlement. 


378 

400 

240 

138 

116 

262 

Amt.  Paid 
$ 30.00 

4.300.00 

45.00 

325.00 

1.040.00 

2.255.00 

200.00 

825.00 

330.00 

80.00 

2.005.00 

804.50 

60.00 

25.00 

2.930.00 

80.00 

275.00 

470.00 

519.00 
$16,598.50 


$ 9,736.50 


BOOKS  RECEIVED 

A Primer  of  Cardiology,  by  George  E.  Burch, 
M.D.,  F.A.C.P.,  and  Paul  Reaser,  M.D. 

Unipolar  Lead  Electrocardiography  by  Emanuel 
Goldberg,  B.S.,  M.D. 

The  Foot  and  Ankle  by  Philip  Lewin,  M.D., 
F.A.C.S. 

Diseases  of  the  Nose,  Throat  and  Ear  by  Wm. 
Lincoln  Ballenger,  M.D.,  F.A.C.S.,  and  Howard 
Chas.  Ballenger,  M.D.,  F.A.C.S.,  assisted  by  John 
Jacob  Ballenger,  B.S.,  M.D. 


tJMembership  Roster  as  of  December  31, 

FIRST  DISTRICT 

WARREN  Y.  THOMPSON,  Councilor 


DOUGLAS 

OMAHA— 

Adams,  Payson 

527  Medical  Arts  Bldg. 

Aita,  John  A. 

607  Medical  Arts  Bldg. 
Albertson,  L.  C. 

912  Medical  Arts  Bldg. 

Alder,  Verne  H. 

Cheyenne,  Wyo. 

Allen,  John  F. 

Los  Angeles,  Calif. 

Alliband,  Geo.  T. 

1020  Medical  Arts  Bldg. 
Allingham,  H.  T. 

4823  So.  24th 
Andersen,  Alfred  C. 

430  Aquila  Court 
Andersen,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

1116  Medical  Arts  Bldg. 
Anderson,  Lawrence  L. 

1314  Medical  Arts  Bldg. 
Anderson,  Leo 

207  Medical  Arts  Bldg. 
Armbrust,  Walter 
1113  Redick  Tower 
Arnsten,  L.  L. 

442  Aquila  Court 
Attwood,  N.  H. 

502  Medical  Arts  Bldg. 
Bantin,  C.  F. 

626  Omaha  Loan  & Bldg. 
Bantin,  E.  W. 

440  Aquila  Court 
Baptist,  John 

3624  No.  30th  St. 

Barr,  J.  Harold 

Modesto,  California 
Barry,  M.  W. 

1416  Medical  Arts  Bldg. 
Barta,  Frank  R. 

462  Aquila  Court 
Bartek,  Julius  G. 

619  Barker  Bldg. 

Beber,  Meyer 

631  Medical  Arts  Bldg. 

Beck,  F.  O. 

Livestock  NatT  Bk.  Bldg. 
Bennett,  A.  E. 

607  Medical  Arts  Bldg. 

Best,  R.  Russell 

527  Medical  Arts  Bldg. 
Bisgard,  J.  Dewey 

1420  Medical  Arts  Bldg. 
Blair,  James  Berl 

527  Medical  Arts  Bldg. 
Bleick,  L.  C. 

830  City  NatT  Bank  Bldg. 
Bliss,  Rodney  W. 

1120  Medical  Arts  Bldg. 
Block,  Max 

432  Bran  dels  Theatre  Bldg. 
Boler,  Thomas  D. 

718  Barker  Bldgi 
Bonniwell,  Chas.  M. 

8613  No.  30th 
Borghoff,  J.  A. 

1319  Medical  Arts  Bldg. 
Borghoff,  Joseph  J. 

730  City  NatT  Bank  Bldg. 
Boyne,  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth,  Elton  P. 

4617  No.  24th 
Bradley,  James  D. 

1234  Medical  Arts  Bldg. 
*Brandt,  Emelia  H. 

4343  Chas.  Street 
Brazer,  J.  G. 

63rd  & Maple 
Brinkman,  H.  H. 

6014%  Military  Ave. 
Brodkey,  M.  H. 

320  Medical  Arts  Bldg. 
Brown,  Alfred 

1618  Medical  Arts  Bldg. 
Bucholz,  Donald  J. 

478  Aquila  Court 
Bums,  B.  C. 

421  Farm  Credit  Bldg. 
Bushman,  L.  B. 

627  City  NatT  Bank  Bldg. 
♦Callfas,  W.  F. 

Pasadena  2,  Calif. 


Cameron,  O.  J. 

1520  Medical  Arts  Bldg. 
Carnazzo,  S.  J. 

712  Barker  Bldg. 

Cash,  Paul  T. 

607  Medical  Arts  Bldg. 
Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania,  Nancy 

418  Brandeis  Bldg. 
Christensen,  Julius  B. 

1326  Medical  Arts  Bldg. 
Christlieb,  J.  M. 

47021/2  So.  24th  Street 
Clark,  Geo.  L. 

1817  Vinton 
Clarke,  F.  S. 

314  Medical  Arts  Bldg. 
Cloyd,  A.  D.,  Jr. 

316  Medical  Arts  Bldg. 
*Cloyd,  A.  D.,  Sr. 

4817  California 
Coakley,  L.  P. 

Massoula,  Mont. 

Comine,  J.  J. 

820  Medical  Arts  Bldg. 
Conlin,  F.  M. 

Deceased  12-15-47 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 
Cook,  Lyman  J. 

311  Medical  Arts  Bldg. 
Courtney,  J.  E. 

730  City  NatT  Bank  Bldg. 
Crofoot,  Michel 

1407  Medical  Arts  Bldg. 
Davis,  Edwin  G. 

1436  Medical  Arts  Bldg. 
Davis,  Herbert,  H. 

1204  Medical  Arts  Bldg. 
Davis,  J.-  Calvin 
425  Aquila  Court 
Davis,  W.  W. 

1007  So.  37th  St. 

Day,  Robert  F. 

830  City  NatT  Bank  Bldg. 
DeLanney,  L.  A. 

721  Medical  Arts  Bldg. 
DeLong,  Henry  L. 

2415  Fort  St. 

Dendinger,  W.  M. 

1036  Redick  Tower 
Dishong,  G.  W. 

Deceased  11-24-47 
DiStefano,  Carmelo 

721  Medical  Arts  Bldg. 
Donelan,  James  P. 

Guar.  Mut.  Life  Ins.  Co. 
Dow,  A.  G. 

314  Medical  Arts  Bldg. 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Downing,  John  E. 

816  Medical  Arts  Bldg. 
Drdla,  Theodore 
460  Aquila  Court 
Drozda,  Joseph  P. 

510  Redick  Tower 
Duncan,  J.  W. 

Elkhom,  Nebr. 

Dunn,  F.  Lowell 

737  Medical  Arts  Bldg. 
Dworak,  Henry  L. 

612  Medical  Arts  Bldg. 
Dwyer,  J.  R. 

820  Medical  Arts  Bldg. 
Egan,  Richard  L. 

St.  Joseph’s  Hospital 
Egan,  Wm.  J. 

456  Aquila  Court 
Eggers,  H.  E. 

809  Brandeis  Theatre  Bldg. 
*Ellis,  P.  H. 

Deceased  3 /12/47 
Elston,  Harry  R. 

4930  So.  24th 
Endres,  Gregory  L. 

5811  Military  Avenue 
Evans,  E.  B. 

105  So.  16th  St. 

Everitt,  N.  J. 

4838  So.  24th 
Ewing,  Ben  F. 

220  Medical  Art  Bldg. 
Ewing,  John  D. 

220  Medical  Arts  Bldg. 


Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell,  Robert  F. 

411  Medical  Arts  Bldg. 
Fatherree,  L.  L. 

City  Health  Dept. 

Fellman,  A.  C. 

316  City  Nat’l  Bank  Bldg. 
Findley,  David 
446  Aquila  Court 
*Findley,  Palmer 
446  Aquila  Court 
Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson,  Alister  L. 

1527  Medical  Arts  Bldg. 
Fleishman,  Max 
260  Aquila  Court 
Follman,  J.  C. 

1136  First  Nat’l  Bank 
Fouts,  Roy  W. 

1007  Medical  Arts  Bldg. 
Frandsen,  Charles 

1120  Medical  Arts  Bldg. 
Freymann,  John  J. 

1113  Medical  Arts  Bldg. 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

U of  N College  of  Med. 
Gerald,  H.  F. 

Creighton  Uni. 

Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Gleeson,  John  J. 

601  City  Nat’l  Bank  Bldg. 
Green,  M.  C. 

1234  Medical  Arts  Bldg. 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg,  M.  M. 

516  Medical  Arts  Bldg. 
Greene,  Arthur  M. 

629  Medical  Arts  Bldg. 
Grier,  John  J. 

1307  Medical  Arts  Bldg. 
Grier,  M.  E. 

1307  Medical  Arts  Bldg. 
Grodinsky,  Manuel 

902  Medical  Arts  Bldg. 
Hahn,  W.  N. 

517  City  Nat’l  Bank  Bldg. 
Hall,  Lynn  T. 

1204  Medical  Arts  Bldg. 
Hamsa,  W.  R.  ' 

527  Medical  Arts  Bldg. 
Haney,  W.  P. 

1500  Medical  Arts  Bldg. 
Hanisch,  L.  E. 

1218  Medical  Arts  Bldg. 
Hankins,  Chas.  R. 

1414  Medical  Arts  Bldg. 
Hansen,  Clifford  H. 

527  City  Nat’l  Bank  Bldg. 
Hansen  G.  M. 

4826  So.  24th 
Hardy,  C.  C. 

1216  Medical  Arts  Bldg. 
Harris,  T.  T. 

Clarkson  Hospital 
Hartmann,  Clarence  M. 

6603  No.  30th 
Hawkins,  Anthony  L. 

2120%  No.  24th 
Hayes,  Jack  M. 

Bakersfield,  Calif. 

Hays,  E.  R. 

70  Pine  St., 

New  York  5,  N.  Y. 

Hellwi^  J.  W. 

5221  Jones  St. 

Henske,  J.  A. 

1614  Medical  Arts  Bldg. 
Heumann,  J.  M.  F. 

6110  Military  Ave. 

Heywood,  L.  Thomas 
1307  Medical  Arts  Bldg. 
Hickey,  Charles 
Bennington,  Neb. 

Hildinger,  Albert  Jr. 

Bellevue,  Nebr.  (Otoe  Co.) 
Hill,  F.  C. 

430  Aquila  Court 
Hirschmann,  H. 

454  Brandeis  Theatre  Bldg. 


Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden,  W.  J. 

St.  Paul,  Minn. 

Hollenback,  C.  F. 

5821  Military  Avenue 
Holst,  John 

724  City  Nat’l  Bank  Bldg. 
Horwich,  Joseph  M. 

717  World  Herald  Bldg. 
Hotz,  Harley 

1013  Redick  Tower 
Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Hughes,  Leo  V. 

304  City  Nat’l  Bank  Bldg. 
Hull,  Wayne  M. 

104  So.  39th  St. 
Hungerford,  Wm.  E. 

1904  Spencer 
Hunt,  H.  B. 

Methodist  Hospital 
Hyde,  J.  F. 

812  Omaha  Loan  & Bldg. 
Isacson,  Sven 

410  Aquila  Court 
Iwersen,  Frank  J. 

915  Medical  Arts  Bldg. 
Iwersen,  J.  C. 

236  Medical  Arts  Bldg. 

Jahr,  Herman  M. 

1120  Medical  Arts  Bldg. 
James,  C.  S. 

615  Medical  Arts  Bldg. 
Jenkins,  Harry  J. 

1113  Redick  Tower 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson,  Herman  F. 

831  Medical  Arts  Bldg. 
Johnson,  J.  A. 

602  Omaha  Loan  & Bldg. 
Jones,  Wesley 

1514%  No.  24th  St. 

Judd,  J.  H. 

1020  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  So.  16th  St. 

Keegan,  J.  Jay 

1527  Medical  Arts  Bldg. 
Kelley,  Ernest 

1104  City  Nat’l  Bank  Bldg. 
Kelley,  Wm.  E. 

1104  City  Nat’l  Bank  Bldg, 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 
Kemp,  Wm.  T. 

2828  No.  16th  St. 

Kempf,  Terence  A. 

4823  So.  24th  St. 

Kennedy,  H.  B. 

Insurance  Bldg. 

Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Kenney,  B.  V. 

617  Medical  Arts  Bldg. 
Kirk,  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleyla,  John  R. 

712  Medical  Arts  Bldg. 
Kobza,  Valerian  V. 

1307  Medical  Arts  Bldg. 
Korth,  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

St.  Josephs  Hospital 
Kroupa,  W.  E. 

4923%  So.  24th  St. 

Kully,  Herman,  E. 

516  Medical  Arts  Bldg. 
*Langdon,  J.  F. 

1341  Medical  Arts  Bldg. 
Lee,  Leroy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff,  Henry  J.,  Jr. 

1530  Medical  Arts  Bldg. 
LeMar,  J.  D. 

Vet.  Adm.,  Fargo,  N.  D. 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B. 

2314%  No.  24th  St. 

Levine,  Victor  E. 

Creighton  University 
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Lewis,  Raymond  G. 

918  Medical  Arts  Bldg. 
Longo,  Chas.  A. 

106  W.  20th  St.,  Bellevue 
Longo,  Joseph 

720  World  Herald  Bldg. 
Lovely,  Frank  T. 

1136  First  Nat’l  Bk.  Bldg. 
Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Lueth,  Harold  C. 

University  of  Nebraska 
Luikart.  Ralph 

706  Medical  Arts  Bldg. 
McArdle,  Geo.  M. 

Bellevue,  Nebraska 
(Richardson  Co.) 

McArdle.  Prentiss 

1007  Medical  Arts  Bldg. 
McAvin,  J.  S. 

University  Hospital 
McCarthy,  Harrj'  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan,  Sam 

615  City  Nat’l  Bank  Bldg. 
McDermott.  Arnold 

712  Medical  Arts  Bldg. 
McEachen.  Esther  I. 

307  Medical  Arts  Bldg. 
McGee,  Harry  E. 

1126  City  Nat’l  Bank  Bldg. 
McGee,  J.  W. 

406  Aquila  Court 
McGee,  Millard  Blair 

1126  City  Nat’l  Bank  Bldg. 
McGoogan.  Leon  S. 

813  Medical  Arts  Bldg. 
McGuire,  L.  D. 

326  Medical  Arts  Bldg. 
*McKean,  J.  W. 

Long  Beach,  Calif. 
McLaughlin,  C.  W. 

413  Medical  Arts  Bldg. 
McMartin,  Charles 

611  City  Nat’l  Bank  Bldg. 
McMartin,  W.  J. 

611  City  Nat’l  Bank  Bldg. 
McNamara,  J.  W. 

633  City  Nat’l  Bank  Bldg. 
Mackenbrock,  F.  C. 

Seattle,  Washington 
MacQuiddy,  E.  L. 

478  Aquila  Court 
Madsen,  C.  C. 

6104%  Military  Avenue 
Mangimelli,  Samuel  T. 

712  Barker  Bldg. 

Manning,  E.  T. 

1407  Medical  Arts  Bldg. 
Marble,  R.  E. 

1221  First  Nat’l  Bank  Bldg. 
Margolin,  J.  Milton 
902  Medical  Arts  Bldg. 
♦Margolin,  Morris 

902  Medical  Arts  Bldg. 
Marsh,  Charles 
Valley,  Nebraska 
Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Martin,  Paul  J. 

1420  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maxwell.  J.  T. 

1140  Medical  Arts  Bldg. 
Mercer,  Nelson  S. 

2506  Dodge  Street 
Millett.  Clinton  C. 

304  City  Nat’l  Bank  Bldg. 
Mnuk,  Frank  J. 

460  Aquila  Court 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody,  W.  B. 

530  Medical  Arts  Bldg. 


LANCASTER 

LINCOLN 
Adams,  R.  B. 

2927  O Street 
Albin,  W.  L. 

619  Fed.  Sec.  Bldg. 
Alcorn,  F.  A. 

2201  So.  11th  St. 
Anderson,  G.  T. 

430  Stuart  Bldg. 
Anderson,  J.  B. 
Continental  Bldg. 


Moon,  C.  F. 

1607  Medical  Arts  Bldg. 
Moon,  Louis,  E. 

1326  Medical  Arts  Bldg. 
Moore,  Clyde 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

Methodist  Hospital 
Morrison,  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Morrow,  Paul  N. 

1614  Medical  Arts  Bldg. 
Moser,  R.  A. 

1407  Medical  Arts  Bldg. 
Muehlig,  G.  Kenneth 
636  Medical  Arts  Bldg. 
Murphy,  Albert  V. 

1420  Medical  Arts  Bldg. 
Murphy,  Chas.  M. 

5701  Military  Avenue 
Mui-phy,  J.  Harry 

915  Medical  Arts  Bldg. 
Murray,  F.  J. 

63rd  & Maple  Streets 
Nelson,  Floyd  C. 

6067  Military  Avenue 
Nemec,  C.  J. 

629  City  Nat’l  Bank  Bldg. 
Nemec,  Edward  C. 

629  City  Nat’l  Bank  Bldg. 
Neu,  Harold  N. 

462  Aquila  Court 
Nickum,  Oliver  C. 

524  Brandeis  Theatre  Bldg. 
Niehaus,  F.  W. 

1622  Medical  Arts  Bldg. 
Nilsson,  John  Fred 

612  Omaha  Loan  & Bldg. 
Nilsson,  John  R. 

612  Omaha  Loan  & Bldg. 
Nolan,  W.  J. 

203  Baldrige  Bldg. 

Novak,  W.  F. 

721  Medical  Arts  Bldg. 
O’Brien,  D.  J. 

1229  First  Nat’l  Bank  Bldg. 
Offermah,  A.  J. 

4826  So.  24th  St. 

O’Gorman,  Wm.  D. 

1104  City  Nat’l  Bank  Bldg. 
O’Hearn,  J.  J.  , 

4811%  So.  24th  Street 
O’Neil,  Gerald  C. 

640  City  Nat’l  Bank  Bldg. 
Osheroff,  S.  A. 

536  Medical  Arts  Bldg. 
Owen,  D.  R. 

2111  Emmett  Street 
Owens,  C.  A.,  Jr. 

1515  Medical  Arts  Bldg. 
Parsons,  Antony 
Deceased  11  /25/47 
Pepper,  M.  L. 

715  Medical  Arts  Bldg. 
Pleiss,  Joseph  A. 

212  Medical  Arts  Bldg. 
♦Potts,  John  B. 

3817  Dewey  Avenue 
♦Poynter,  C.  W.  M. 

1306  So.  35th  St. 

Pratt,  George  P. 

115  So.  54th  St. 

Prichard,  Geo.  W. 

3013  Ames  Avenue 
Priest,  P.  H. 

2210%  Military  Avenue 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 
Quigley,  D.  T. 

721  Medical  Arts  Bldg. 
Quigley,  W.  H. 

636  Medical  Arts  Bldg. 
Ragan,  Lloyd  E. 

Naval  Air  Sta.,  Olathe,  Ks. 
Ranee,  W.  T. 

730  City  Nat’l  Bank  Bldg. 


Rapp,  Wm.  E. 

Stanford  University, 

San  Francisco,  Calif. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Read,  Paul  S. 

2415  Fort  Street 
Reaney,  Burnell  V. 

Highland  Park,  Illinois 
Redgwick,  J.  P. 

1530  Medical  Arts  Bldg. 
Reed,  S.  G. 

306  So.  24th  St. 

♦Rich,  Charles  O. 

5017  Chicago 
Riley,  B.  M. 

538  City  Nat’l  Bank  Bldg. 
Robertson,  G.  E. 

308  So.  39th  St. 

Rubendall,  Clarence 

1107  Medical  Arts  Bldg. 
Rubnitz,  A.  S. 

732  Medical  Arts  Bldg. 
Russum,  B.  C. 

816  Medical  Arts  Bldg. 
Sachs,  Adolph 

527  City  Nat’l  Bank  Bldg. 
Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  Nat’l  Bank  Bldg. 
Schrock,  R.  D. 

831  Medical  Arts  Bldg. 
Schwertley,  F.  J. 

614  Barker  Bldg. 

Scott,  Nathaniel  C. 

304  City  Nat’l  Bank  Bldg. 
Severin,  Matthew  J. 

4823  So.  24th  St. 

Shearer,  W.  L. 

1226  Medical  Arts  Bldg. 
Sher,  Phillip 

424  Brandeis  Theatre  Bldg. 
Shramek,  C.  J. 

510  Redick  Tower 
Shramek,  J.  M. 

LaCrosse,  Wisconsin 
Simanek,  George  F. 

540  Medical  Arts  Bldg. 
Simmons,  E.  E. 

826  Medical  Arts  Bldg. 
Simonds,  Francis  L. 

1216  Medical  Arts  Bldg. 
Simpson,  J.  E. 

1229  First  Nat’l  Bank  Bldg. 
Slutzky,  Ben 

Creighton  University 
Smith,  Edward  J. 

4824%  So.  24th  St. 

Smith,  Thos.  Timothy 
211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames 
Solomon,  W.  W. 

2425  No.  24th  St. 

Srb,  Adolph  F. 

1719  So.  16th  St. 

Stastny,  Olga 
308  So.  41st  St. 

Staubitz,  Herbert  F. 

406  Aquila  Court 
Steams,  R.  J. 

620  Omaha  Loan  & Bldg. 
Steed.  W.  David 

1436  Medical  Arts  Bldg. 
Steinberg,  A. 

536  World  Herald  Bldg. 
Steinberg,  M.  M. 

536  World  Herald  Bldg. 
Stokes,  W.  H. 

1620  Medical  Arts  Bldg. 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 
Streitweiser,  R.  J. 

Hoxie,  R.  I. 


SECOND  DISTRICT 

CLAYTON  ANDREWS,  Councilor 


Andrews,  Clayton  F. 

1016  Sharp  Bldg. 
Angle,  E.  E. 

903  Sharp  Bldg. 
Amholt,  M.  F. 

825  Trust  Bldg. 
Arnold,  C.  H. 

903  Terminal  Bldg. 
Bancroft,  Paul  M. 

621  Sharp  Bldg. 
Barkey,  V.  S. 

6245  Havelock 


Bartels,  W.  W. 

1104  Sharp  Bldg. 

Becker,  W.  C. 

826  Sharp  Bldg. 

Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 

Rm.  1,  Nebr.  Theatre  Bldg. 
Bowman,  D.  J. 

400  No.  27th 
Brooks,  E.  B. 

939  Stuart  Bldg. 


Strickland,  W.  R. 

514  Omaha  Loan  & Bldg. 
Sucha,  W.  L. 

915  Medical  Arts  Bldg. 
Sullivan,  H.  T. 

1036  Redick  Tower 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

1420  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

4824%  So.  24th  St. 

Sydow,  Henry 
Federal  Bldg. 

Tamisiea,  John  A. 

718  Barker  Bldg. 

Taylor,  W.  H. 

3807  Cuming  Street 
Thomas,  John  Martin 
1418  Medical  Arts  Bldg. 
Thompson,  C.  Q. 

1530  M^ical  Arts  Bldg. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Warren 
1530  Medical  Arts  Bldg. 
Thomsen,  J.  H. 

Deceased  1/21  /47 
Tipton,  P.  W. 

454  Aquila  Court 
Tollman,  J.  P. 

University  Hospital 
Tomlinson,  C.  C. 

1520  Medical  Arts  Bldg. 
Tompkins,  Charles  A. 

304  So.  42nd  St. 

Torpy,  T.  W. 

920  W.  O.  W.  Bldg. 
Traynor.  R.  L. 

527  City  Nat’l  Bank  Bldg. 
Trimble,  C.  R. 

2716  Fontenelle  Blvd. 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.  O.  W.  Bldg. 
Vroman,  Donald  C. 

813  Medical  Arts  Bldg. 
Walsh,  E.  M. 

1412  Medical  Arts  Bldg. 
Warta,  J.  J. 

817  W.  O.  W.  Bldg. 

Waters,  C.  H. 

843  Fairacres  Road 
Waters,  Chester  H.,  Jr. 

831  Medical  Arts  Bldg. 
Watke,  F.  M. 

528  Medical  Arts  Bldg. 
Wearne,  F.  J. 

830  (jity  Nat’l  Bank  Bldg. 
Whitcomb,  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton,  H.  A. 

1436  Medical  Arts  Bldg. 
Wigton,  Robert  S. 

1436  Medical  Arts  Bldg. 
Wilhelmj,  C.  M. 

Creighton  University 
Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wright,  W.  D. 

1622  Medical  Arts  Bldg. 
Wyrens,  Raymond  J. 

316  Medical  Arts  Bldg. 
Young,  Alexander  J. 

1117  Medical  Arts  Bldg. 
Young,  G.  Alexander 
1436  Medical  Arts  Bldg. 
Young,  George  A.,  Jr. 

1429  Medical  Arts  Bldg. 
Young,  Richard  H. 

1436  Medical  Aids  Bldg. 

PAPILLION 

Baca,  D.  E. 

Martin,  Otis 


Brown,  John 
307  Sharp  Bldg. 

Calhoun,  O.  V. 

430  Stuart  Bldg. 
Campbell,  W.  A. 

412  Lib.  Life  Ins.  Bldg. 
Carey,  Blaine  P. 

625  Sharp  Bldg. 

Carveth,  W.  W. 

625  Sharp  Bldg. 

Case,  J.  D. 

825  Trust  Bldg. 
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Churchill,  I.  W. 

200  Bankers  Life  Bldg. 
Clark,  E.  E. 

908  Terminal  Bldg. 
Coleman,  F.  D. 

936  Stuart  Bldg. 

Covey,  Geo.  W. 

805  Sharp  Bldg. 

Crook,  C.  E. 

Ann  Arbor,  Mich. 

Crook,  G.  D. 

Ann  Arbor,  Mich. 

Crook,  Roy 
4825  St.  Paul 
Curry,  John  R. 

952  Stuart  Bldg. 

Deppen,  E.  N. 

911  Sec.  Mutual  Bldg. 
Elliott,  C.  K. 

939  Stuart  Bldg. 

Emerson,  Clarence 

1700  So.  24th  St. 

Emery,  A.  L. 

Waverly,  Nebr. 

Everett,  H.  H. 

417  Woodmen  Acc.  Bldg. 
*Fahnestock,  C.  L. 

1812  So.  26th 
Fechner,  A.  H. 

Denver,  Colo. 

Ferciot,  C.  F. 

1104  Sharp  Bldg. 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Finney,  E.  B. 

Deceased  9-2-47 
Finney.  L.  E. 

323  So.  14th  St. 
Flanagan,  M.  L. 

5515  South  Street 
Flansburg,  H.  E. 

415  Bankers  Life  Bldg. 
Frazer,  M.  D. 

1037  Stuart  Bldg. 
Fuenning,  S.  I. 

Uni.  of  Nebr. 

*Furgason,  A.  P. 

303  Richards  Blk. 
Garlinghouse,  R.  E. 

723  Sharp  Bldg. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 

Gibson,  L.  V. 

903  Terminal  Bldg. 
Gilligan,  J.  P. 

623  Sharp  Bldg. 

Graham.  Alice 

1701  So.  24th  St. 

Gray,  Richard  W. 

Pendleton,  Oregon 
Haentzschel,  L.  E. 

Springfield,  Mass. 
Hancock,  E.  W. 

820  Sharp  Bldg. 

Harms,  C.  W. 

1401  Sharp  Bldg. 

Harvey.  H.  E. 

723  Sharp  Bldg. 
Hathaway,  F.  H. 

800  So.  13th  St. 

Heidrich.  Pau’  ,T. 

905  Stuart  Bldg. 

Hervert.  J.  Wm. 

801  Fed.  See.  Bldg. 
Hickman,  C.  C. 

1028  Stuart  Bldg. 

Hobbs.  E.  T. 

1700  So.  24th  St. 

Hohlen.  K.  S.  J. 

914  Fed.  Sec.  Bldg. 
Hampes.  J.  J.* 

702  Sharp  Bldg. 

Hummel.  R.  O. 

1025  Sharp  Bldg. 


GAGE 

ADAMS— 

Waggener,  J.  T. 

BEATRICE— 

*Bradley,  C.  A. 

Brott,  Clarence  R. 
Brown,  H.  R. 

Brown,  R. 

Bryant,  A.  R. 
Buchanan,  Rhea 
*Buckley,  F.  W. 

Elias,  H.  F. 

Hepperlen,  H.  M.,  Jr. 
McCleery,  D.  P. 
*McGirr,  J.  I. 

Penner,  Donald 


*Johnson,  F.  B. 

1110  Sharp  Bldg. 

Jones,  T.  K. 

Lincoln  State  Hospital 
Kleitsch,  W.  P. 

Veterans  Hospital 
Kucera,  L.  J. 

Veterans  Hospital 
Lamb,  W.  E. 

3761  Mohawk  St. 

=*=Lehnhoff,  H.  J. 

1037  Stuart  Bldg. 

Lewis,  G.  E. 

332  Natl.  Bank  Com.  Bldg. 
Loder,  R.  H. 

State  Capitol  Bldg. 

Long,  Fred  P. 

State  Capitol  Bldg. 
Loveland,  Grace 
909  Sharp  Bldg. 

Loudon,  John  R. 

1110  Sharp  Bldg. 

Lyman,  Edwin  D. 

City  Health  Dept. 

*Lyman,  R.  A. 

1649  So.  21st 
McCarthy,  T.  F. 

202  Lib.  Theatre  Bldg. 
McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 

Marx,  Paul  D. 

901  Fed.  Sec.  Bldg. 

Matson,  Guy  M. 

2730  No.  48th  St. 

Miller,  Burdette  L. 

315  First  Natl.  Bank  Bldg. 
Miller,  N.  R. 

914  Fed.  Sec.  Bldg. 

Miller,  S.  D. 

5515  South  Street 
Misko,  G.  H. 

308  Fir=!t  Natl.  Bk.  Bldg. 
Morgan,  H.  S. 

935  Stuart  Bldg. 

Morton,  H.  B. 

1037  Stuart  Bldg. 

Munger,  A.  D. 

1015  Sharp  Bldg. 

Munger,  Horace  V. 

1015  Sharp  Bldg. 

Munger.  I.  C. 

916  Sharp  Bldg. 

Neely,  J.  Marshall 
^24  Sharp  Bldg. 

Neely,  Orvis  A. 

924  Sharp  Bldg. 

Nye,  Dan  A. 

707  Fed.  Sec.  Bldg. 

Olney,  R.  C. 

800  So.  13th 
Orr.  H.  w; 

307  Sharp  Bldg. 

Owen,  L.  J. 

954  Stuart  Bldg. 

Palmer,  Janet  Forbes 
1335  So.  24th 
Palmer.  R.  B. 

824  Sharp  Bldg. 

Paulson.  H.  O. 

1001  Sharp  Bldg. 

Petty,  W.  S. 

State  Capitol  Bldg. 

Pelikan,  C.  C. 

1037  Stuart  Bldg. 

Peterson,  J.  C. 

702  Sharp  Bldg. 

Pfeifer,  LaVerne  F. 

903  Sharp  Bldg. 

Place,  Geo.  E. 

4825  St!  Paul 


Podlesak,  J.  I. 

612-614  Terminal  Bldg. 
Rausten,  David  S. 

4025  Sheridan 
Reed,  E.  B. 

1037  Stuart  Bldg. 

Reese,  S.  O. 

816  Sharp  Bldg. 

Reinhard,  O.  A. 

1037  Stuart  Bldg. 

Remboldt,  Ray  R. 

1037  Stuart  Bldg. 

*Rider,  E.  E. 

Santa  Barbara,  Calif. 

Rider,  Larry  D. 

2425  South  St. 

Ritter,  Jerome 

1107  Fed.  Sec.  Bldg. 
Rogers,  E.  A. 

1635  So.  26th  (Saunders 
Co. 

Rogers,  F.  L. 

805  Sharp  Bldg. 

Rose,  Forrest  I. 

916  Sharp  Bldg. 

Rosenbaum,  C.  L. 

Veterans  Hospital 
Rowe,  E.  W. 

1037  Sharp  Bldg. 

Royal,  P.  A. 

5515  South  St. 

Sanderson,  D.  D. 

914  Stuart  Bldg. 

Scott,  E.  A. 

600  South  74th 
Sharrar,  Lynn 
719  Sharp  Bldg. 

**Sheldon,  Keith  W. 

Ft.  Washington,  Pa. 
Sherfey,  Carl 

1029  Sumner  St.  (Hall  Co.) 
Smith,  A.  L. 

1001  Fed.  Sec.  Bldg. 

Smith,  A.  L.,  Jr. 

1001  Fed.  Sec.  Bldg. 

Spieler,  F.  B. 

2675  Colonial  Drive 
(Seward  Co.) 

Spradling,  F.  L. 

State  Hospital 
Stafford,  G.  E. 

923  Sharp  Bldg. 

Stapleton,  H.  B. 

Hickman,  Nebr. 

Stein,  Robert  J. 

308  Sec.  Mutual  Bldg. 
Stewart,  H.  C. 

Albany,  N.  Y. 

Still,  R.  M. 

417  Woodmen  Accident 
Stone,  Frank  P. 

1104  Sharp  Bldg. 

Strader,  R.  M. 

308  Sec.  Mutual  Bldg. 
Taborsky,  A.  F. 

380  Sec.  Mut.  Bldg. 

Tanner,  Frank  H. 

2929  So.  29th 
Taylor,  H.  A. 

4728  St.  Paul 
Taylor,  J.  D. 

4728  St.  Paul 
*TeaI,  F.  F. 

910  Sharp  Bldg. 

Teal,  Fritz,  Jr. 

309  Sharp  Bldg. 

Thierstein,  Sami.  T. 

800  So.  13th 
Thomas,  J.  W. 

3200  Sheridan 
Thompson,  J.  C. 

707  Fed.  Sec.  Bldg. 

Thomson,  J.  E.  M. 

1104  Sharp  Bldg. 


THIRD  DISTRICT 

W.  E.  SHOOK,  Councilor 


Penner,  Elmer  L. 
Penner,  H.  G. 
Penner,  L.  E. 

Deceased  3-25-47 
Rathbun,  Sanford  M. 
Taylor,  R.  W. 
Waddell,  J.  C. 
Waddell,  W.  W. 
Wildhaber,  Wm.  T. 

BLUE  SPRINGS— 
Warner,  E.  A. 

CORTLAND— 

Schowengerdt,  F.  T. 

FILLEYf— 

Hodam,  J.  A. 


LIBERTY— 

Bachle,  E.  P. 
ODELL— 

Rice,  C.  E. 
WYMORE— 

Elias,  Francis 
Nelson,  J.  C. 

Thomas,  C.  W. 
HANOVER,  KANSAS— 
Hurtig,  H.  G. 

PAWNEE 

PAWNEE  CITY— 
Anderson,  A.  B.,  Jr. 
Boyer,  W.  R. 


Thorough,  Paul 

1027  Sharp  Bldg.  (Otoe 
Co.) 

Underwood,  G.  R. 

805  Sharp  Bldg. 

Walker,  G.  H. 

412  Ins.  Bldg. 

Walsh,  John  S. 

Veterans  Hospital 
Warner,  Ruth 
909  Stuart  Bldg. 

Webb,  A.  H. 

1614  N Street 
Webster,  F.  S. 

1104  Sharp 
Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

1037  Stuart  Bldg. 
Whitham,  Roy  H. 

909  Stuart  Bldg. 
Whitlock.  H.  H. 

805  Sharp  Bldg. 
Wiedman,  E.  V. 

315  First  Natl.  Bk.  Bldg. 
Williams,  J.  B. 

1226  C Street 
Wilson,  Nat  J. 

Veterans  Hospital 
Wolters,  S.  L. 

935  Stuart  Bldg. 

Wood,  Maynard  A. 

1037  Stuart  Bldg, 
Woodward,  J.  M. 

910  Sharp  Bldg. 

Wright,  F.  T. 

943  Stuart  Bldg. 
Youngman,  R.  A. 

1037  Stuart  Bldg. 

Zemer,  S.  G. 

949  Stuart  Bldg. 
Zinneman,  Helmut 
805  Sharp  Bldg. 

CASS 

AVOCA— 

Brendel,  J.  W. 
ELMWOOD— 

Liston,  Howard  E. 

Liston,  O.  E. 
LOUISVILLE— 

Worthman,  H.  W. 
MURRAY— 

Tyson,  R.  W. 

NEHAWKA— 

Anderson,  R.  R. 

PLATTSMOUTH— 

Brendel,  R.  F. 

WEEPING  WATERr- 
Kunkel,  L.  N. 

OTOE 

NEBRASKA  CITY— 
Burbridge,  Glenn  R. 
Edmonds.  Wm. 

Ewing,  Ben  E. 

Kenner,  W.  C. 

MacVean,  M.  M. 

Mclllece,  Raymond  C. 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 

Weeks,  T.  L. 

Zimmerer,  C.  G. 

OTOE— 

Dieter,  L.  D. 

Formanack,  C.  J. 

SYRACUSE— 

Wahl,  J.  W. 

Williams,  C.  R. 


**Harmon,  L.  D. 

Stewart,  H.  C. 
**Lowe,  DeWitt  S. 
Korea 

TABLE  ROCK— 
*McCrea,  E.  L. 

NEMAHA 

AUBURN— 

Cline,  Edgar 
Irvin,  I.  W. 
Krampert,  F.  L. 
Scott,  Paul  M. 
Tushla,  F.  M. 
PERU— 

Pollard,  Chas.  W. 
Thomson,  Bertha  M. 
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RICHARDSON 

FALLS  CITY— 

Brennan,  Louis  A. 
Cowan.  S.  D. 

Gillespie,  J.  C. 

Hustead,  C.  L. 

Ketter,  W.  D. 


CUMING 

BANCROFT— 
Francis,  H.  W. 
Hughes,  W.  T. 
WEST  POINT— 
Anderson,  A.  W. 
Harrison.  Merle  A. 
Taylor,  Bowen  E. 

Rochester,  Minn. 
Thompson,  I.  L. 
Vincent,  J.  W. 
WISNER— 

Hansen,  Warren  D. 

PIERCE 

OSMOND— 

Mailliard,  A.  E. 
PIERCE— 

Calvert,  John  H. 
Devers,  W.  I. 
PLAINVIEW— 
Johnson,  M.  A. 

KNOX 

CREIGHTON— 
Burrell,  R.  H. 
Wright,  W.  E. 

BLOOMFIELD— 
Kohtz,  R.  H. 
Carrig,  M.  H. 

CROFTONl— 

Swift,  C.  H. 

NIOBRARA— 

Neil,  Stanley  Roy 


DODGE 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Buchanan,  A.  E. 

Byers,  R.  C. 

Byers,  Robert  C.,  Jr. 
Fasser,  A.  O. 

Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H. 

Heine,  W.  H. 

Hill,  W.  H. 

Jakeman,  Harry  A. 
Mallory,  E.  F. 

Moore,  C.  G. 

Merrick,  A.  J. 

Morrow,  H.  H. 

Morrow,  H.  N. 

Reeder,  Grant 
Seiver,  Charlotte 
Van  Metre,  R.  T. 
Wengert,  D.  B. 
HOOPER— 

Heine,  C.  D. 
SCRIBNER— 

Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Bloch,  D.  M. 

Davies,  R.  A. 


BUTLER 

BELLWOOD— 
*Matheny,  Z.  E. 
DAVID  CITY— 
Burdick,  D.  E. 
Ekeler,  Louis  J. 
Heiser,  E.  N. 
DWIGHT— 

Srb,  J.  J. 


Lennemann,  Ernest 
Miner,  H.  R. 
Shepherd,  Wm. 
Wilson,  M.  L. 
HUMBOLDT— 

Heim,  H.  S. 
Stappenbeck,  A.  P. 
♦Waggoner,  J.  A. 


SHUBERT— 

Shook,  W.  E. 
WADSWORTH,  KANSAS 
Hinkle,  Warren  I. 

JOHNSON 

STERLING— 

♦Turner,  J.  W. 


FOURTH  DISTRICT 

G.  E.  PETERS,  Councilor 


WAUSA— 

Johnson,  R.  E. 

MADISON 

BATTLE  CREEK— 
Rudloff,  F.  X. 
MADISON- 
Bruce,  J.  J. 
Campbell,  Stuart  D. 
Garner,  F.  L. 
Palmateer,  H.  R. 
MEADOW  GROVE 
Barr,  Robert  E. 
NEWMAN  GROVE— 
♦Frink,  F.  L. 

Jensen,  Frank 
NORFOLK— 

Barnes,  P.  L. 

Barry,  A.  C. 

Brauer,  S.  H. 

Brush,  E.  L. 
Charlton,  Geo.  E. 
Conwell,  G.  D. 
Cornish,  J.  A. 
Famer,  B.  R. 
Howley,  A.  N. 
Ingham,  Chas.  G. 
Johnson,  L.  A. 
Lytton,  Geo.  J. 
Pollack,  F.  A. 

Salter,  Geo.  B. 
Sandritter,  G.  L. 
Schwedhelm,  A.  J. 
Slaughter,  Earl  C. 
Slaughter,  Guy  P. 
Stark,  Lucien 
Stewart,  Geo.  J. 
Surber,  E.  G. 


Verges,  C.  J. 

Verges,  Val  C. 
TILDEN— 

Barr,  Carl  C. 
Salsburg,  H.  E. 

STANTON 

PILGER— 

Reid,  J.  D. 
STANTON— 

Allen,  S.  G. 

Tennant,  H.  S. 

ANTELOPE 

CLEARWATER— 
Bennie,  J.  W. 
ELGIN— 

Graham,  W.  W. 
NELIGH— 

Curtis,  E.  E. 
Harrison,  U.  S. 
ORCHARD— 

Fletcher,  D.  L. 
Fletcher,  W.  G. 

CEDAR 

COLERIDGE 
Dewey,  F.  G. 
HARTINGTON— 
Dorsey,  F.  P.,  Jr. 
♦Dorsey,  F.  P.,  Sr. 
Kovar,  J.  D. 
LAUREL— 

Carroll,  R.  P. 
RANDOLPH— 

♦Cook,  A.  E. 


FIFTH  DISTRICT 

W.  R.  NEUMARKER,  Councilor 


BLAIR— 

Goehring,  W.  E. 
Howard,  C.  D. 
Nielsen,  Morris 
Pedersen,  A.  M. 
Seivers,  Rudolph 

MERRICK 

CENTRAL  CITY— 
Benton,  J.  E. 

Deceased  4-22-47 
Brown,  A.  D. 

Fouts,  F. 

Holmes,  Lee  C. 
Zikmond,  E.  T. 
CLARKE— 

Douglas,  R.  R. 
PALMERl— 

Racines,  J.  Y. 

COLFAX 

CLARKSON— 

Brown,  James  M. 
Kavan,  W.  J. 
HOWELLS— 

Myers,  H.  Dey 
LEIGH— 

Eby,  C.  D. 

Kuper,  H.  D. 
SCHUYLER— 

Kavan,  Lucien  Cyril 


Kolouch,  F.  G. 
Kolouch,  Fred 
Uni.  of  Minn. 
Koory,  S.  B. 

Myers,  H.  Dey,  Jr. 

BOONE 

ALBION— 

Davis,  J.  E. 

McNeil,  John  S. 
Smith,  J.  W.  B. 
CEDAR  RAPIDS— 
Reeder,  W.  J. 

ST.  EDWARD— 
Sullivan,  G.  W. 

BURT 

CRAIG— 

Allen,  J.  G. 
DECATUR— 

Williams,  Harry  G. 
LYONS— 

Hayes,  C.  B. 

(Buffalo  Co.) 
Heacock,  F.  M. 
OAKLAND— 

Benson,  H.  W. 
Tibbels,  R.  H. 
TEKAMAH— 

Lukens,  I. 

Morrow,  L. 


SIXTH  DISTRICT 

C.  W.  WAY,  Councilor 


RISING  CITY— 
Lopgacre,  O.  E. 

SEWARD 

BEAVER  CROSSING— 
Hille,  C.  F. 

MILFORD— 

DeOgny.  P.  A. 


Hill,  W.  Ray 
(Saunders  Co.) 
Spieler,  F.  B. 

SEWARD^— 

Carr,  J.  W. 
Clarke,  H.  D. 
Morrow,  B.  E. 
♦Morrow,  J. 


TECUMSEH- 
Lanspa,  J.  A. 

Van  Ackeren,  Eugene  G. 
Peters,  R.  M. 

VESTA— 

♦Zeigler,  Chas.  H. 


Gleason,  B.  F. 

Peters,  G.  E. 

DIXON 

EMERSON!— 

Avakian,  E.  V. 

NEWCASTLE— 
Richards,  R.  C. 

PONCA— 

Bray,  R.  E. 

THURSTON 

PENDER— 

Buhl,  C.  E. 

Pierson,  C.  A. 

WALTHILL— 

Graham,  J.  R. 

DAKOTA 

SOUTH  SIOUX  CITY  — 
Larsen,  A.  A. 

Schnee,  B. 

WAYNE 

WAYNE— 

Benthack,  Walter 
Coe,  C.  M. 

♦Ingham,  C.  T. 

107  So.  Chapel  Ave. 
Alhambra,  Calif. 
Matson,  Roy  M. 
WINSIDE— 

Craig,  D.  O. 


Sauer,  L.  E. 

Wood,  M. 

PLATTE 

COLUMBUS— 

Allenburger,  C.  A. 
Anderson,  R.  C. 
Brillhart,  E.  G. 
Campbell,  C.  H. 
Evans,  James  N. 
James,  M.  C. 
Koebbe,  E.  E. 
McGowan,  P.  H. 
Martyn,  D.  T. 
Meyer,  J.  E. 
Morrow,  F.  H. 
Neumarker,  W.  R. 
DUNCAN— 

Cyphers,  F.  B. 
HUMPHREY 
Abts,  A.  W. 
PLATTE  CENTER— 
Bald,  A.  A. 

NANCE 

FULLERTON1— 
Granden,  H.  W, . 
King,  H.  E. 

Slovik,  Ed  R. 
GENOA— 

Dalton,  Kenneth  R. 
Davis,  Homer 
Williams,  C.  D. 


Smith,  Richard  D. 
Stanard,  John  T. 

SAUNDERS 

ASHLAND— 

Baer,  B.  H. 

Packer,  J.  M. 
Williams,  Martin  P. 
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CEDAR  BLUES— 
*Stuart,  A.  E.  ' 

CERESCO— 

Noyes,  W.  W. 

MORSE  BLUFF— 

Hubenbecker,  J.  C. 
PRAGUE— 

Kasper,  J.  E. 
WAHOO— 

French,  Ivan  M. 
Lathrop,  M.  E. 


SALINE 

CRETE— 

Forney,  L.  W. 
Homan,  Richard  W. 
Huber,  Paul  J. 
Simicek,  Victor 
Stejskal,  F.  J. 
DEWITT— 

Runty,  H.  D. 

(Gage  Co.) 
FRIEND— 

Hamilton,  F.  T. 
Johnson,  R.  K. 
TOBIAS— 

Blattspieler,  A.  C. 
Henricks,  E.  J. 

WESTERN— 

DuVall,  Geo.  R. 

WILBUR— 

Kirchman,  R.  C. 

Des  Moines,  la. 
Travnicek,  F.  G. 


BOYD 

LYNCH— 

Kriz,  R.  E. 

SPENCER— 
Bradley,  E.  B. 


SHERIDAN 

GORDON;— 

Wanek,  Frank 
(Hamilton  Co.) 


Lauvetz,  J.  F. 
Way,  Charles 
YUTAN— 

Friesen,  H.  F. 

YORK 

YORK— 

Bell,  H.  O. 

Bell,  J.  S. 
Greenberg,  B.  N. 
Harry,  R.  E. 
Karrer,  Robert  E. 
Kilgore,  W.  S. 
Root,  B.  A. 


HAMILTON 

AURORA— 

Steenburg,  D.  B. 
Steenburg,  E.  K. 
Woodard,  J.  M. 

GILTNER— 

Marvel,  P.  O. 

HAMPTON— 

Troester,  O.  M. 

MARQUETTE- 
Weaver,  R.  L. 

Cumberland,  Iowa 


SEVENTH  DISTRICT 

A.  A.  ASHBY,  Councilor 


THAYER 

ALEXANDRIA— 
Tucker,  J.  Guy 
*Newell,  H.  J. 

Deceased  5-4-47 

BYRON— 

Decker,  R.  F. 

CARLETON— 

Douglas,  V.  D. 

CHESTER— 

Mullikin,  D.  B. 

DESHLER— 

Reed,  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON^ 

Panter,  S.  G.,  Jr. 
Penry,  R.  E. 

NUCKOLLS 

NELSON— 

Ingram,  J.  E. 


SUPERIOR— 

McMahon,  C.  G. 

Mason,  C.  T. 
Trowbridge,  J.  A. 
Webman,  A.  I. 

FILLMORE 

FAIRMONT— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

GENEVA— 

Bixby,  J. 

Hickman,  J.  C. 

MILLIGAN— 

Smrha,  V.  V. 

LUBBOCK,  TEXAS— 

Wegener,  Karl  F.  E. 

U.  S.  Vet.  Adm. 

NORTHAMPTON,  MASS, 
Albertson,  Miriam  A. 
58  Paradise  Rd. 


EIGHTH  DISTRICT 

R.  R.  BRADY,  Councilor 


HAY  SPRINGS— 
Swenson,  S.  A. 

. Wolf,  W.  K. 
RUSHVILLE— 

Crum,  H.  V. 

Hook,  R.  L. 

BROWN 

AINSWORTH— 

Brady,  R.  R. 

Lear,  W.  D. 

Rasch,  A,  G. 


ROCK 

BASSETT— 

Panzer,  H.  J. 

CHERRY 

VALENTINE— 

Compton,  A.  N. 
Deakin,  Thos.  W. 
Farner,  John 
Johnson,  Wilber  Ed 
Reeder,  R.  C. 


POLK 

OSCEOLA— 
Eklund,  H.  S. 
Kelley,  D.  T. 

SHELBYI— 

Delfs,  Richard  C. 

STROMSBURG— 
Anderson,  C.  L. 
Blome,  W.  N. 


JEFFERSON 

DAYKIN— 

Humphrey,  H.  H. 
FAIRBURY— 

Cassel,  R.  L. 

Heath,  Geo.  A. 

Hughes,  D.  O. 

Kantor,  D.  B. 

Luce,  R.  P. 

**Lynch,  Geo.  M. 

Lynch,  J.  H. 

Powell,  M.  J. 

CLAY 

SUTTON— 

Nuss,  H.  V. 

ONG— 

Asa,  O.  C. 

DENVER,  COLO.— 
Nutzman,  C.  L. 

HURLEY,  NEW  MEXICO— 
Pinckney,  C.  E. 


HOLT 

ATKINSON— 
Douglas,  W.  J. 
McKee,  N.  P. 
CHAMBERS— 

Gill,  James  W. 
O’NEILL— 

Brown,  J.  P. 
French,  O.  W. 
STUART— 

Clark,  F.  J. 


NINTH  DISTRICT 

C.  H.  SHEETS,  Councilor 


HALL 

GRAND  ISLAND— 
Anderson,  John  S. 
Arrasmith,  W.  J. 
Bartholomew,  W.  S. 
Campbell,  John  F. 
Cowger,  R.  C. 

(Adams  Co.) 

DeMay,  G.  H. 

DeMay,  Geo.  Hal,  Jr, 
Farnsworth,  Earle 
Geer,  Robert  R. 
Hombach,  W.  H. 
Johnson,  Earle  G. 
McDermott,  K.  F. 
McGrath,  Wilmer  D. 
McGrath,  Wm.  M. 
Maggorie,  Carl  H. 
Martin,  R.  D. 
Newman,  J.  C. 
(Lincoln  Co.) 
*Phelan,  L.  D. 

Chicago,  111. 
Proffitt,  J.  Alfred 
Reilly,  John  V. 

Royer,  Howard 
Ryder,  Frank 
Synhorst,  A.  P. 
Watson,  Donald 
Watson,  E.  A. 
Woodin,  J.  G. 
Woodruff,  Bradley 
Woodruff,  R.  C. 
Deceased  9-9-47 

WOOD  RIVER— 

Molzahn,  A.  J. 


BUFFALO 

ELM  CREEK— 
Laughlin,  J.  W. 
GIBBON— 

Protzman,  Frank  W. 
KEARNEY^— 

Bancroft,  B.  R. 
Edwards,  C.  B. 
Elliott,  Thos.  S. 

Enos,  A.  A. 

Gibbons,  C.  K. 
Hansen,  H.  C. 

Jester,  R.  F. 

Johnson,  O.  D. 
Johnston,  R.  S. 
Knight,  F.  E. 

Louisville,  Ky. 
Nutzman,  Wm. 
Rankin,  Emmett  C. 

New  Britain,  Conn. 
Rose,  W.  E. 

Smith,  Harold  V. 
Staley,  Sanford  O, 
Wilcox,  M.  B. 
RAVENNA— 

Dickinson,  L.  E.,  Sr. 
Ehlers,  O.  C. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 
ARNOLD— 

Burnham,  F.  A. 

Deceased  4-6-47 
Dunn,  J.  E. 


BROKEN  BOW— 

Bowman,  C.  L. 
Carothers,  P.  H.  J. 
Erickson,  G.  T. 
Koefoot,  Theo. 

Koefoot,  Theo.,  Jr. 
Pennington,  G.  E. 
CALLAWAY— 

Bryson,  R.  D. 
SARGENT— 

McDaniel,  V.  S. 

HOWARD 

ST.  PAUL— 

Arnold,  M.  O. 

Hanisch,  E.  C. 

Imes,  Loren  E. 
WASHINGTON,  D.  C.— 
Hynes,  W.  P. 

3700  Nuss  Ave.  NW 

GREELEY 

GREELEY— 

Brannen,  J.  L. 
SCOTIA— 

Lewis,  James  E. 
(Howard  Co.) 
SPALDING^ 

Giever,  J.  C. 

Deceased  8-8-47 
Mutz,  A.  E. 

Sullivan,  M.  M. 
WOLBACH— 

Holm,  A.  H. 

(Howard  Co.) 


DAWSON 

COZAD- 

Fochtman,  L.  H. 
Hranac,  Chas.  Eugene 
Sheets,  C.  H. 
EDDYVILLE)— 

Kile,  J.  B. 

GOTHENBURG— 
Harvey,  H.  M. 

Pyle,  B.  W. 

Stevenson,  E.  C. 

LEXINGTON— 
Anderson,  A.  W. 
Ayres,  Maurice  J. 
Batty,  John  L. 
Dorwart,  H.  E. 
Dorwart,  T.  Y. 

Norall,  V.  D.  ^ 

Olsson,  P.  Bryant 
Wycoff,  R.  S. 

HOOKER 

MULLEN— 

Walker,  D.  A. 

(Lincoln  Co.) 

VALLEY 

NORTH  LOUP— 
Hemphill,  W.  J. 

ORD— 

Barta,  F.  A. 

Miller,  C.  J. 

Weeks,  C.  W. 
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MEMBERSHIP  ROSTER 


Nebr.  S.  M.  Jour. 
January,  1948 


GARFIELD 

BURWELI^ 

Cram,  Roy  S. 

Smith,  E.  J 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 
♦Boren,  A.  J. 

Brown,  J.  W. 

Charlton,  Geo,  Paul 
Cushing,  R,  L, 
DeBacker,  L,  J, 

Egen,  L.  F. 

Feese,  J,  P. 

Foote,  C.  M, 

Foote,  D,  B, 

Foote,  E.  C. 

Guildner,  G,  W. 
Harrington,  A,  E. 
♦Jones,  S.  J. 

Deceased  5-26-47 
Kingsley,  D.  W. 
Kostal,  O.  A. 

Latta,  E,  J, 

Maco,  John  L. 
McMillon,  John  A, 
Morrow,  C,  W, 

Pinney,  Geo.  L. 

Rork,  L.  W. 

Schaefers,  Richard  H. 
Shaw,  W.  L. 

Smith,  A.  A. 

Uridil,  C.  F. 

Uridil,  J.  E. 

Weber,  C.  R. 

Wegman,  Wm.  M. 
INGLESIDE— 

Coats,  Edwin  A. 
Davies,  D.  M. 

♦Laird,  C,  R. 

Deceased  7-4-47 
Marx,  Johann  R. 

Denver  7,  Colo. 
Nash,  L.  R. 

Neilsen,  J.  C. 
O’Donnell,  H.  J, 

Roley,  L.  C. 


LINCOLN 

BRADY— 

Schneider,  A,  L. 

NORTH  PLATTE— 
Anderson,  Joel 
Callaghan,  A,  J, 
Clarke,  H.  L. 

Dent,  G,  B. 

Dent,  T.  E. 

Drasky,  Stanley 
Fetter,  E,  W, 
Heider,  C.  F, 

Kerr,  T,  J, 
Kreymborg,  O.  C. 
McDonald,  H,  A, 


SCOTTS  BLUFF 

GERING— 

Gentry,  W.  Max 
Gentry,  W,  J. 

Harvey,  W,  C. 

Holmes,  Wm,  E. 

Shike,  W,  E, 

Wiley,  Stuart  Paul 
MIN AT ARE— 

Karrer,  R,  W, 
MITCHELL— 

Johnson,  Myron  C, 
Ohme,  Kenneth 
Watson,  C,  R. 
MORRILL— 

Prentice,  O,  D. 
SCOTTSBLUFF— 

Baker,  Ellis  E, 

Baker,  Paul  Q. 
Campbell,  Louis  S. 

Ann  Arbor,  Mich, 
Dunham,  L.  H. 

Deceased  .3-15-47 
Frank,  Carl  L. 

Franklin,  W.  S. 


SHERMAN 

LITCHFIELD— 
Rydberg,  C,  A. 
(Custer  Co.) 


LOUP  CITY— 
Amick,  C.  G. 

(Custer  Co.) 
Knauff,  Harry  A. 


TENTH  DISTRICT 

H.  S.  ANDREWS,  Councilor 


KENESAW— 
Nowers,  W.  E. 


FRANKLIN 

BLOOMINGTON— 
♦Sparks,  M.  L. 
CAMPBELL— 

McNeill,  L.  S. 
FRANKLIN— 

Bratt,  Mary 
Nail,  F.  E. 

Rosenberg,  D.  S. 

Smith,  Hal  C. 

HARLAN 

ALMA— 

Bartlett,  W.  C. 

Kerr,  R,  H, 
ORLEANS— 

McGrew,  K,  C. 

WEBSTER 

BLUE  HILL— 

O’Neill,  S,  H, 

GUIDE  ROCK— 

Reed,  H,  S, 

RED  CLOUD— 

Bennett,  Wilber  Keith 

RED  WILLOW 

McCOOK— 

DeMay,  G,  A, 

Dickinson,  L,  E,,  Jr, 
Donaldson,  J,  H, 

James,  L.  D. 

Jones,  R.  T. 

Karrer,  F,  M. 
Leininger,  E.  F. 
Morgan,  D,  H, 


Willis,  J.  M, 

Shank,  F.  W, 

DUNDY 

BENKELMAN— 

Lewis,  N.  H. 
Morehouse,  G,  A, 
Premer,  J,  F. 

CHASE 

IMPERIAL— 

Day,  Robert  Jerome 
Hoffmeister,  G,  F. 
Smith,  Fay 
WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

PALISADE— 

Fellers,  A.  B. 

(Hayes  Co.) 
STRATTON — 

Brown,  L.  B. 
TRENTON— 

Prest,  J.  E. 

FRONTIER 

CURTIS— 

Magill,  Van  H. 
EUSTIS— 

Rosenau,  O.  P. 
(Dawson  Co.) 
MAYWOOD— 

Mills,  B.  I. 

KEARNEY 

MINDEN— 

Abbott,  C,  E, 

(Adams  Co.) 


ELEVENTH  DISTRICT 

HARVEY  L.  CLARKE,  Councilor 


McGraw,  Harriett 
Millhouse,  J.  H. 

Seattle,  Wash. 
Redfield,  J.  B. 
Reeves,  A.  E. 
Shaughnessy,  E.  J. 
Stevenson,  Ed 
Tekenaga,  R.  T. 
Valentine,  L.  F. 
Walker,  H.  H. 
Waltemath,  G.  F. 

SUTHERLAND— 
Moore,  Harlan  E. 

DALLAS,  TEXAS— 
Selby,  C.  A. 


LOGAN 

STAPLETON— 

Carr,  E.  F. 

(Lincoln  Co.) 

DEUEL 

BIG  SPRINGS— 
Baker,  Howard 
CHAPPELL— 

Colman,  A.  C. 

GARDEN 

LEWELLEN— 
♦Morris,  D.  F. 

Deceased  1-21-47 
Vesely,  Francis  V. 


TWELFTH  DISTRICT 

TED  RIDDEL,  Councilor 


Hanna,  Joe  T. 
Herhahn,  Frank  T. 
Hodnett,  W.  P. 
Hudgel,  L.  E. 
Kleeberger,  R.  I. 
Krieg,  Jacob,  Jr. 

(Lancaster  Co.) 
Lovett,  Ivan  C. 

Malott,  R.  J. 

♦Plehn,  F.  W. 
Rasmussen,  N.  H. 
Riddell,  Ted  E. 
Rosenau,  John  A. 
Schrock,  J.  B. 

Stoops,  J.  N. 

BOX  BUTTE 

ALLIANCE— 

Broz,  J.  S. 

Burnham,  A.  G. 

Hand,  Geo.  J. 
Johnston,  G.  F. 
Kennedy,  J.  F. 

Kuncl,  Joseph  K. 
Morgan,  R.  J. 

Seng,  O.  L. 


Slagle,  C.  E. 

Sorensen,  C.  N. 
Suegang,  F.  P. 
Whitehead,  E.  I. 
Wilcox,  C.  W. 

(Custer  Co.) 

DAWES 

CHADRON— 

Courshon,  A.  J. 

De  Flon,  Eric  G. 
Griot,  A.  J. 

Hoevet,  L.  H. 

Pierce, C.  M. 

Sinclair,  Roy  D. 
CRAWFORD— 

Ivins,  R.  L. 

CHEYENNE 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Babbitt,  Clifford  H. 
Bush,  Stuart  K. 
Denver,  Colo. 


GRANT 

HYANNISl—  ' 
Howell,  W.  L. 
(Box  Butte  Co.) 


Abbott,  Hodson  A. 

(Buffalo  Co.) 
Andrews,  H.  S. 

(Adams  Co.) 

Peck,  Willard  R. 
(Adams  Co.) 

FURNAS 

BEAVER  CITY— 

Lull,  C.  C. 

CAMBRIDGEi— 
Minnick,  Clarence 
Stearns,  H.  I. 

OXFORD— 

Evans,  C.  D.,  Jr. 
Smith,  A.  J. 

(Phelps  Co.) 

GOSPER 

ELWOOD— 

Clark,  G.  A. 

(Dawson  Co.) 

PHELPS 

BERTRAND— 

Clark,  G.  W. 

Fresner,  Henry  D. 
Chicago,  111. 

HOLDREGE— 

Best,  Robert 
Brewster,  Donald  E. 
Brewster,  F.  A. 
Brewster,  F.  W. 
Jones,  Donald  W. 
McConahay,  H.  A. 
Peterson,  'Theo.  A. 
Reiner,  Walter  M. 
Shreck,  W.  A. 


OSHKOSH— 

Morris,  Geo.  H. 
Seng,  W.  G. 

PERKINS 

GRANT— 

Bell,  F.  M. 
Colglazier,  E.  E. 

KEITH 

OGALLALA— 

Harvey,  E.  A. 
McFee,  John  L. 
Vandiver,  H.  A. 
Weyer,  S.  M. 


Bitner,  C.  U. 

Cook,  Hull  A. 
Dorwart,  Clinton  B. 
Grimm,  B.  H. 

Roche,  R.  E. 

KIMBALL 

KIMBALI^ 

Bartos,  Paul 
Manganaro,  C.  J. 
Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Doher,  T.  L, 

(Scotts  Bluff  Co.) 
Pugsley,  G.  W.,  Jr. 
Pugsley,  G.  W.,  Sr. 
(Scotts  Bluff  Co.) 
(Deceased  3-23-47) 
BRIDGEPORT— 
Blackstone,  H.  A. 

(Scotts  Bluff  Co.) 
Sprodling,  R.  L. 
(Hall  Co.) 
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STATE  HEALTH  DEPARTMENT 

NEWS  NOTES 

Dr.  Fred  Long  of  the  State  Department  of  Health 
has  been  appointed  director  of  the  City-County 
Health  Department,  Lincoln.  He  succeeds  Dr. 
Corinne  Eddy,  who  resigned  on  October  3. 

Dr.  Long  has  been  directing  the  preventable  dis- 
ease control  work  of  the  State  Department  of 
Health  and  has  been  acting  director  of  the  Division 
of  Venereal  Disease  Control.  He  has  been  with  the 
Department  since  February,  1938,  except  for  the 
time  he  served  in  the  Army. 

Dr.  Long  spent  17  months  with  the  South  Pacific 
Headquarters  Command,  being  Chief  of  Preventive 
Medicine  for  the  Service  Command.  He  also  served 
in  the  Philippines,  later  going  to  Japan.  Holding 
the  rank  of  lieutenant  colonel,  he  returned  to  the 
State  Department  of  Health  in  February,  1946. 

The  Board  of  Health  was  unanimous  in  its  choice 
of  Dr.  Long  for  the  directorship  of  the  City-County 
Health  Department,  Lincoln. 


Mr.  Verne  A.  Pangbom  of  Des  Moines,  Iowa,  has 
been  selected  to  direct  Nebraska’s  hospital  program 
as  assistant  to  W.  S.  Petty,  M.D.,  Director  of 
Health.  He  assumed  directorship  on  November  1, 
1947. 

For  the  past  year  Mr.  Pangborn  has  directed  and 
supervised  the  Iowa  Hospital  Survey  and  Planning 
Program,  and  developed  initial  rules  and  regula- 
tions governing  the  operation  of  nursing  homes. 

Prior  to  October,  1946,  Mr.  Pangbom  had  served 
9%  months  as  business  manager  of  Coe  College, 
Cedar  Rapids,  and  had  previously  served  12  years 
in  an  assistant  administrative  capacity  to  the  Iowa 
University  Hospital,  Iowa  City,  under  the  direct 
supervision  of  R.  E.  Neff,  University  of  Iowa  Hos- 
pitals Administrator. 

Training  for  his  activities  was  obtained  by  re- 
ceiving his  degree  from  Coe  College,  Cedar  Rapids, 
in  1927,  followed  by  a year  of  hospital  administra- 
tive training  in  all  departments  of  the  University 
of  Iowa  Hospitals. 

Nebraska  indeed  feels  fortunate  in  obtaining  a 
director  with  this  extensive  hospital  background 
to  aid  the  state  in  developing  a well-planned  pro- 
gram of  hospital  services  to  Nebraska  people.  Mr. 
Pangbom  is  married  and  has  three  children. 


Just  received  6,000  units  of  blood  plasma  for  use 
of  hospitals  and  for  private  physicians  who  do  not 
have  close  contact  with  hospitals.  The  plasma  is 
in  two  amounts:  units  that  correspond  to  one  pint 
of  liquid  blood,  and  units  corresponding  to  two 
pints  of  liquid  blood. 

This  plasma  was  prepared  from  blood  contributed 
by  the  citizens  of  America  for  use  with  the  armed 
forces.  The  supply  was  not  all  used,  so  it  is  being 
given  back  to  the  communities  without  charge,  to 
those  who  gave  it  for  military  use.  It  is  distributed 
by  the  American  Red  Cross  to  the  State  Depart- 
ment of  Health  and  through  the  Army  to  hospitals 
and  physicians. 


H.  E.  Eggers,  M.D.,  of  Omaha,  has  been  appoint- 
ed Director  of  the  Cancer  Control  Division  of  the 
Nebraska  State  Department  of  Health,  Dr.  W.  S. 


Petty,  Director  of  the  State  Department  of  Health, 
reports.  Dr.  Eggers  recently  retired  from  the  Uni- 
versity of  Nebraska  Medical  College  where  he  had 
been  professor  of  Pathology  for  the  past  30  years. 
The  State  Department  of  Health,  in  cooperation 
with  the  Cancer  Committee  of  the  Nebraska  State 
Medical  Association,  and  the  American  Cancer  So- 
ciety, plan  to  establish  central  cancer  registry  in 
the  State  Health  Department  office. 

Eight  tumor  clinics  have  been  established  in  the 
state.  These  tumor  clinics  will  be  held  monthly 
at  Alliance,  Beatrice,  Grand  Island,  Norfolk,  North 
Platte,  Lexington,  McCook  and  Scottsbluff.  At 
each  of  these  tumor  clinics  when  patients  are  sus- 
pected of  having  cancer,  the  physicians  are  able  to 
refer  these  patients  to  any  one  of  the  tumor  clinics. 
Each  of  the  clinics  held  will  be  staffed  by  special- 
ists and  will  provide  consultant  services  to  the 
physicians  referring  patients  to  the  tumor  clinic, 
both  for  the  diagnosis  and  recommended  treatment 
of  the  physician’s  case,  thus  bringing  the  advice 
of  specialists  within  reach  of  as  many  patients 
as  the  clinics  are  able  to  accommodate. 

Deaths  from  cancer  is  the  second  cause  of  deaths 
in  Nebraska.  Heart  disease  is  first.  Approximate- 
ly 1,700  persons  die  from  cancer  in  Nebraska  each 
year.  Cancer,  if  diagnosed  early  and  treated  early, 
in  many  instances  can  be  cured. 

It  will  take  several  years  of  study  to  determine 
how  deaths  from  cancer  can  be  reduced.  It  is 
thought  that  with  early  diagnosis  and  treatment 
that  the  death  rate  of  cancer  in  Nebraska  can  be 
reduced. 


DEATHS 

Dr.  Gustave  William  Dishong,  born  in  1874. 
Graduated  from  Creighton  University  School  of 
Medicine  in  1907.  He  served  in  France  during  the 
first  World  War  with  Nebraska  Base  Hospital  49. 
He  was  discharged  as  a captain  in  the  Medical 
Corps.  He  was  head  of  the  Department  of  Neu- 
rology and  Psychiatry  at  Creighton  University 
School  of  Medicine  for  twenty  years  until  1939 
when  he  was  made  professor  emeritus.  Although 
in  poor  health  for  several  years  he  did  not  retire 
from  active  practice  until  October  8 when  he  en- 
tered St.  Joseph’s  Hospital  in  Omaha.  He  died  No- 
vember 24,  1947.  He  is  survived  by  his  daughter 
living  in  Maine. 

Dr.  Antony  Parsons,  Valley.  Born  in  Omaha, 
1877.  Graduated  from  Creighton  University  School 
of  Medicine  in  1910.  After  a lengthy  period  of 
postgraduate  work  in  this  country  and  in  England 
he  became  a medical  missionary  in  the  Belgian  Con- 
go in  West  Africa.  He  returned  to  the  United  States 
a few  years  later  and  located  at  Uehling,  Nebr. 
The  following  year  he  moved  to  Valley  where  he 
remained  in  practice  until  the  time  of  his  death. 
Dr.  Parsons  enjoyed  many  interests  and  being  of  a 
philosophic  turn  of  mind  he  took  part  in  many  civic 
activities.  Thus  for  many  years  he  taught  Sunday 
school  and  for  thirty-two  years  he  served  on  the 
school  board  of  his  district.  Ever  studious,  even  the 
last  few  years  of  his  life,  he  kept  pace  wnth  the 
medical  literature  and  had  an  astounding  store  of 
information  on  newer  developments  in  medicine. 
He  attended  county  society  meetings  regularly  until 
travelling  became  difficult  for  him.  He  maintained 
his  membership  in  the  Omaha-Douglas  County 
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Medical  Society  and  the  Nebraska  State  Medical 
Association  and  the  American  Medical  Association 
until  the  time  of  his  death,  November  25,  1947. 
Surviving  are  his  wife  and  daughter,  Mrs.  Charles 
Marsh  of  Valley. 

Dr.  William  H.  Crawford,  formerly  of  Omaha. 
Born  in  1889.  Graduated  from  Creighton  Univer- 
sity School  of  Medicine  in  1914.  He  located  in 
Rushville  where  he  remained  until  1933  when  he 
moved  to  Omaha.  Dr.  Crawford  served  in  World 
War  I and  was  called  into  service  again  for  World 
War  II.  He  served  in  Italy,  and  when  discharged 
from  the  army  be  entered  the  Veterans  Administra- 
tion. He  was  stationed  at  the  Administration  Hos- 
pital at  Jackson,  Miss.  He  died  November  25,  1947. 
Surviving  are  his  wife,  two  sons  and  two  daugh- 
ters. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


Thirty  members  attended  a dinner  and  meeting  of 
the  Southeast  Nebraska  Medical  Society  in  Beatrice, 
Friday  evening,  November  6.  The  following  pro- 
gram was  presented:  “Modem  Medical  Education” 
by  Dr.  Harold  C.  Lueth,  Dean  of  the  University  of 
Nebraska  Medical  College,  and  “Infections  of  the 
Urinary  Tract”  by  Dr.  William  Valk,  Professor  of 
Genital  Urinary  Diseases  at  the  University  of 
Kansas.  Dr.  H.  C.  Minor  of  Falls  City  was  reelect- 
ed president  and  Dr.  H.  M.  Hepperlen,  Beatrice, 
Secretary. 

At  the  Staff  Meeting  of  the  Mennonite  Hospital, 
in  Beatrice  on  Wednesday,  November  5,  the  follow- 
ing papers  were  presented:  Dr.  Leo  Anderson, 

“Surgery  in  Peptic  Ulcer;”  Dr.  C.  Robert  Hankins, 
“Office  Management  of  the  Diabetic;”  Dr.  Leroy 
Wm.  Lee,  “Hematuria.”  The  speakers  are  members 
of  the  Staff  of  the  University  of  Nebraska  College 
of  Medicine. 


The  Adams  County  Medical  Society  met  Decem- 
ber 3 at  the  Hastings  State  Hospital  in  Ingleside. 
Dr.  A.  E.  Harrington  of  Hastings  was  elected 
president.  He  succeeds  Dr.  J.  P.  Feese.  Others 
elected  were  Dr.  R.  H.  Schaefers,  vice  president; 
Dr.  G.  Paul  Charlton,  secretary.  Delegates  to  the 
State  Association  Convention  in  the  spring  are  Dr. 
Charlton,  Dr.  George  L.  Pinney  as  alternate.  Dr. 
L.  W.  Rork  was  reelected  censor. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  I.  C.  Munger  addressed  the  Lincoln  Rotary 
Club  in  November. 

Dr.  S.  A.  Lutgen  of  Wayne  attended  clinics  in 
Los  Angeles  in  November.  . 

Dr.  F.  L.  Gamer  addressed  the  Business  and  Pro- 
fessional Women’s  Club  in  Madison,  November  27. 

Dr.  Charlotte  P.  Seiver  addressed  the  Fremont 
Altrusa  Club  on  Socialized  Medicine  early  in  No- 
vember. 


Dr.  Herbert  Davis,  Omaha,  returned  recently 
from  a trip  east  where  he  visited  his  son  and 
daughter-in-law  in  Ithaca,  N.  Y. 

Dr.  Harold  C.  Lueth,  Dean  of  the  Medical  College 
of  University  of  Nebraska,  addressed  the  Fremont 
Kiwanis  Club  in  November  on  “Old  Age  Deferred.” 

Dr.  Meyer  Beber  of  Omaha  attended  a seminar 
under  the  auspices  of  the  American  College  of 
Physicians  in  Boston  the  latter  part  of  November. 
Subject:  Modem  Advances  in  Heart  Disease. 

Drs.  James  F.  Kelly,  John  E.  Downing  and  D.  A. 
Dowell  of  Omaha  presented  a paper  before  the 
33rd  annual  meeting  of  the  Radiological  Society  of 
North  America  in  Boston  early  in  December. 

Dr.  J.  E.  M.  Thomson,  President-elect  of  the  Ne- 
braska State  Medical  Association,  was  elected  Presi- 
dent of  the  American  Association  of  Railway  Sur- 
geons at  the  meeting  in  Chicago  in  November. 

More  than  seventy  members  of  the  Lincoln  Gen- 
eral Hospital  medical  staff  and  invited  guests  at- 
tended a dinner  on  November  21  honoring  Dr. 
Frederick  F.  Teal  who  celebrated  fifty  years  in 
medical  practice  in  Lincoln. 

Dr.  John  E.  Gilmore  recently  sailed  from  San 
Francisco  for  India.  Dr.  Gilmore  will  do  research 
work  under  the  auspices  of  the  University  of  Penn- 
sylvania. He  is  a son  of  Dr.  and  Mrs.  G.  H.  Gil- 
more of  Murray,  Nebr. 

New  additions  to  the  medical  staff  of  the  Hast- 
ings State  Hospital  in  Ingleside  are  Dr.  Stuart  Mc- 
Whorter and  Dr.  A.  P.  Condon.  Both  are  graduates 
of  the  University  of  Nebraska  College  of  Medicine. 
Dr.  Condon  is  a son  of  the  late  Dr.  A.  P.  Condon 
of  Omaha. 

NEW  LOCATIONS: 

Dr.  Warren  Bosley,  formerly  of  Palisade,  has  lo- 
cated in  Bayard,  Nebr. 

Dr.  Harold  Gatley  has  become  associated  with 
Dr.  Abst  of  Humphrey,  Nebr. 

Dr.  E.  H.  Reeves  has  located  in  Arnold  occupying 
the  quarters  of  the  late  Dr.  F.  A.  Burnham. 

At  the  Twelfth  Assembly  and  Convocation  of  the 
United  States  Chapter,  International  College  of 
Surgeons,  held  in  Chicago  at  the  Medinah  Temple 
on  October  3,  the  following  named  doctors  were 
among  the  810  surgeons  inducted  into  the  College: 

Fellows:  Maurice  C.  James,  M.D.,  Columbus;  J. 
Harold  Lynch,  M.D.,  Fairbury,  and  Robert  F.  Far- 
rell, M.  D.,  Omaha. 

Associates:  Frank  J.  Iwersen,  M.D.,  Omaha,  and 
John  S.  Broz,  M.D.,  Alliance. 

Drs.  Young  of  Omaha  announce  the  association 
of  Harland  T.  Hermann,  M.D.,  with  George  Alex 
Young,  Jr.,  M.D.,  in  the  practice  of  internal  medi- 
cine. 

Ralph  0.  Ruch,  M.D.,  is  now  practicing  derma- 
tology and  syphilology  in  Omaha. 

To  the  Editor: 

On  October  13,  Dr.  C.  C.  Copeland  of  Beaver  City, 
was  79  years  old.  He  has  practiced  medicine  here 
for  over  50  years.  1 conceived  the  idea  that  it 
would  be  a nice  greeting  if  all  of  his  friends  would 
send  him  a birthday  card  and  a dollar  bill.  Ninety 
such  suggestions  were  sent,  230  were  received.  This 
is  a fine  tribute  to  the  old  doctor.  Why  cannot  this 
be  done  more  often  to  the  older  members  of  our 
profession?  It  might  counterbalance  some  of  the 
unjust  kicks  and  knocks  that  they  have  had  to  toler- 
ate and  endure,  and  pay  for  some  hay  for  the  horses 
they  have  driven  and  fed. 

C.  C.  LULL,  M.D. 
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Increasing 

recommendation 

for 

gold  therapy 

in  active  rheumatoid 
arthritis 


TO  QUOTE  FROM  RECENT  AUTHORITATIVE  SOURCES: 

. we  have  not  found  any  therapy  other  than  gold  therapy 
which  will  consistently  and  in  a high  percentage  of  cases 
change  the  course  of  the  disease.”^ 


‘‘Gold  therapy  at  present  seems  to  be  the  only  drug 
which  shows  promise  of  checking  the  activity 
of  rheumatoid  arthritis;  . . . 

REDUCED  TOXICITY 

“The  high  incidence  of  reactions  attributable 
to  the  formerly  employed  larger  doses  . . . has  been  largely 
obviated  by  the  use  of  more  conservative  doses. Moreover, 
“therapeutic  results  are  quite  as  good  with  smaller  doses. . . 


CAUTION 
Gold  Sodium  Thiosulfate 
must  be  used  with  extreme 
caution,  especially  in  the 
presence  of  tuberculosis 
and  diseases  of  the 
liver  and  kidneys. 


GOLD  SODIUM  THIOSULFATE 

with  SODIUM  THIOSULFATE  and  BENZYL  ALCOHOL  2%  (Searle] 

Supplied  in  5 cc.  (50  mg.)  serum  type  ampuls;  packages  of  6,  25  and  100 


S. 


Combined  Staff  Clinics  of  the  College 
of  Physicians  and  Surgeons,  Co- 
lumbia University:  Am.  J.  Med. 
1:675  (Dec.)  1946. 

Comroe,  B.  I.:  J.A.M.A.  128:848 
(July  21)  1945. 

Council  of  Pharmacy  and  Chem- 


SEARLE 


istry:  New  and  Nonofficial  Rem- 
edies, 1947,  Philadelphia,  J.  B. 
Lippincott  Company,  1947,  p.  .^77. 

4.  Freyberg,  R.  H.;  Block,  W.  D.,  and 
Levy,  S.:  J.  Clin.  Investigation 
20:401  (July)  1941. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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TREATING  ALCOHOL 
AND  DRUG  ADDICTIO 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating 
alcohol  and  narcotic  addiction  that,  by  the  standards  of 
the  time,  were  conspicuous  for  success. 


Twenty-five  years  ago  experience  had  bettered  the  methods. 
Today  with  the  advantages  of  collateral  medicine,  treatment 
-J897  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 
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SANITARIUM 

529  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3624 

Ralph  Emerson  Duncan,  M.D.,  Director 
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TUBERCULOSIS  ABSTRACTS 

Among  community  welfare  agencies,  hospitals 
have  an  important  place  and  are  a proper  concern  of 
every  good  citizen.  The  physician,  however,  is  even 
more  immediately  involved  in  hospitals  and  their 
policies.  The  hospital  occupies  a necessary  and  vital 
place  in  his  professional  activities,  so  that  proposed 
changes  in  hospital  procedures  and  activities  merit 
and  receive  his  closest  scrutiny  and  informed  judg- 
ment. The  present  drive  to  popularize  routine  chest 
x-iays  for  all  patients  admitted  to  general  hospitals 
was  launched  by  physicians  whose  only  interest  was 
the  protection  such  a measure  affords  both  to  pa- 
tients and  to  hospital  personnel. 

THE  OPPORTUNITY 

Tuberculosis,  which  remains  a major  health  prob- 
lem all  over  the  world,  has  been  under  concentrated 
attack  in  this  country  for  over  40  years.  The  great- 
est effort  ever  made  to  eradicate  tuberculosis  in 
livestock  in  the  United  States  was  begun  about  1900. 
The  result  is  that  today  the  milk  we  drink  comes 
from  tuberculosis-free  dairy  herds  and  our  meat 
comes  from  non-tuberculous  animals. 

Viewed  from  the  standpoint  of  all  humanity,  this 
remarkable  achievement  is  little  more  than  an  im- 
pregnably  secured  beachhead;  but  for  Americans  it 
has  meant  almost  complete  elimination  of  all  human 
forms  of  bovine  tuberculosis  (largely  tuberculosis  of 
the  bones).  Ultimately  other  countries  must  also 
reduce  animal  tuberculosis. 

Today,  hospitals  are  participating  in  the  greatest 
direct  effort  ever  made  to  eradicate  tuberculosis  in 

(Continued  on  page  xxviii) 
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mediate  need  is  to  extend  the  practice  of  routinely 
x-raying  chests.  This  should  be  done  in  many  dif- 
ferent population  groups,  but  the  council  is,  of 
course,  primarily  concerned  with  the  hospital  pro- 
gram. A few  statistics  and  facts  may  be  worth  re- 
peating. 

Hospital  admissions  now  exceed  16,000,000  a year. 
There  are  other  undetermined  millions  who  are  seen 
in  outpatient  clinics.  These  two  groups  lend  them- 
selves to  routine  radiography;  they  are  in  hospitals 
which  have  the  x-ray  equipment  and  the  specialists; 
there  is  a minimum  of  inconvenience  to  the  patient; 
there  is  a minimum  of  expense  to  the  procedure;  the 
percentage  of  cases  found  is  higher  than  in  other 
large  cross  sections  of  the  population.  Furthermore, 
many  of  these  persons  would  not  be  reached  by  pro- 
grams directed  at  industrial  or  other  population 
groups.  Finally,  this  is  one  of  the  largest  organized 
groups  available  for  routine  programs. 

Hospitals  which  routinely  x-ray  chest  of  admis- 
sions, outpatients  and  employees  give  additional 
service  to  their  patients  and  provide  a new  protec- 
tion to  the  hospital.  Infectious  cases  may  be  seg- 
regated from  other  patients;  the  employee  knows 
with  which  patients  he  must  use  added  precautions 
to  protect  himself;  in  up  to  ten  per  cent  of  patients 


TUBERCULOSIS  ABSTRACTS 
(Continued  from  page  xxiv) 

humans.  This  movement  began  rather  slowly  about 
20  or  25  years  ago  with  tuberculin  testing  programs 
for  selected  groups.  This  was  accompanied  by  con- 
struction of  numerous  sanatoriums  to  care  for  dis- 
covered cases.  Soon  it  was  learned  that  physical 
diagnosis  would  not  discover  early  cases,  but  that  the 
x-ray  could.  There  has  been  real  progress.  Na- 
tional tuberculosis  mortality  rates  have  declined  and 
some  areas  have  achieved  mortality  lows  which 
were  not  considered  possible  40  years  ago. 

Despite  all  this,  it  was  not  until  about  ten  years 
ago  that  the  prospect  of  complete  eradication  be- 
came a foreseeable  probability.  The  earlier  pro- 
grams, depending  on  tuberculin  testing,  physical 
diagnosis  and  limited  use  of  the  x-ray,  were  too 
cumbersome  and  expensive  for  universal  coverage 
and  diagnosis  of  cases  in  their  early  stages.  These 
handicaps  were  overcome  by  the  development  of 
photofluorographic  x-ray  equipment  and  there  now 
appears  to  be  justifiable  optimism  toward  the  prob- 
lem of  tuberculosis  eradication. 

The  Council  on  Professional  Practice  of  the 
American  Hospital  Association  believes  that  the  im- 
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non-tuberculous  conditions  may  be  revealed.  It  is 
not  intended  here  to  exhaust  the  arguments  in  favor 
of  routine  chest  radiography  in  hospitals.  Those  de- 
scribed are  important  enough  to  justify  the  pro- 
cedure, if  the  routine  is  practicable — administrative- 
ly and  economically.  It  is  noteworthy  that  the 
Council  program  stresses  practicability  rather  than 
theory. 

Two  years  ago  the  Council  surveyed  all  hospitals 
to  determine  the  extent  of  routine  radiography.  Of 
104  hospitals  reporting  programs,  further  checking 
suggests  that  only  a moderate  per  cent  had  a routine 
considered  adequate  today.  On  the  other  hand,  a 
few  weeks  ago  at  a regional  hospital  meeting  a dozen 
or  more  administrators  indicated  their  hospitals  are 
now  x-raying  chests  routinely.  In  one  state  two 
photofluorographic  units  have  been  purchased  by 
local  tuberculosis  associations  and  placed  in  hos- 
pitals, and  four  more  are  on  order,  or  have  had  funds 
earmarked  for  the  purpose.  The  U.  S.  Public  Health 
Service  has  approved,  or  will  approve,  funds  for 
state  and  local  health  departments  with  which  to 
place  several  hundred  x-ray  units  in  hospitals.  Many 
hospitals  are  setting  up  the  programs  on  their  own 
or  other  resources. 

Hospitals  generally  are  now  much  more  interested 
than  they  were  a few  years  ago  in  making  their  fa- 
cilities available,  not  only  for  the  care  of  tubercu- 
losis cases,  but  for  other  long-term  treatments,  such 
es  those  required  for  psychiatric  patients  and  con- 
valescents. It  has  been  difficult  to  increase  this 
type  of  service  because  of  crowded  conditions  in 
hospitals. 

The  institution  of  case-finding  routine  radi- 
ography by  hospitals,  however,  will  bring  general 
hospitals  face  to  face  with  the  necessity  of  provid- 
ing facilities  for  temporary  handling  of  some  of  the 
discovered  cases. 

■ Routine  chest  x-raying  should  not  be  deferred 
simply  because  of  the  fact  that  cases  of  tuberculosis 
will  be  discovered.  These  patients  are  in  hospitals 
for  other  reasons  in  the  first  place.  Failure  to  dis- 
cover tuberculosis  results  in  these  undiagnosed  cases 
of  tuberculosis  exposing  other  patients  and  em- 
ployees to  tuberculosis.  Until  new  - construction  per- 
mits adequate  care  for  tuberculosis  itself,  hospitals 
should  be  able,  with  the  aid  of  the  manual  “The 
Management  of  Tuberculosis  in  Hospitals,”*  to  ac- 
cept with  safety  tuberculosis  patients  for  non-tu- 
berculosis treatment. 

Human  tuberculosis  is  under  the  most  severe  at- 
tack ever  directed  at  it.  The  best  thinking  today 
apnears  to  be  that  eradication  will  be  achieved  only 
after  a long  pull;  that  more  intensive  discovery  pro- 
grams will  continue  to  increase  the  known  cases  for 
years  to  come;  that  the  sensible  course  is  to  create 
the  programs  and  facilities  necessary  now  to  max- 
imum discovery  and  adequate  treatment. 

Many  national,  state  and  local  organizations  are 
coordinating  their  efforts  to  eliminate  this  disease. 
The  hospital  has  a dominant  part  in  the  program. 
It  can  become  a major  case-finding  agency  by  rou- 
tinely x-raying  the  chests  of  all  patients  on  admis- 
sion, all  outpatients  and  all  employees. 

• — The  Opportunity,  Robin  C.  Buerki,  M.D.,  Hospitals,  August, 
1946. 

* Published  by  the  American  Hospital  Association,  Revised  Edi- 
tion, 1946. 
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SCHERING  RESEARCH  GROUP  STUDIES 
EGYPTIAN  CHOLERA  EPIDEMIC 

Dr.  Harry  Seneca,  Research  Associate  of  New 
York’s  Columbia  University,  College  of  Physicians 
and  Surgeons  and  Consultant  to  Sobering  Corpora- 
tion, Bloomfield  and  Union,  N.  J.,  recently  flew 
to  Cairo  by  special  plane  to  study  methods  em- 
ployed and  to  assist  in  the  control  and  treatment  of 
epidemic  cholera  now  prevalent  in  the  Nile  Valley. 

Cholera,  in  its  early  epidemic  stages,  is  frequent- 
ly found  90  percent  fatal.  Death  sometimes  results 
in  a matter  of  hours  when  the  disease  reaches  its 
major  effect.  Hundreds  of  Egyptians  have  been 
stricken  daily  with  this  dread  disease.  The  last 
serious  outbreak  of  the  disease  in  Egypt  occurred  in 
1912. 

Flying  from  LaGuardia  Airport  in  New  York  via 
Trans  World  Airlines,  Dr.  Seneca  reached  Cairo  at 
the  peak  of  the  epidemic.  He  plans  to  remain  until 
the  epidemic  is  successfully  stemmed.  Dr.  Seneca 
is  cooperating  in  this  study  with  the  Division  of 
Clinical  Research  of  Sobering  Corporation,  of  which 
Dr.  Edward  Henderson  is  Director. 

The  possible  development  of  an  effective  remedial 
and  prophylactic  treatment  for  cholera,  a water- 
born  fatally  infectious  disease,  will  be  of  tremen- 
dous interest  to  medical  and  health  authorities  in 
the  Mediterranean,  Middle  East  and  Far  East  areas 
where  the  disease  is  periodically  epidemic.  The  re- 
search studies  in  Egypt  are  supported  by  Sober- 
ing, world’s  largest  manufacturers  of  sex  hormones, 
and  an  important  producer  of  chemotherapeutic 
and  pharmaceutical  products. 
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Dr.  Seneca  is  an  expert  in  tropical  medicine. 
He  was  formerly  associated  with  the  American 
University  Medical  School  in  Bierut,  Lebanese  Re- 
public and  later  was  assistant  professor  of  tropical 
medicine  at  Tulane  University,  School  of  Medicine, 
New  Orleans.  He  served  during  the  war  with  the 
United  States  Army  Medical  Department. 


New  York  — Completing  the  first  of  a series  of 
Inter-American  visits  sponsored  by  E,  R.  Squibb 
& Sons,  to  promote  the  exchange  of  research  tech- 
niques and  medical  knowledge  between  North  and 
Latin  American,  Dr.  Arthur  W.  Grace,  eminent  au- 
thority on  Dermatology  and  Syphilology  has  re- 
turned to  the  U.  S.  with  glowing  praise  for  the 
progressive  spirit  of  the  medical  profession  of  Latin 
America. 

Speaking  of  the  members  of  the  groups  of  that 
profession  with  whom  he  visited  and  consulted.  Dr. 
Grace  said  their  leadership  in  knowledge  and  in 
new  techniques  is  unsurpassed  by  any  in  the  world. 
The  value  of  their  services  to  their  communities 
and  patients  is  limited  only  by  the  supplies  of  the 
newest  and  best  forms  of  modern  drugs  made 
available  to  them.  Dr.  Grace  said,  making  special 
reference  in  this  connection  to  streptomycin.  He 
also  stressed  the  need  for  an  improved  system  for 
the  interchange  of  medical  knowledge  by  which  the 
writings  of  leading  Latin  American  physicians 
could  become  better  known  in  the  United  States. 

Dr.  Grace  reported  that  the  language  barrier  was 
one  thing  reported  upon  in  all  countries  which  was 
preventing  the  fullest  hemisphere  solidarity  in  the 
field  of  medicine. 

“Leading  doctors  in  every  country  which  I vis- 
ited,” he  said,  “complained  about  the  difficulty  in 
getting  their  ideas  and  discoveries  widely  under- 
stood in  English-speaking  countries.  A solution  of 
this  problem,  first  through  the  recognition  of  its 
importance  and  urgency;  second,  through  improve- 
ment in  care  and  precision  of  translation  work  and 
finally  in  the  development  of  new  channels  for  trans- 
mitting and  for  the  presentation  of  such  work,  will 
go  far  toward  the  improvement  of  medical  knowl- 
edge in  the  western  hemisphere. 


BOOKS  RECEIVED 

Ulcer,  Primary  Cause,  Diagnosis,  Treatment,  Pre- 
vention, by  Donald  Cook,  B.A.,  M.D.,  Chicago.  187 
pages  with  27  illustrg-tions.  Medical  Center  Founda- 
tion and  Fund,  Chicago  2,  Illinois. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing’  its  advertisers 


The  Nebraska  State 
Medical  9 Journal 

ESTABLISHED  1916  BY  THE  NEBRASKA  STATE  MEDICAL  ASSOCIATION 
VoL  33  Norfolk,  Nebraska,  February,  1948  No.  2 


EDITORIAL 


GOVERNING  BOARDS  AND  MEDICAL 
STAFFS  OF  HOSPITALS 

The  communication  sent  in  by  Dr.  A.  E. 
Bennett  appearing  elsewhere  in  this  issue  de- 
serves, we  believe,  editorial  comment.  It  is' 
not  within  the  province  of  this  Journal  to 
enter  into  controversies  between  individuals 
and/or  institutions,  but  there  is  a phase  in 
the  letter  which  merits  observation.  We 
refer  to  the  custom  of  governing  boards  of 
hospitals  forming  policies  and  decisions  prior 
to  or  without  consultation  with  their  medical 
staffs.  The  situation  is  ironical  in  many 
respects.  Hospitals  and  physicians  are  mu- 
tually dependent;  one  cannot  function  with- 
out the  other.  The  primary  aim  of  both 
groups  is  to  see  that  the  institution  renders 
the  best  service  of  which  it  is  capable. 

Members  of  hospital  boards  almost  in- 
variably constitute  a miniature  “Who  is 
Who”  in  the  community.  They  are  usually 
successful  business  and  professional  men, 
men  of  ability  and  achievement.  They  de- 
vote much  of  their  time  and  energy  to  the 
affairs  of  the  institution  and  as  is.  true  of 
most  voluntary  services  they  frequently  re- 
ceive more  criticism  than  they  deserve. 

As  we  see  it,  there  are  two  primaiy  rea- 
sons for  this  dilemma.  1.  Lay  governing 
boards  often  fail  to  adjust  their  viewpoints 
to  the  role  a hospital  plays  in  the  commun- 
ity. As  practical  business  men  their  ten- 
dency generally  is  to  place  emphasis  on  the 
financial  status  over  and  above  all  other  fac- 
tors which  make  the  hospital  an  institution 
of  service.  The  necessity  of  employing  busi- 
ness principles  and  business  methods  in  the 
operation  of  a hospital  is  obvious.  No  in- 


stitution can  ignore  its  budget  and  remain 
economically  sound.  What  is  open  to  ques- 
tion is  the  advisability  of  lay  gi'oups  to  de- 
termine basic  policies  in  strictly  technical 
fields  without  consultation  with  those  who 
by  training,  experience  and  professional  in- 
terest are  able  and  willing  to  supply  com- 
petent guidance  in  the  formation  of  these 
policies.  2.  In  the  average  American  hos- 
pital the  medical  staff  is  represented  on  the 
governing  board  through  the  president.  For 
reasons  which  are  too  apparent  to  require 
emphasis  here,  this  arrangement  is  inade- 
quate. It  affords  either  group  the  oppor- 
tunity to  evaluate  the  problems  of  the  other 
through  the  agency  of  only  one  person.  This 
system  is  frequently  responsible  for  many 
varieties  and  degrees  of  misunderstanding, 
or  a total  lack  of  understanding  of  the  issues 
involved.  So  far  as  we  are  aware  every 
physician  is  proud  of  his  hospital  connec- 
tions and  is  willing  to  exercise  responsibility 
for  the  success  of  the  institution. 

In  the  interest  of  better  hospital  service, 
not  merely  on  a local  level,  but  throughout 
the  entire  United  States,  we  suggest  a 
change  in  present  concept  of  the  relationship 
between  governing  boards  and  medical  staffs. 
To  achieve  mutual  aims  for  better  and  great- 
er facilities  for  the  care  of  the  physically  or 
mentally  sick  the  necessity  for  a closer  un- 
derstanding between  the  two  groups  is  in- 
escapable. The  problem  is  clear.  The  solu- 
tion, as  we  see  it,  lies  in  a modification  of 
concept  on  the  role  played  by  the  governing 
board  and  the  medical  staff  in  their  efforts 
to  promote  the  welfare  of  the  hospital.  The 
responsibility  is  limited  neither  to  one  or  the 
other  group.  Since  one  cannot  function  ef- 
fectively without  the  other,  it  follows  that 
the  responsibility  for  the  success  of  the  insti- 
tution is  common  to  both. 

An  appreciation  of  this  concept  is  of  par- 
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ticular  importance  at  this  time  in  view  of 
the  expansion  progi'am  for  hospital  facilities 
now  in  progi’ess  in  all  parts  of  the  nation. 


DOCTOR  FRANK  CONLIN 

In  the  recent  death  of  Doctor  Frank  Conlin 
of  Omaha,  Nebraska,  medicine  has  sustained 
a great  loss.  ^Always  alert  and  full  of  energy 
he  gave  one  the  impression  of  tenseness;  in 
reality  he  was  not  tense.  He  took  life  seri- 
ously. His  interest  in  medicine,  and  in 
teaching,  were  his  primary  self-imposed  func- 
tons,  and  judging  by  those  standards  he  was 
a good  doctor  and  an  excellent  teacher.  His 
affiliation  with  the  faculties,  first  of  Creigh- 
ton University  School  of  Medicine,  later  of 
the  University  of  Nebraska  College  of  Medi- 
cine, brought  him  in  contact  with  thousands 
of  medical  students  who  are  now  practicing 
all  over  the  United  States.  His  lectures  and 
clinics  on  diabetes  were  outstanding.  Any 
question  on  the  subject  whether  from  an 
undergraduate  or  postgraduate  student,  or 
a physician  friend,  always  brought  a dis- 
course which  was  both  instructive  and  im- 
pressive. In  this  field  he  was  no  less  out- 
standing nationally  than  he  was  locally. 

In  his  own  way  Dr.  Conlin  was  a true  cru- 
sader. He  fought*  valiantly  for  better  medi- 
cal facilities  and  better  medical  practice.  In 
192-7  when  he  was  president  of  the  Omaha- 
Douglas  County  Medical  Society  he  carried 
on  a vigorous  campaign  for  a bond  issue  in 
Douglas  County  which  ultimately  brought 
about  construction  of  a tuberculosis  and  a 
psychiatric  wing  to  improve  conditions  of 
the  patients  in  the  Douglas  County  Hospital. 
He  taught  his  medical  students  individually 
and  in  his  classes  not  to  be  satisfied  with 
routine  medical  care  but  to  consider  the  dia- 
betic as  a special  patient  who  requires  special 
facilities,  a fiirni  knowledge  of  his  disease, 
and  competent  medical  service.  We  are  con- 
fident that  through  his  teachings,  many 
diabetics  in  this  state  are  now  living  useful 
lives  through  the  effort  direct  or  indirect,  of 
Dr.  Frank  Conlin.  We  feel  too  that  to  many 
of  our  members  in  their  earlier  years.  Dr. 
Conlin  served  as  an  inspiration.  We  will 
miss  not  only  his  good  influence  but  even 
more,  his  sincere  friendship. 


Join  the  March  of  Dimes 


A.M.A.  TAKES  POSITIVE  ACTION  IN 
PROVIDING  HEALTH  SERVICES 

American  ideals  of  freedom  “will  be  most 
certainly  maintained  when  the  needs  of  the 
American  people  for  medical  service  are  met 
on  a local  community  and  state  basis  rather 
than  on  a system  centrally  controlled,”  states 
an  editorial  in  the  January  17  issue  of  The 
Journal  of  the  American  Medical  Association. 

The  editorial  follows: 

In  his  address  to  the  Congress,  made  Janu- 
ary 7,  President  Harry  S.  Truman  stated  his 
objectives  in  the  field  of  health  in  the  follow- 
ing quotations : 

“The  greatest  gap  in  our  social  security 
structure  is  the  lack  of  adequate  provision 
for  the  nation’s  health.  We  are  rightly  proud 
of  the  high  standards  of  medical  care  we 
know  how  to  provide  in  the  United  States. 
The  fact  is,  however,  that  most  of  our  people 
cannot  afford  to  pay  for  the  care  they  need. 

“I  have  often  and  strongly  urged  that  this 
condition  demands  a national  health  pro- 
gram. The  heart  of  the  program  must  be  a 
national  system  of  payment  for  medical  care 
based  on  well  tried  insurance  principles. 
This  great  nation  cannot  afford  to  allow  its 
citizens  to  suffer  needlessly  from  the  lack  of 
proper  medical  care.  Our  ultimate  aim  must 
be  a comprehensive  insurance  system  to  pro- 
tect all  our  people  equally  against  insecurity 
and  ill  health.” 

Then,  following  a discussion  of  education, 
he  continued : 

“The  government’s  programs  for  health, 
education  and  security  are  of  such  great  im- 
portance to  our  democracy  that  we  should 
now  establish  an  executive  department  for 
their  administration.” 

In  the  meeting  of  the  house  of  delegates 
last  week  in  Cleveland,  the  American  Medical 
Association,  through  this  policy  - making 
body,  reaffirmed  its  point  of  view  in  opposi- 
tion to  compulsory  sickness  insurance.  The 
house  of  delegates  received  from  the  board 
of  trustees  a detailed  statement  indicating 
the  progress  that  has  been  made  toward 
achieving  the  objectives  of  the  association’s 
own  10  point  national  health  program.  Spe- 
cifically, the  ideals  of  freedom  to  which 
President  Truman  referred  will  be  most  cer- 
tainly maintained  when  the  needs  of  the 
American  people  for  medical  service  are  met 
on  a local  community  and  state  basis  rather 
than  on  a system  centrally  controlled. 
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Many  millions  of  our  citizens  and  their 
families  are  already  protected  against  the 
costs  of  hospitalization  and  sickness  by  the 
Blue  Cross  Plans,  the  nonprofit  voluntary 
plans  for  paying  the  costs  of  medical  care, 
and  the  long  established  private  insurance 
companies.  Already  the  American  people  are 
on  the  way  toward  meeting  the  President’s 
standard  of  a ‘‘national  system  of  payment 
for  medical  care  based  on  well  tried  insur- 
ance principles.”  These  are  not,  however, 
“compulsory.”  The  President  was  apparent- 
ly careful  to  avoid  that  odious  word  in  his 
presentation,  although  he  used  it  frequently 
in  his  previous  message  on  health.  There  is 
not  the  slightest  evidence  that  he  has  de- 
parted from  his  previous  insistence  on  com- 
pulsory sickness  insurance,  federally  admin- 
istered, as  his  answer  to  the  sickness  prob- 
lem. 

Through  its  national  health  program,  the 
American  Medical  Association  is  furthering 
the  advancement  of  medical  science  by  re- 
search, by  the  improvement  of  industrial 
health,  by  better  and  more  widely  available 
medical  education  by  the  expansion  of  pre- 
ventive medical  services,  by  the  fostering  of 
new  hospitals  and  health  centers,  and  in 
many  other  ways.  The  answer  of  the  medi- 
cal profession  has  not  been  made  in  words 
alone  but  in  positive  action. 

For  many  years  the  medical  profession  has 
favored  assembling  and  coordinating  all  the 
health  functions  of  our  national  government 
in  a single  agency  with  an  administrative 
head  in  the  cabinet.  Appareptly  the  Presi- 
dent anticipates  the  enactment  of  legislation 
which  will  combine  health,  education  and  se- 
curity in  one  federal  department.  Whether 
or  not  any  or  all  of  these  would  suffer  in 
such  a system  remains  to  be  seen.  If  health 
is,  indeed,  as  many  a great  statesman  has  as- 
serted, the  first  consideration  of  govern- 
ment, medicine  as  the  profession  responsible 
for  this  function  of  our  civilization  should 
not  be  asked  to  play  a subsidiary  role. 


NEBRASKA  PSYCHIATRIC  UNIT  OPENS 

The  new  Nebraska  Psychiatric  Unit  locat- 
ed at  the  Douglas  County  Hospital  is  open 
for  out-patient  service.  The  Unit,  which  is 
a joint  venture  of  the  Board  of  Control  and 
the  Board  of  Regents  of  the  University  of 
Nebraska,  will  be  under  the  direction  of  The 
College  of  Medicine.  It  is  designed  primar- 
ily as  a teaching  and  research  institute  and 
will  accept  patients  on  the  same  basis  that 


the  University  Hospital  accepts  patients'; 
viz.,  those  who  are  unable  to  pay  for  psychi- 
atric care  and  for  whom  there  is  likelihood 
of  being  benefitted  by  intensive  therapy. 
Limited  facilities  makes  it  necessary  to  have 
a selective  admission  policy  of  patients. 

Classes  for  medical  and  nursing  students 
will  be  taught  at  the  New  Psychiatric  Unit. 
It  is  contemplated  that  30-35  beds  in  the  hos- 
pital will  be  used  for  in-patients.  A large 
out-patient  service  will  provide  supplemen- 
tary care  and  it  will  provide  facilities  for  di- 
agnosis, psychotherapy  and  other  necessary 
treatment. 

A resident  training  program  in  neurology 
and  psychiatry  will  shortly  be  instituted 
whereby  men  will  be  given  the  opportunity 
to  work  at  the  Nebraska  Psychiatric  Unit, 
the  University  Hospital  and  Dispensary  and 
at  the  various  other  state  mental  hospitals. 
A well  rounded  and  closely  integrated  resi- 
dent training  program  is  designed  to  give 
those  taking  training  in  the  different  phases 
of  Psychiatry.  Psychosomatic  aspects  of  dis- 
ease will  be  studied  by  the  residents  on  the 
medical,  surgical,  pediatric  and  other  wards 
of  the  University  Hospital.  Follow-up  care 
at  the  Dispensary  affords  an  opportunity  to 
study  the  results  of  treatment  on  the  course 
of  mental  disorders. 

A psychiatric  team  is  being  developed  at 
the  Nebraska  Psychiatric  Unit  to  assist  the 
psychiatrists  in  expediting  treatment.  Psy- 
chiatric social  workers,  a clinical  psycholo- 
gist, an  occupational  therapist,  an  activities 
director  and  others  will  be  added  to  the 
group  of  psychiatrists,  nurses  and  aides,  thus 
completing  the  team.  Thus  students  will 
have  the  opportunity  to  learn  first  hand  the 
activities  of  the  various  members  of  the  Psy- 
chiatric Team  and  the  specific  parts  they 
play  in  the  care  and  treatment  of  the  mental 
patient. 

Dr.  Duaine  I.  Doan  will  be  the  director  of 
the  Nebraska  Psychiatric  Unit.  He  is  a na- 
tive of  Nebraska,  practiced  medicine  in 
South  Dakota  before  he  entered  the  Veterans 
Administration  where  he  became  interested 
in  and  began  specialized  training  in  psychi- 
atry. During  World  War  II  he  served  as  a 
medical  officer  assigned  to  Army  General 
and  Station  Hospitals  in  charge  of  psychi- 
atric wards.  Dr.  Doan  recently  came  from 
the  State  University  of  Iowa  where  he  had 
several  years’  training  at  the  Iowa  Psycho- 
pathic Hospital. 

(Continued  on  p.  59) 


Pulmonary  Embolus"' 

EARL  A.  CONNOLLY,  M.D.,  F.A.C.S.  and 
ARNOLD  W.  LEMPKA,  M.D., 

Omaha,  Nebraska 

*From  the  Department  of  Surgery,  Creighton  University 
School  of  Medicine 


It  is  gratifying  to  us  who  practice  the  art 
of  surgery,  as  well  as  to  those  who  contem- 
plate undergoing  surgery,  to  reflect  upon  the 
progress  that  has  taken  place  in  the  past 
two  decades.  New  fields  have  been  explored 
with  constant  decline  in  mortality  and  mor- 
bidity. 

Proper  preoperative  preparation,  advances 
in  knowledge  in  anesthesia,  understanding  of 
fluid  balance,  prevention  and  treatment  of  in- 
fection by  the  antibiotics,  and  the  use  of 
Wangensteen  suction  have  all  played  a part. 
The  serenity  of  the  scene  in  the  past  has  too 
often  been  marked  by  a sudden  fatal  pulmo- 
nary embolus.  Everyone  is  familiar  with  this 
dramatic  and  pathetic  picture  which  can  oc- 
cur any  time,  but  chiefly  between  the  eighth 
to  the  twelfth  postoperative  day.  This  dread 
complication  is  most  certainly  decreasing, 
and  we  expect  it  to  be  entirely  preventable 
in  the  near  future. 

FREQUENCY 

The  incidence  of  pulmonary  embolus  in  rou- 
tine autopsies  varies  from  2%  to  12%.  B.  C. 
Russum^i)’  our  pathologist  at  Creighton 
University  School  of  Medicine,  found  thirty- 
five  in  2,802  autopsies.  He  reported  twenty- 
four  fatal  pulmonary  emboli  in  1,781  autop- 
sies, sixteen  being  postoperative  deaths. 
Eight  of  these  had  non-fatal  emboli  preced- 
ing the  fatal  outcome  three  hours  to  thirty 
days.  H.  E.  Robertson ^2),  stated  that  5%  to 
6%  of  all  operative  deaths  are  caused  by 
pulmonary  emboli. 

Belt^-^)  reported  6.5%  in  567  autopsies. 
Allen,  Barker,  and  Hines^'^)  reported  as  fol- 
lows: 


Hunter reported  fatal  pulmonary  em- 
bolus as  the  cause  of  death  in  3.13%  of  351 
autopsies.  Pilcher (6)  assigned  to  embolus  one 
death  following  every  1,000  surgical  opera- 
tions, and  Henderson stated  6%  of  all  pos- 
operative  deaths  are  due  to  this  catastrophe. 
Hunter^*)  and  his  associates  attributed  3% 
of  all  hospital  deaths  to  pulmonary  emboli, 
and  find  53%  of  bedridden  patients  devel- 
oped deep  vein  thrombosis  of  the  legs.  Mc- 
Cartney found  2.7%  of  the  deaths  in  25,- 
771  autopsies  due  to  emboli  in  the  lungs  and 
estimated  5.3%  of  postoperative  deaths  re- 
sulted from  this  complication.  Bancroft 
estimated  pulmonary  embolus  in  10%  of  vic- 
tims of  phlebothrombosis.  Miller  and  Rog- 
ersUD  encountered  seven  deaths  in  206  pa- 
tients with  clinically  recognizable  thrombo- 
phlebitis. Culp^i2)  found  embolism  respon- 
sible for  6.62%  of  the  postoperative  deaths. 

ETIOLOGY 

This  disease  is  almost  always  associated 
with  a life  in  bed.  It  has  been  definitely 
shown  that  after  operation  or  injury  there 
is  increased  coagulability  of  the  blood  and 
slowing  of  the  blood  stream  resulting  from 
decreased  muscle  action  of  the  legs.  Blood 
dyscrasias  and  heart  disease  are  also  factors. 

PATHOLOGY 

It  is  at  times  possible  to  differentiate  be- 
tween two  types  of  venous  thrombosis  which 
are  different  as  to  etiology,  pathology,  prog- 
nosis, and  treatment.  Bland  thrombosis  of 
Homans  or  phlebothrombosis  of  Ochsner  is 
not  associated  with  inflammation  of  the  vein. 


POSTOPERATIVE  THROMBOPHLEBITIS  AND  PULMONARY  EMBOLISM  CASES 
IN  WHICH  THESE  CONDITIONS  OCCURRED  AFTER 
VARIOUS  TYPES  OF  LAPAROTOMY 

TYPE  OF  OPERATION  COMPLICATIONS 


Total  All  thrombo-  Pulmonary  Fatal  Clinical 


patients  phlebitis  and  embolism  pulmonary  diagnosis  of 

operated  on  embolism  embolism  thrombophlebitis 


All  operations 

172,888 

Patients 

1,665 

Pet. 

0.96 

Patients 

897 

Pet. 

0.52 

Patients 

343 

Pet. 

0.20 

Patients 

938 

Pet. 

0.54 

All  types  of  laparotomy 
(except  repair  of  hernias) 

55,011 

1,158 

2.11 

610 

1.11 

224 

0.41 

663 

1.21 

Laparotomy  in  which  operations  on  the 
female  pelvic  organs  are  done 

9,919 

309 

3.12 

116 

1.17 

53 

0.53 

222 

2.24 

Laparotomy  and  extensive  resection  of 
tissue  such  as  resection  of  stomach, 
splenectomy,  resection  of  intestine, 
hysterectomy 

10,938 

400 

3.66 

193 

1.76 

74 

0.68 

231 

2.11 

♦Presented  at  the  Regional  Meeting  of  the  American  College  of  Surgeons  in  Omaha,  Nebr.,  March  15,  1947. 
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Hunter(5)  and  his  associates  in  351  autop- 
sies conclude  as  far  as  thrombosis  of  the 
veins  of  the  calf  muscles  is  concerned  that 
inflamation  of  the  vein  has  little  to  do  with 
clot  formation.  The  lesion  consists  of  the 
clot  formation  located  in  a high  percentage 
of  cases  in  the  veins  of  the  sole  of  the  foot 
or  deep  veins  of  the  calf.  Allen  and  other 
observers  have  estimated  this  ratio  to  be  as 
high  as  95%.  This  clot  is  not  adherent  but  is 
like  that  which  forms  in  a test  tube  of  blood. 
If  the  tube  is  inverted,  the  loosely  attached 
clot  is  detached.  Here  the  likelihood  of  pul- 
monary embolus  is  great.  The  cause  is  in- 
creased coagulability  of  the  blood  and  slow- 
ing of  the  blood  flow. 

Thrombophlebitis  on  the  other  hand  is  as- 
sociated with  inflamation  of  the  veins.  There 
is  swelling,  local  heat  and  pain.  This  is  the 
type  of  thrombosis  familiar  to  everyone,  re- 
sulting from  the  injection  of  sclerosing 
agents  for  the  obliteration  of  varicose  veins. 
Due  to  changes  in  the  intima  the  clot  is  ad- 
herent, and  the  danger  of  embolus  is  slight. 
Unless  this  condition  is  treated  by  ambula- 
tion, elevation,  or  leg  exercises,  phlebothrom- 
bosis  can  occur  above  the  adherent  (throm- 
bophlebitis) clot. 

The  treatment  of  thrombophlebitis  is  di- 
rected towards  preventing  phlebothrombosis 
and  reducing  inflamation  and  edema.  The  lat- 
ter is  accomplished  by  reduction  in  fluid  in- 
take and  paravertebral  injections  of  the 
lumbar  sympathetic  ganglia  as  first  advo- 
cated by  Alton  Ochsner.  Although  one  in- 
jection suffices  in  most  cases-  the  precedure 
is  repeated  daily  until  the  temperature  is 
normal.  The  technique  is  as  follows:  With 
the  patient  in  the  lateral  recumbent  posi- 
tion, 5 cc.  of  procaine  is  injected  into  the 
region  of  the  first,  second,  third,  and  fourth 
lumbar  sympathetic  ganglia.  This  relieves 
spasm-  increases  arterial  pulsation  and  move- 
ment of  lymph. 

DIAGNOSIS 

To  diagnosis  bland  thrombosis  or  phlebo- 
thrombosis is  most  difficult  but  most  im- 
portant. Allen 03)  states  that  in  41%  of 
202  patients,  chest  pain  was  the  first  symp- 
tom. Veal  and  Hussey 04)  report  in  sixteen 
of  eighty-four  cases  embolus  was  the  first 
sign  of  venous  occlusion.  They  found  tender- 
ness of  the  posterior  calf  almost  always  the 
first  local  sign  of  thrombosis.  Often  there  is 
dilatation  of  the  superficial  veins  of  the  leg 
and  foot,  a slight  discomfort  on  palpation  of 
the  calf  muscles,  and  on  dorsififlexion  of  the 


foot  (Homans  sign).  There  may  be  a slight 
swelling  above  the  ankle  and  a vague  feeling 
of  apprehension.  Most  writers  emphasize 
the  importance  of  elevated  sedimentation 
rate,  but  LeithauserGS),  in  a study  of  the 
daily  sedimentation  rate  in  twenty-nine  pa- 
tients, found  that  it  was  always  elevated 
after  operation,  and  remained  high  through- 
out the  stay  in  the  hospital  even  though  the 
patient  often  appeared  to  be  well.  The  pulse 
rate  is  increased  out  of  proportion  to  the 
temperature  which  is  only  slightly  elevated. 
Early  diagnosis  is  possible  if  we  are  alert 
to  the  possibility  and,  therefore,  suspicious 
enough  to  devote  careful  attention  to  the  legs 
andi  soles  of  the  feet.  Allen  et  al  lobserve 
temperature,  pulse,  and  respiration  every 
four  hours  postoperatively,  believing  that 
even  small  fragments  of  propogating  throm- 
bi will  cause  an  elevation.  If  this  occurs,  re- 
peated examinations  of  the  feet  and  legs  are 
mandatory.  They  observed  some  degree  of 
swelling  in  67%,  tenderness  in  61%,  and 
positive  Homans  sign  in  fifty-nine  of  202 
cases.  Welch  and  FaxonG6)  remark  that  the 
importance  of  the  diagnosis  of  deep  phlebi- 
tis is  exactly  in  reverse  ratio  to  the  ease 
with  which  it  can  be  made. 

THROMBOPHLEBITIS 

Here  there  is  acute  onset  of  pain,  swelling, 
leucocytosis,  increased  sedimentation  rate, 
elevated  temperature,  and  paradoxically,  if 
the  involvement  is  of  deep  veins,  character- 
istic whiteness  of  the  extremity,  phlegmasia 
alba  dolens. 

There  are  some  who  believe  this  merely 
represents  an  advanced  stage  of  the  throm- 
botic process.  In  the  late  stage  the  boundary 
zone  between  the  two  is  not  marked.  Pulmo- 
nary embolism  is  an  infrequent  complica- 
tion of  evident  postoperative  thrombophle- 
bitis. Phlebography,  formerly  advocated  as 
a diagnostic  procedure,  has  now  been  prac- 
tically discarded.  It  is  of  no  value  in  the 
early  diagnosis  of  phlebothrombosis  and  is 
not  without  danger.  Prendergast*^^'^^  et  al 
collected  twenty-six  deaths  caused  by  the 
use  of  Diodrast  for  this  purpose.  False  nega- 
tive reports  are  obtained  in  33%  of  early 
cases.  It  is  impossible  to  distinguish  between 
vanospasm,  caused  by  the  injection,  and 
organic  occlusion. 

PREVENTION 

There  are  three  methods  of  preventing 
fatal  pulmonary  embolus. 

1.  Early  Ambulation.  Leithauser^^^)  in 
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his  monograph,  Early  Ambulation,  reported 
on  2,047  early  ambulatory  cases.  There  was 
no  pulmonary  embolism,  either  fatal  or  non- 
fatal.  There  were  only  two  who  developed 
signs  of  thrombophlebitis.  These  had  not 
been  subjected  to  the  leg  exercises  which  are 
now  an  important  feature  of  the  regimen. 
Evarts  Graham,  in  1946  Year  Book  of  Surg- 
ery comments,  “Early  ambulation  after  ab- 
dominal operations  will  do  much  to  avoid 
thrombophlebitis.  In  most  cases  the  patient 
can  get  out  of  bed  the  day  after  operation 
and  do  some  walking  the  second  day.  During 
the  last  two  years  at  Barnes  Hospital  throm- 
bophlebitis has  become  so  rare  that  the  con- 
dition is  practically  never  seen.”  Zava^^^^ 
reported  on  6,000  operated  gynecological 
cases.  These  were  all  ambulant  the  first  or 
second  postoperative  day.  There  was  no  em- 
bolism. The  use  of  nasal  suction  and  abdom- 
inal drains  do  not  prevent  early  ambulation. 
To  institute  this  method  requires  patience 
and  tact  in  overcoming  the  deep  rooted  prej- 
udice founded  on  the  faulty  assumption  that 
the  patient  is  not  strong  enough,  or  that  in- 
cisional hernia  will  result.  I (E.A.C.)  appre- 
ciate this  resistance,  because  I too  was  for  a 
long  time  strongly  opinionated  against  early 
ambulation. 

Regardless  of  whether  early  ambulation  is 
accepted,  rejected,  or  contra-indicated  the 
following  preventive  measures  are  advocated. 
The  patient,  upon  returning  from  surgery, 
should  be  placed  in  head  down  position  so 
that  venous  return  is  facilitated.  When  he  is 
fully  awake,  leg  exercises  can  be  used;  also 
frequent  deep  breathing  exercises,  both  vol- 
untary and  induced  by  CO2  inhalations.  At 
the  completion  of  most  thoracotomies  and 
gastric  resections  of  films  of  the  chest 
should  be  taken  before  the  patient  is  re- 
turned to  his  room.  Bronchoscopic  aspiration 
is  done  if  indicated.  Abdominal  distention 
may  be  relieved  by  Wangensteen  suction  and 
urinary  distention  by  catheterization.  Pros- 
tigmine  may  prevent  gaseous  and  urinary 
distention,  and  decreases  coagulability  of  the 
blood.  The  thighs  are  flexed  at  least  four 
times  an  hour,  and  the  patient  turned  fre- 
quently. Encourage  frequent  wiggling  of  the 
toes,  day  and  night.  Avoid  pillows  under  the 
knees  or  breaking  the  bed  at  the  knees  be- 
cause of  kinking  of  popliteal  vessels  encour- 
ages stasis.  Avoid  tobacco  because  of  its 
vasoconstrictor  action.  Apply  elastic  band- 
ages to  legs  from  toes  to  groin  in  elderly  pa- 
tients, those  with  varicose  veins,  and  those 
who  have  a history  of  previous  phlebitis.  This 


later  procedure  by  forcing  blood  into  the  deep 
veins  increases  blood  flow. 

Reduction  of  weight  prior  to  elective  surg- 
ery is  important  as  the  incidence  of  pulmo- 
nary embolus  is  increased  in  the  obese.  An- 
emia and  polycythemia  are  also  factors,  and 
should  be  attended  to.  All  dissection,  if  pos- 
sible, should  be  sharp  avoiding  unnecessary 
trauma.  Avoid  chilling  and  circulatory  col- 
lapse by  appropriate  measures  and  secure  ab- 
solute hemostasis. 

II.  Anticoagulants.  Heparin  and  dicum- 
eral  are  valuable  agents  used  in  the  preven- 
tion of  thrombosis.  These  drugs,  however, 
are  too  dangerous  for  routine  use  in  all  pa- 
tients. In  addition  they  require  daily  coagu- 
lation and  prothrombin  time  estimation  by  a 
thoroughly  competent  technician.  Surely 
there  is  some  middle  ground  between  the 
Mayo  group  who  advocate  only  anticoagu- 
lants, and  the  Boston  surgeons  who  strongly 
favor  ligation.  I favor  the  use  of  the  anti- 
coagulants where  the  prothrombin  time  is 
elevated,  but  only  where  I am  certain  of  ab- 
solute hemostasis.  This,  of  course,  elimi- 
nates many  surgical  procedures. 

For  the  past  six  years  the  problem  of  post- 
operative venous  thrombosis  and  pulmonary 
embolism  has  received  considerable  experi- 
mental study  by  various  men  using  the  anti- 
coagulants, heparin  and  dicoumarol. 

Heparin  was  used  by  Mason in  1942  to 
prevent  blood  from  coagulating  so  that  it 
could  be  used  as  a transfusion.  It  has  been 
only  recently  that  heparin’s  anticoagulating 
property  was  used  in  the  prophylaxis  and 
treatment  of  thrombophlebitis. 

Heparin  is  the  anticoagulant  of  choice 
when  rapid  effect  is  desired.  Heparin  is  the 
body’s  own  anticoagulant,  and  is  found  in 
almost  all  body  tissue,  particularly  in  the 
liver  and  lungs.  It  is  packaged  commercially 
in  vials  10  cc.  containing  100  mgm.,  and  is 
used  by  dissolving  it  in  any  of  the  common 
intravenous  fluids.  To  be  effective  its  ad- 
ministration must  be  continuous  and  closely 
watched,  because  it  is  manifest  within  thirty 
minutes.  Since  its  continuous  intravenous 
administration  is  necessary,  it  is  important 
that  the  site  of  administration  be  such  that 
the  patient  will  tolerate  it  well.  This  can  be 
accomplished  by  putting  the  hand  and  arm 
in  cock-up  splint  and  the  needle  in  a vein  in 
the  back  of  the  hand  or  arm. 

To  mix  the  solution  20  cc.  of  heparin  is 
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added  to  1000  cc.  of  intravenous  fluid  which 
may  be  normal  saline  solution  of  glucose  so- 
lution. The  mixture  is  then  allowed  to  flow 
into  the  vein  at  twenty-five  drops  per  min- 
ute. In  order  to  maintain  a constant  rate  of 
administration,  it  is  necessary  to  count  the 
drops  every  half  hour,  day  and  night;  fur- 
thermore, it  is  necessary  to  count  the  drops 
for  a full  minute. 

The  rate  of  administration  is  governed  by 
the  coagulation  time.  Four  hours  after  its 
administration  blood  is  drawn  from  the  op- 
posite extremity,  and  the  coagulation  time 
taken.  Pressure  should  be  exerted  on  the 
site  of  puncture  for  a period  of  time  exceed- 
ing the  coagulation  time  to  prevent  hem- 
orrhage. If  the  coagulation  time  is  less  than 
fifteen  minutes,  the  rate  of  flow  is  increased 
two  to  four  drops  per  minute  until  the  coagu- 
lation time  of  fifteen  minutes  is  reached.  If 
the  coagulation  time  is  more  than  twenty 
minutes,  then  the  rate  of  flow  is  decreased 
proportionately.  During  the  first  two  days 
coagulation  time  should  be  taken  every  four 
hours.  For  the  following  day  or  two  coagula- 
tion time  may  be  taken  every  eight  hours, 
and  later  increased  to  every  twelve  hours. 
If  a transfusion  is  necessary  during  the 
hours  of  heparin  administration,  heparin 
should  be  added  in  the  same  quantity  as 
would  be  given  for  the  same  amount  of  in- 
travenous fluid.  Heparin  may  be  given  for 
several  weeks,  and  when  the  drug  is  discon- 
tinued, the  clotting  time  will  return  to  nor- 
mal within  thirty  to  sixty  minutes.  There- 
fore, if  bleeding  should  occur,  the  best  anti- 
dote is  the  withdrawal  of  the  drug. 

Recent  studies  by  Loewe^^o)  et  al  advocate 
the  use  of  heparin  in  the  Pitkin  menstruum 
which  is  given  subcutaneously.  This  heparin 
Pitkin  menstruum  contains  18%  gelatine,  8% 
dextrose  and  5%  glacial  acetic  acid  in  dis- 
tilled water,  to  make  100  % . Each  cc.  contains 
100  mgm.  of  heparin.  Vasoconstrictor  drugs 
may  be  added.  Ten  mgm.  of  ephedrine  sul- 
fate or  1 mgm.  of  epinephrine  hydrochloride 
may  be  used.  Patients  weighing  150  lbs.  are 
given  an  initial  dose  of  300  mgm.  Those 
weighing  more  than  150  lbs.  may  be  given 
400  mgm. 

The  administration  of  this  heparin/Pitkin 
menstruum  provokes  variable  degrees  of 
fever,  pain,  swelling  and  tenderness,  often 
requiring  sedation.  The  effect  of  the  drug 
given  by  this  method  lasts  for  two  days,  and 
its  absorption  is  retarded  or  acelerated  by 
the  local  application  of  ice  or  heat.  This  he- 


parin/Pitkin menstruum  may  also  be  admin- 
istered every  four  hours  in  50  mgm.  dosages. 
At  the  present  time  it  is  not  available  com- 
mercially. 

Dicoumarol  was  isolated  from  spoiled 
sweet  clover  by  Link^^i)  1941,  and  later 
synthesized.  Shortly  after  this,  two  groups, 
headed  hy  Meyer(22)  at  the  University  of 
Wisconsin  and  by  Butt,  Allen,  and  Bollman 
at  the  Mayo  Clinic,  began  clinical  studies  on 
dicoumarol  as  a means  of  retarding  intra- 
vascular clotting  in  humans.  They  found 
because  it  reduced  prothrombin  time  that  it 
was  of  value  in  the  prophylaxis  and  treat- 
ment of  intravascular  clotting  following 
surgery. 

Allen,  Barker  and  Hines reported  180 
cases  with  an  episode  of  postoperative  pul- 
monary embolus  who  survived  the  immedi- 
ate postoperative  period.  The  risk  of  subse- 
quent thrombosis  with  or  without  embolism 
was  43.8%,  and  the  risk  of  fatal  embolism 
was  18.3%  in  a control  series.  In  only  two 
of  these  180  cases  was  subsequent  thrombo- 
sis encountered,  and  in  both  the  level  of 
prothrombin  was  not  reduced  sufficiently. 
No  fatal  embolism  was  encountered  in  this 
series. 

Dicoumarol  was  given  to  138  patients  with 
postoperative  thrombophlebitis.  The  expect- 
ed incidence  of  further  thrombophlebitis  was 
10.6%,  and  fatal  pulmonary  embolism  5.7%. 
Further  thrombophlebitis  developed  in  only 
four  cases.  In  two  the  level  of  prothrombin 
was  not  sufficiently  reduced.  No  fatal  em- 
bolism was  encountered. 

Dicoumarol  was  administered  purely  as 
prophylaxis  in  438  abdominal  hysterecto- 
mies. In  the  control  series  thrombosis  and 
embolism  occurred  in  4%.  There  were  none 
in  this  series.  They  state  that  ligation  of 
the  femoral  vein  with  and  without  throm- 
bectomy as  a measure  to  prevent  pulmonary 
embolism  is  distinctly  less  effective,  less  safe, 
and  non-conducive  to  chronic  venous  insuf- 
ficiency of  the  leg  than  adequate  anticoagu- 
lation therapy. 

Peters (23)  the  study  of  fifty  cases  of 

coronary  thrombosis  treated  with  dicou- 
marol and  sixty  cases  without  showed  a re- 
duction of  embolic  phenomena  to  1/8  and  the 
mortality  rate  to  1/5  as  the  result  of  the  use 
of  dicoumarol. 

Evans  and  Boiler  report  from  the  Lahey 
Clinic  on  the  present  means  of  treating  post- 
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operative  venous  thrombosis.  They  use  hepar- 
in/Pitkin menstruum  and  dicoumarol  in  the 
majority  of  cases,  reserving  venous  ligation 
for  patients  who  are  to  have  a second-stage 
operation,  patients  with  recurrent  deep  ven- 
ous thrombosis  and  a history  of  benign  pul- 
monary embolism,  in  patients  with  hemorr- 
hagic colitis  with  deep  venous  thrombosis, 
and  in  patients  with  other  hemorrhagic  ten- 
dencies. Patients  undergoing  a two-stage 
operation  are  given  dicoumarol  prophylac- 
tically  two  or  three  days  following  the  second 
operation.  The  ordinary  case  receives  an  in- 
jection of  heparin/Pitkin  menstruum  and 
dicoumarol  by  mouth.  The  two  are  started  to- 
gether, the  heparin/Pitkin  menstruum  being 
effective  approximately  forty-eight  hours  or 
to  such  time  when  the  dicoumarol  will  de- 
crease the  prothrombin  time.  In  the  rare 
dicoumarol  resistant  cases  the  heparin/Pit- 
kin menstruum  is  given  every  two  days.  He- 
parin/Pitkin may  be  used  instead  of  dicou- 
marol when  liver  function  is  poor.  Kidney 
disease  has  not  been  found  to  be  a contra- 
indication to  the  use  of  dicoumarol.  The 
results  of  the  Lahey  Clinic  show  three  deaths 
in  170  cases  of  venous  thrombosis  occuring 
in  25,000  major  surgical  operations  perform- 
ed in  the  last  four  years. 

Barnes  and  Ervin ^24)  have  failed  to  find 
any  evidence  that  the  anticoagulants  signifi- 
cantly increase  puerperal  blood  loss,  and  may 
be  safely  used  during  the  postpartum  period 
to  prevent  venous  thrombosis. 

Dicoumarol  is  a very  effective  anticoagu- 
lant, both  therapeutically  and  prophylactic- 
ally.  It  may  be  used  either  alone  or  in  con- 
junction with  heparin.  Its  action  is  slow, 
and  it  is,  therefore,  wise  in  case  of  emer- 
gency to  use  heparin  for  its  immediate  effect 
but  to  start  dicoumarol  at  the  same  time. 
The  heparin  is  administered  for  about  two 
days  until  dicoumarol  has  begun  to  act.  At 
present  dicoumarol  cannot  be  given  parenter- 
ally.  It  is  dispensed  in  50  and  100  mgm.  cap- 
sules to  be  given  by  mouth. 

The  administration  of  dicoumarol  is  be- 
gun on  the  first  day  by  an  initial  dose  of  200 
to  300  mgm.  depending  upon  the  size  and 
condition  of  the  patient.  Previous  to  the  ad- 
ministration of  this  potent  and  dangerous 
drug  the  prothrombin  should  be  determined 
by  the  Quick  method.  If  the  prothrombin 
time  is  less  than  30%,  dicoumarol  should 
never  be  started.  If  the  prothrombin  time 
is  normal,  dicoumarol  is  started  according  to 
the  schedule  above,  and  then  on  the  second 


day  100-200  mgm.  is  given  if  the  prothrom- 
bin time  is  greater  than  20%.  Each  day  the 
prothrombin  time  must  be  determined  prior 
to  the  administration  of  additional  amounts 
of  the  drug.  If  the  prothrombin  time  is  more 
than  25%,  100-200  mgm.  of  the  drug  are 
given  as  determined  by  the  patient’s  pre- 
vious response.  No  dicoumarol  is  given  any 
day  that  the  prothrombin  time  is  less  than 
25%.  If  the  patient’s  prothrombin  time 
drops  below  10%  to  15%,  he  must  be  watch- 
ed very  closely  for  any  evidence  of  bleeding, 
such  as  hematuria,  melena,  epistaxis,  or 
frank  bleeding  from  the  incision. 

In  St.  Joseph’s  Hospital  we  employ  the 
Quick  test  to  determine  prothrombin  time. 
The  normal  is  seventeen  to  nineteen  seconds. 
To  be  effective  the  prothrombin  time  must 
be  maintained  in  a narrow  zone  10%  to  30% 
of  normal.  30%  of  normal  is  twenty-seven 
seconds;  20%  of  normal  is  thirty-five  sec- 
onds; 10%  of  normal  is  sixty  seconds. 

If  bleeding  occurs,  it  can  be  controlled  by 
transfusions  of  fresh  whole  blood  and  mas- 
sive doses  of  menadione  bisulphite,  60  mgm. 
intravenously. 

Elevation  of  prothrombin  time  can  be 
maintained  for  several  months  without  ill 
effect,  but  at  present  it  has  been  recommend- 
ed that  its  administration  be  discontinued 
after  six  weeks.  The  effect  of  the  drug  lasts 
two  to  ten  days  after  its  discontinuance.  In 
case  the  administration  of  dicoumarol  must 
be  reinstituted,  all  precautions  taken  upon 
its  initial  administration  must  be  again  close- 
ly followed. 

III.  Interruption  of  Long  Veins  of  the  Leg. 
If  phlebothrombosis  or  thromboembolism  is 
diagnosed,  surgery  is  indicated.  Anticoagu- 
lants have  no  effect  on  the  process  already 
present,  but  prevent  further  production  of 
clot.  It  would  seem  logical  that  ligation  plus 
anticoagulants  are  here  indicated  since  Ziak 
reported  90%  of  patients  with  fatal  pulmo- 
nary embolism  had  a previous  non-fatal  in- 
farct. 

This,  of  course,  means  division  of  the  veins 
proximal  to  the  clot  to  prevent  dissipation 
of  the  clot  upward  to  the  heart  and  lungs. 
This  bold  method  of  preventing  pulmonary 
embolism  has  been  pioneered  by  Dr.  John 
Homans  of  Boston,  and  has  been  carried  out 
in  a large  number  of  cases  at  Massachusetts 
General  and  Boston  Beth  Israel  Hospitals. 
Most  surgeons  advocate  bilateral  ligation 
even  though  pathology  is  suspected  in  only 
one.  Experience  has  proven  the  desirability 
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of  this,  because  a silent  thrombus  present  in 
the  opposite  leg  has  often  spoiled  an  other- 
wise successful  outcome. 

Because  the  largest  percentage  of  throm- 
bosis occurs  between  the  fifth  and  sixth  dec- 
ades, Allen  advises  prophylactic  ligation  in 
elderly  patients.  Thus  to  patients  sixty-five 
years  or  over  who  are  to  undergo  major  sur- 
gery, a bilateral  femoral  vein  ligation  is  done. 
I do  not  favor  prophylactic  ligation,  but  lig- 
ate only  when  there  is  evidence  of  phlebo- 
thrombosis.  Proximal  venous  ligation  is 
safe  and  life  saving  in  bland  thrombosis. 
Frykholm(25)  discovered  by  anatomical  dis- 
section in  133  cases  of  venous  thrombosis 
that  85%  were  below  the  profunda,  and  most 
below  the  knee.  The  ideal  site  for  ligation 
then  is  the  superficial  femoral  below  the  pro- 
funda. Although  this  is  the  procedure  of 
choice  given  by  Allen  of  Massachussets  Gen- 
eral Hosital,  Dr.  Fine  of  Beth  Israel  prefers 
to  ligate  the  common  femoral. 

Goldman  and  Johnson^^e)  of  the  University 
of  California  Service  at  San  Francisco  City 
and  County  Hospital  based  on  an  observation 
of  seventy-one  cases  of  thromboembolism 
stress  that  ligation  is  a life  saving  procedure, 
and  should  not  be  postponed  until  the  patient 
has  pultiple  pulmonary  infarctions.  They  say 
edema  is  no  more  severe  with  ligation,  and 
is  less  if  done  early. 

If  the  thrombosis  has  extended  to  the  in- 
guinal ligament,  vena  cava  ligation  is  con- 
sidered. Moses believes  that  nothing 
short  of  inferior  vena  cava  ligation  is  indi- 
cated for  thrombosis  complicated  by  embo- 
lism when  the  process  has  extended  to  the 
inguinal  ligament  or  arises  in  the  pelvic 
veins. 

Suppurative  thrombophlebitis,  which  as  a 
rule  is  the  result  of  a criminal  abortion, 
causes  liquifaction  of  the  clot  and  propaga- 
tion of  septic  emboli.  These  patients  die 
from  overwhelming  sepsis  unless  ligated 
proximal  to  the  diseased  process.  Dr.  Con- 
rad Collins  of  the  gynecological  staff  at  Tu- 
lane  University,  as  reported  by  Alton 
Ochsner(28)^  operated  twenty- two  patients 
for  suppurative  thrombophlebitis ; twenty- 
survived  the  procedure.  The  two  fatalities 
were  moribund  when  operated  and  did  not 
survive  the  operation.  He  advises  transperi- 
toneal  ligation  of  the  vena  cava  just  above 
the  bifurction  together  with  ligation  of  the 
two  ovarians. 
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Primary  Atypical  Pneumonia 

J.  MARSHALL  NEELY,  M.D. 
Department  of  Radiology,  Lincoln  General  Hospital 
Lincoln,  Nebraska 


Although  it  is  now  quite  generally  agreed 
that  the  disease  entity  known  as  primary 
atypical  pneumonia  is  caused  by  a filterable 
virus  the  term  atypical  pneumonia  is  re- 
tained since  there  are  many  instances  where 
the  etiological  relationship  cannot  be  defin- 
itely established.  The  disease  is  known  by 
many  other  names  such  as  virus  pneumoni- 
tis, acute  influenzal  pneumonitis,  acute  pneu- 
monitis, acute  interstitial  and  pneumonitis, 
broncho-pneumonia  of  unknown  etiology. 
During  the  war  there  was  a tremendous  loss 
of  man  hours  due  to  this  disease,  and  a large 
amount  of  time  and  effort  devoted  to  the 
study  of  this  disease  entity  by  the  medical 
corps,  of  the  Army  and  the  Navy. 

The  basis  of  this  report  is  an  analysis  of 
something  over  1000  patients  with  primary 
atypical  pneumonia  seen  at  the  U.  S.  Naval 
Hospital,  Great  Lakes,  Illinois  during  1942 
and  1943,  and  at  the  Lincoln  General  Hospit- 
al in  Lincoln,  Nebr.,  during  the  years  of  1940, 
1941  and  1946.  Nearly  all  of  these  patients 
had  chest  films  and  in  most  instances  x-ray 
examination  of  the  chest  was  repeated  sev- 
eral times  during  the  course  of  the  disease. 
Autopsy  material  was  available  in  two  pa- 
tients at  the  U.  S.  Naval  Hospital,  Great 
Lakes,  Illinois.  One  died  of  complications  of 
primary  atypical  pneumonia  and  the  other 
from  an  unrelated  disease.  In  addition, 
autopsies  were  studied  in  the  case  of  three 
infants  who  died  of  acute  virus  pneumonitis 
at  the  Lincoln  General  Hospital,  in  1940  and 
1941. 

Recent  experimental  work  has  thrown  con- 
siderable light  on  the  true  nature  of  atypical 
pneumonia.  Weir  and  HorsfalLi^>  produced 
pneumonia  in  the  Mongoose  with  the  intra- 
tracheal instillation  of  human  throat  wash- 
ings. Stokes,  Kenney  and  Shaw^i'^)  injected 
ferrets  intranasally  with  the  nasal  washings 
from  patients  with  atypical  pneumonia  and 
produced  patchy  areas  of  hemorrhagic  inter- 
stitial pneumonia.  While  the  agglutinations 
were  negative  for  influenza  virus,  these  in- 
vestigators felt  that  the  tissue  changes  pres- 
ent were  due  to  filterable  virus.  It  is  well 
known  that  interstitial  pneumonitis  may  be 
produced  by  a variety  of  different  filterable 
viruses  and  that  all  produce  the  same  tissue 
response.  Reimann,  Havens  and  Price 6) 


point  out  that  there  is  a close  relationship 
between  the  filterable  viruses  affecting  the 
lungs,  and  the  type  of  virus  cannot  be  deter- 
mined on  pathologic  findings  alone.  Other 
virus  diseases  such  as  psittacosis  and  mea- 
sles produce  alterations  in  the  interalveolar 
septae  indistinguishable  from  that  seen  in 
atypical  pneumonia  and  influenzal  pneumo- 
nia. 

Before  taking  up  the  histopathology  of 
atypical  pneumonia,  a brief  review  of  the 
normal  histology  of  the  pulmonary  alveolus 
will  be  in  order  since  nearly  all  of  the  symp- 
toms of  the  disease  are  due  to  altered  physi- 
ology because  of  morphologic  changes  of  this 
structure. 

The  normal  alveolus  is  lined  by  a layer  of  cells 
the  exact  nature  of  which  is  in  dispute.  Whether 
they  are  epithelial  cells  or  histiocytes  is  not  im- 
portant in  this  particular  study.  Immediately  be- 
neath these  cells  is  a very  thin  alveolar  basement 
membrane  which  is  intimately  associated  with  an- 
other, similar  structure,  the  capillary  basement  mem- 
brane. In  normal  lungs  it  is  impossible  to  separate 
these  two  membranes  microscopically.  In  pulmonary 
edema  these  two  membranes  separate  and  are  easily 
demonstrated  in  sections  stained  by  the  Mallory 
Azo-Carmine  method.  The  thickness  of  the  alveolar 
wall  from  alveolar  lining  to  capillary  lumen  is  nor- 
mally about  1 to  2 microns.  Normally,  the  alveolar 
capillary  has  a diameter  sufficient  to  permit  the 
passage  of  a single  column  of  erythrocytes.  Any 
process  producing  an  increase  in  the  thickness  of 
the  alveolar  wall  impairs  the  normal  function  of 
gas  exchange.  The  clinical  picture  of  atypical  pneu- 
monia, will  therefore,  be  dependent  upon  the  num- 
ber of  alveolae  involved. 

The  type  of  tissue  reaction  found  in  cases  of 
atypical  pneumonia  depends  on  several  factors.  If 
death  occurs  following  a short  fulminating  clinical 
course,  the  picture  is  that  of  massive  generalized 
capillary  dilatation  and  edema  of  the  alveolar  sep- 
tae. Terminal  bronchi  also  show  necrosis  and  dense 
infiltration  with  mononuclear  cells.  There  is  very 
little  or  no  serum  or  exudate  in  the  alveolar  spaces 
in  this  type  of  tissue  reaction.  There  is  also  pro- 
liferation of  the  interstitial  cells  though  this  is  not 
so  marked  as  it  is  in  those  patients  dying  after  a 
more  prolonged  illness.  The  alveolar  septae  also 
show  extensive  infiltration  with  polyblast  Areas 
of  emphysema  sometimes  occur  in  the  early,  as  well 
as  the  late  stages  of  the  disease.  These  are  un- 
doubtedly compensatory  in  nature,  developing  in  re- 
sponse to  interstitial  pneumonitis  and  co-existing 
atelectasis.  Though  emphysema  is  compensatory  in 
character  gas  exchange  is  impossible  where  the 
alveolus  is  involved  in  emphysema  and  is  as  effec- 
tive in  stenosing  the  alveolar  capillaries  as  it  is  in 
the  areas  of  interstitial  pneumonitis. 
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Another  factor  which  influences  the  type  of  his- 
tologic response  is  the  concentration  of  the  virus. 
McCordock  and  Muckenfuss  have  presented  con- 
vincing evidence  of  this  fact  in  animal  experimenta- 
tion. When  animals  were  inoculated  with  concen- 
trated virus  they  obtained  an  explosive  type  of 
lesion  with  congestion  and  cellular  necrosis,  and 
only  a very  slight  amount  of  cellular  proliferation. 
On  the  other  hand,  with  a dilute  virus  they  ob- 
tained a gradual  proliferating  lesion  with  thicken- 
ing of  the  alveolar  walls  and  obliteration  of  the  al- 
veolar capillaries.  In  patients  who  die  after  a very 
short  illness,  the  former  type  of  tissue  response  is 
encountered.  Here  the  onset  of  cyanosis,  dyspnea 
and  prostration  is  easily  explained  on  the  basis  of 
the  histology  present.  The  rapid  edema  and  conges- 
tion of  the  alveolar  septae  increase  the  distance  of 
the  alveolar  lining  to  the  alveolar  capillaries  some- 
times as  much  as  30  microns.  The  function  of  gas 
exchange  is  therefore  impossible  and  dyspnea  and 
cyanosis  result.  Toxicity  and  prostration  are  due 
to  the  overwhelming  virus  infection.  In  this  group 
there  is  ulceration  of  the  terminal  bronchioles  and 
both  intranuclear  and  extranuclear  inclusion  bodies 
may  be  found.  In  those  few  cases  where  there  is 
diffuse  bilateral  pulmonary  involvement  the  short 
clinical  course  and  histopathology  are  identical  with 
those  seen  in  the  influenza  epidemic  of  the  fall  of 
1917  and  the  spring  of  1918.  At  the  present  time 
this  type  of  case  is  rare  though  the  few  which  have 
been  studied  at  autopsy  show  pathological  changes 
which  are  identical  with  those  described  in 
1918(31.  32),  In  an  exhaustive  study  of  the  respira- 
tory diseases  encountered  in  the  first  world  war  (3D 
the  Medical  Department  of  the  U.  S.  Army  in  1921 
published  a volume  in  which  is  described  in  great 
detail  the  same  pathology  which  is  being  en- 
countered at  this  time  in  those  few  patients  who 
die  of  the  disease. 

In  a review  of  94  autopsies  Covey,  in 
1921(32)  described  a small  group  of  pneu- 
monias which  he  termed  unusual.  The  in- 
volvement was  either  lobar  or  bronchial  and 
the  area  was  airless  and  firm.  Microscopic- 
ally, there  was  a diffuse  interstitial  pneu- 
monitis with  empty  alveolar  spaces  and,  in 
going  back  over  the  more  acute  forms,  isolat- 
ed areas  of  alveolar  septal  thickening  were 
found.  While  filterable  virus  was  not  con- 
sidered as  a possible  etiological  agent  at  this 
time  Covey  and  I recently  (1946)  reviewed 
the  slides  on  which  this  communication  is 
based  and  found  typical  inclusion  bodies  thus 
making  the  picture  complete  in  every  detail 
with  that  which  is  being  found  at  the  present 
time.  On  the  basis  of  this  and  other  facts, 
it  is  now  recognized  that  the  disease  which 
we  now  know  as  primary  atypical  pneumonia 
is  not  a new  disease  entity,  but  is  one  which 
has  been  recognized  and  carefully  studied  in 
the  first  world  war  and  was  also  described 
quite  well  in  the  Civil  War. 

The  type  of  lung  change  produced  by  Mc- 
Cordock and  Muckenfuss  (32^  in  animals  with 
dilute  virus  is  the  type  which  is  probably 


present  in  most  of  the  cases  seen  today,  but 
proof  of  the  histology  present  is  lacking  since 
this  type  of  patient  rarely,  if  ever,  dies. 
However,  study  of  sections  of  lung  in  two 
cases  where  there  was  x-ray  and  other 
clinical  evidence  of  primary  atypical  pneu- 
monia at  the  U.  S.  Naval  Hospital,  Great 
Lakes,  Illinois  was  possible  in  two  fatal  cases. 
In  both  of  these  patients  sections  showed  a 
very  marked  proliferation  of  histiocytes  and 
thickening  of  the  alveolar  septae.  Although 
inclusion  bodies  were  difficult  to  find,  a few 
were  encountered  in  the  epithelium  of  the 
bronchioles.  Since  both  of  these  patients 
were  sick  from  some  time  before  death  oc- 
curred the  microscopic  picture  was  primarily 
one  of  cellular  proliferation  and  there  were 
large  areas  of  emphysema.  The  alveolar 
septae  were  very  thick  and  made  up  of  prolif- 
erating histiocytes. 

Evidence  has  been  presented  in  a previous 
communication(^^>  to  support  the  contention 
that  congenital  idiopathic  cardiac  hyper- 
trophy of  childhood  may  be  the  direct  result 
of  pulmonary  hypertension  developing  as  a 
result  of  chronic  emphysema  following  virus 
pneumonitis. 

While  the  clinical  picture  varies  consider- 
ably, it  is  usually  sufficiently  characteristic 
to  permit  a diagnosis.  The  onset  is  generally 
insidious  and  often  follows  a cold  of  two  to 
five  days’  duration.  Cough  is  nearly  always 
present  and  is  usually  non-productive  in 
character.  At  the  end  of  several  days,  the 
patient  may  enter  the  hospital  complaining 
of  general  aching  and  malaise,  weakness, 
general  lastitude  and  continued  cough.  Pain 
in  the  chest  is  the  exception  rather  than  the 
rule.  There  is  great  variability  in  the  degree 
of  fever  present.  In  this  series  of  patients 
only  a small  percentage  had  fever  over  102  F. 
Occasionally,  however,  it  may  reach  much 
higher  levels  and  in  some  there  is  no  eleva- 
tion throughout  the  entire  period  of  observa- 
tion. In  the  average  patient  fever  lasted 
from  five  to  seven  days  and  receded  gradual- 
ly. 

Physical  findings,  in  the  average  patient, 
are  conspicuous  by  their  absence.  There  are 
practically  never  signs  of  consolidaton  and  if 
there  are  any  physical  findings  they  are 
usually  moist  subcrepitant  rales.  Respira- 
tion is  almost  never  rapid  and  the  pulse  is 
not  accelerated.  Hemoptysis  occurs  in  a 
very  small  percentage  of  patients.  The 
throat  frequently  shows  a diffuse  dull  red 
discoloration  and  many  patients  show  evi- 
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dence  of  tracheitis.  The  cough  is  only  mildly 
productive  in  character.  One  of  the  most 
striking  characteristics  in  the  series  was  the 
complete  absence  of  physical  findings  in  the 
chest  despite  x-ray  and  other  evidence  of  pul- 
monary involvement.  Needles  and  Gilbert^^^^ 
point  out  that  in  many  cases  the  only  physi- 
cal finding  was  a difference  in  the  percusion 
note  on  the  two  sides  of  the  chest. 

Convalescence  in  most  of  the  patients  was 
gradual  and  if  there  were  any  physical  find- 
ings in  the  chest  they  persisted  for  some 
time  after  the  patient  was  afebrile.  A rather 
prolonged  period  of  debility  after  disappear- 
ance of  fever  is  the  rule.  Evidence  of  per- 
sistant pathology  as  shown  by  x-ray  long  aft- 
er patients  are  afebrile  is  a common  observa- 
tion. 

The  white  blood  cell  count  in  the  large  ma- 
jority of  patients  was  lower  than  normal 
though  occasionally  there  was  some  eleva- 
tion. A high  white  blood  cell  count  was 
most  often  seen  in  those  patients  with  an 
acute  fulminating  type  of  infection.  Gram 
positive  diplococci  could  be  found  in  many  of 
the  patients  but  in  none  was  any  casual  rela- 
tionship demonstrated.  There  is  nothing 
characteristic  about  the  appearance  of  the 
blood  smear  and  blood  cultures  were  persist- 
ently negative. 

X-ray  examination  of  the  chest  is  the  most 
important  single  means  of  making  an  accur- 
ate diagnosis.  In  many  patients  it  is  the 
only  method  which  will  give  definite  proof 
of  the  existence  of  pulmonary  pathology 
since  physical  findings  are  so  often  absent. 
It  is  not  unusual  to  find  interstitial  pneu- 
monitis in  the  routine  35  mm.  films  made  on 
all  personnell  entering  the  Naval  service. 
These  men  commonly  had  no  complaints  and 
were  not  aware  that  they  were  ill. 

Between  70  and  80%  of  primary  atypical 
pneumonia  occurs  in  the  bases  of  the  lung 
fields.  In  many  instances  the  consolidation 
seems  to  extend  outward  from  the  hilus  on 
either  side.  There  is  a noticeable  tendency 
for  the  pathology  to  be  located  subpleurally 
or  along  the  interlobar  pleura.  This  may  be 
clearly  demonstrated  in  special  projections  of 
the  chest  selected  on  the  basis  of  fluoroscopy. 
Routine  PA  and  lateral  projections  will  dem- 
onstrate this  subpleural  location  in  only  a 
small  percentage  of  patients  unless  the  exact 
positioning  of  the  patient  is  determined  by 
screen  examination.  The  characteristic  sub- 
pleural location  of  the  pneumonitis  explains 
the  not  infrequent  occurence  of  subpleural 


blebs  which  are  simply  subpleural  areas  of 
emphysema  developing  as  a compensatory 
response  to  atelectasis.  Irregular  hazy  den- 
sity may  often  be  seen  in  the  P.A.  film  just 
above  the  diaphragm.  This  appearance  may 
be  due  to  pneumonitis  just  above  the  dia- 
phragmatic pleura  in  the  substance  of  the 
lower  lobe  or  it  may  represent  consolidation 
extending  along  the  interlobar  fissure.  In 
those  patients  where  the  pneumonitis  ex- 
tends outward  from  the  hilus  on  the  film  it 
is  often  possible  to  demonstrate  that  the  dis- 
tribution is  again  along  the  interlobar  fis- 
sure. It  is  not  uncommon  to  find  infiltra- 
tion along  the  mediastinal  pleura. 

Diffuse  pneumonitis  involving  the  sub- 
stance of  a lobe  also  occurs  and  is  found  most 
commonly  in  the  lower  lobes.  It  is  most 
commonly  unilateral  though  in  a small  number 
of  patients  it  is  bilateral.  The  x-ray  appear- 
ance of  these  areas  of  pneumonitis  is  rather 
characteristic  and  not  particularly  difficult 
to  recognize.  The  degree  of  density  is  much 
less  marked  than  that  which  is  seen  in  lobar 
pneumonia,  even  when  the  entire  lobe  is  in- 
volved. The  reason  for  this  may  best  be 
explained  on  the  basis  of  the  pathology.  The 
alveoli  are  air  containing  and  there  is  uni- 
form thickening  of  the  alveolar  septae  and 
and  some  infiltration  of  the  terminal  bronchi 
the  degree  of  which  depends  on  the  acute- 
ness of  the  disease.  Since  the  alveoli  con- 
tain air  and  there  is  practically  no  serum  or 
exudate  in  the  alveolar  sacs  it  is  not  difficult 
to  understand  why  the  consolidation  of  inter- 
stitial pneumonitis  casts  a much  less  dense 
shadow  on  the  x-ray  film  than  does  the  con- 
solidation seen  in  lobar  or  bronchopneumonia. 

As  pointed  out  by  Goodpasture,  Auberbach 
and  Swanson (5),  small  areas  of  atelectasis 
commonly  found  beneath  the  pleura  may  well 
explain  the  linear  densities  seen  most  com- 
monly in  the  later  stages  of  the  disease. 
These  small  areas  of  atelectasis  are  due  to  oc- 
cluded bronchioles  following  ulceration.  The 
pulmonary  unit  supplied  by  this  bronchiole 
undergoes  collapse  and  the  collapsed  thick 
walled  alveoli  therefore  produce  a rather 
dense  shadow  which  is  linear  in  character. 

In  the  more  acute  fulminating  type  of  this 
disease  the  terminal  bronchioles  are  the  pri- 
mary seat  of  a violent  explosive  ulcerative 
process  very  similar  to  that  seen  by  McCor- 
dock  and  Muckenfuss^-^^^  in  their  experimen- 
tal animals  infected  with  a concentrated 
virus.  The  x-ray  findings  in  this  type  of 
patient  are  therefore  quite  different  from 
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that  seen  when  the  disease  is  more  insidious. 
This  acute  type  of  vinis  pneumonitis  is  not 
uncommonly  seen  in  infants  and  children  and 
the  x-ray  findings  strongly  resemble  that 
seen  in  miliary  tuberculosis.  The  clinical 
findings  plus  serial  x-ray  films  serve  to 
establish  the  correct  diagnosis.  The  mortal- 
ity is  much  higher  in  this  type  of  pulmonary 
involvement. 

Occasionally  virus  pneumonitis  occurs  in 
the  apecies  of  one  or  both  lungs  which  loca- 
tion immediately  brings  differential  diagnosis 
from  pulmonary  tuberculosis.  If,  in  addi- 
tion to  the  interstitial  pneumonitis  in  the 
upper  lobe  there  should  be  a subpleural  bleb, 
the  resemblance  to  pulmonary  tuberculosis 
with  cavitation  is  even  more  striking.  If 
the  clinical  picture  is  not  in  keeping  with 
pulmonary  tuberculosis  serial  films  will  make 
the  diagnosis  since  interstitial  pneumonitis 
of  virus  origin  will  clear  within  a matter  of 
weeks  and  the  subpleural  bleb  will  also  com- 
monly disappear.  Primary  atypical  pneu- 
monia may  also  strongly  resemble  certain 
fungus  infections  of  the  lungs. 

Although  interstitial  pneumonitis  most 
commonly  resolves  without  any  residual 
pathology,  occasionally  bronchiectasis  de- 
velops and  when  this  occurs  the  clinical 
course  suggests  that  secondary  infection  of 
pyogenic  nature  has  been  present.  In  the 
few  instances  of  bronchiecstasis  found  in  this 
series  of  cases  the  process  was  quite  local- 
ized. In  rare  intances  minimal  or  moderate 
pleural  effusion  also  develops.  In  one  patient 
a minimal  pleural  effusion  became  infected 
and  empyema  developed.  In  a few  patients  a 
thin  walled  cyst-like  structure  was  found  and 
in  two  of  them  a definite  fluid  level  was 
demonstrated.  When  this  change  is  seen  dif- 
ficulty is  again  encountered  in  differentiat- 
ing the  lesion  from  tuberculosis.  Progi'ess 
of  the  pathology  as  deteiTnined  by  x-ray  is 
the  only  means  of  making  the  correct  diag- 
nosis. In  this  type  of  lesion  lung  abscess  is 
easily  ruled  out  because  the  patient  does  not 
appear  acutely  ill,  the  cough  if  present  is  not 
productive,  and  the  cyst-like  structure  is 
very  thin  walled  with  no  surrounding  paren- 
chymal infiltration. 

Since  there  is  no  specific  therapy  for  pri- 
mary atypical  pneumonia  treatment  must  be 
entirely  symptomatic.  Salicylates  in  some 
form  have  been  used  by  many  though  they 
are  of  no  value  from  the  standpoint  of  short- 
ening the  course  of  the  disease.  Codein  mix- 
tures may  be  used  to  relieve  the  troublesome 


cough.  Convalescent  blood  has  been  used  by 
several  investigators  with  indifferent  re- 
sults. The  sulphanilamides  and  penicillin 
have  been  used  by  many  and  it  is  the  con- 
census of  opinion  that  they  are  of  no  value. 

SUMMARY 

1.  Primary  atypical  pneumonia  is  an  in- 
terstitial pneumonitis  which  is  caused  by  a 
filterable  vims. 

2.  It  is  not  a new  disease.  The  pathology 
and  clinical  manifestations  were  described 
following  the  First  World  War  and  the  Civil 
War. 

3.  Physical  findings  in  the  chest  are 
usually  minimal  or  absent. 

4.  X-ray  examination  of  the  chest  is 
necessaiy  to  establish  the  exact  diagnosis. 

5.  The  mortality  is  low  and  complications 
few. 

6.  Microscopically,  the  characteristic 
changes  are  marked  thickening  of  the  alve- 
olar walls  and  ulceration  of  the  terminal 
bronchioles  with  diffuse  mononuclear  cellular 
infiltration. 

7.  Treatment  is  entirely  symptomatic  and 
the  sulphanilamide  and  penicillin  drugs  are 
of  no  value,  except  to  prevent  secondary  in- 
vading pyogens. 
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CORONARY  ARTERY  DISEASE  FOUND  IN 
MAJORITY  OF  DIABETICS  AT  DEATH 
Persons  suffering  from  diabetes  are  twice  as  like- 
ly to  have  coronary  artery  occlusions  as  are  non- 
diabetic men  and  eight  times  as  likely  as  are  non- 
diabetic women,  according  to  an  article  in  the  cur- 
rent Archives  of  Internal  Medicine,  published  by  the 
American  Medical  Association. 

The  \\Titers  are  Samuel  Stearns,  M.  D.,  assistant 
in  medicine  at  Tufts  College  Medical  School  and 
associate  in  medicine  at  Beth  Israel  Hospital,  Bos- 
ton; Monroe  J.  Schlesinger,  M.  D.,  assistant  profes- 
sor of  pathology’’  at  Harv^ard  Medical  School  and 
pathologist  at  Beth  Israel  Hospital,  and  Abraham 
Rudy,  M.  D.,  late  head  of  the  Diabetic  Clinic  of  the 
Medical  Service  of  the  Beth  Israel  Hospital. 

Employing  an  improved  technic  in  a postmortem 
study  of  the  hearts  of  50  unselected  diabetic  patients 
at  Beth  Israel,  the  three  doctors  found  some  arterio- 
sclerosis in  all  of  them  and  “functionally  significant” 
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coronary  artery  disease  in  a larger  number  than 
would  be  expected  from  previous  studies:  37,  or  74 
per  cent.  This  last  figure  was  in  contrast  to  37  per 
cent  in  400  consecutive  nondiabetic  patients  of  ap- 
proximately the  same  average  age. 

A coronary  artery  occlusion  is  said  to  be  present 
when  a clot  has  formed  in  a branch  of  the  coronary 
arteries  which  supply  blood  to  the  heart  muscle. 
With  the  circulation  to  this  particular  area  of  the 
heart  obstructed  by  the  clot,  death  of  some  of  the 
heart’s  tissue  occurs.  Such  occlusions,  either  fresh 
or  old,  were  found  in  32  (64  per  cent)  of  the  50 
diabetic  hearts  and  as  frequently  in  women  as  in 
men;  similar  occlusions  were  found  in  only  23  per 
cent  of  the  400  controls,  occurring  in  31  per  cent  of 
the  nondiabetic  men  and  in  but  eight  per  cent  of 
the  nondiabetic  women. 

The  severity  of  the  coronary  arteriosclerosis  was 
found  to  be  definitely  related  to  the  duration  but 
not  to  the  severity  of  the  diabetes. 
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The  overall  mortality  in  acute  intestinal 
obstruction  has  been  constantly  reduced 
during-  the  past  twenty  year  period.  The 
principal  factors  responsible  for  this  im- 
provement are  earlier  clinical  recognition, 
decompression  by  intubation,  a better  under- 
standing- of  water  balance,  chemotherapy 
and  antibiotics. 

The  importance  of  acute  intestinal  ob- 
struction as  a clinical  entity  is  emphasized 
by  a recent  report  from  the  Philadelphia 
General  Hospital  that  17%  of  all  surgical 
deaths  were  resultant  from  this  condition. 

This  suiwey  is  based  upon  a personal  series 
of  forty-two  consecutive  cases  of  acute  in- 
testinal obstruction  on  the  service  of  the 
senior  author  during  the  last  eighteen 
months.  These  patients  were  all  cared  for 
in  private  hospitals  and  only  those  with  def- 
inite acute  obstruction  of  the  small  or  large 
bowel  were  included.  Obstructions  of  the 
stomach  including  the  pyloric  antrum  were 
excluded  as  were  those  individuals  with 
stenosing  large  bowel  new  growths  without 
acute  obstruction. 

The  etiological  agents  responsible  for  these 
forty-two  cases  of  acute  intestinal  obstruc- 

TABLE  I. 

ACUTE  INTESTINAL  OBSTRUCTION 
SERIES  OF  42  CASES 


Age 

Birth  to 

1 to 

Over 

Type 

1 Yr. 

60 

60 

Total 

1.  Mechanical 

a.  Adhesions 

1.  Previous  surgery 

2.  Without  previous 

1 

8 

2 

surgery 

. 0 

2 

2 

15 

(36%) 

2.  Hemiae 

1.  Inguinal 

. 2 

1 

1 

2.  Femoral 

. 0 

0 

2 

3.  Incisional 

. 0 

1 

0 

7 

(17%) 

3.  Intussception 

4.  Congenital 

2 

0 

0 

2 

(4.7%c) 

Imperforate  anus  _ 

_ 2 

0 

0 

Malrotation  bowel  _ 

1 

0 

0 

Duodenal  band 

1 

0 

0 

4 

(9.4%) 

5.  Volvulus 

0 

0 

1 

1 

(2-4%) 

6.  Foreign  body  (Gallstone) 

7.  Inflammatory 

_ 0 

0 

1 

1 

(2.4%) 

Regional  enteritis  _ 
Diverticulitis  with 

1 

3 

0 

perforation 

Intraperitoneal 

, 0 

1 

0 

abscess 

. 0 

2 

1 

8 

(19%) 

8.  Neoplasm 

1.  Primary — bowel  

2.  Secondary — 

0 

2 

0 

metastasis 

0 

1 

1 

4 

(9.4%,) 

10 

21 

11 

42 

100% 

(24%) 

(50%) 

(26%) 

tion  are  outlined  in  Table  I.  These  have 
been  listed  under  eight  headings  and  further 
divided  into  the  three  general  age  gi'oups  in 


which  they  occured.  It  is  noteworthy  that 
24%  of  the  entire  group  occurred  in  children 
under  the  age  of  eight  months.  This  group 
naturally  includes  a number  of  infants  with 
congenital  defects  presenting  acute  intesti- 
nal obstruction.  26%  of  the  entire  series 
were  past  sixty  years  of  age. 

The  classical  symptoms  of  acute  intestinal 
obstruction  are: 

1.  Crampy  abdominal  pain  with  or  with- 
out vomiting  which  persists  over  six  hours. 

2.  Hyperperistalsis  — elicited  by  careful 
auscultation  of  the  abdomen. 

3.  Constipation  or  obstipation  with  no  re- 
lief by  enemas. 

4.  Abdominal  distension  developing  as  a 
late  feature. 

The  routine  procedure  in  the  management 
of  a patient  with  the  above  S5rmptoms  and 
without  an  obvious  irriducible  hernia  has 
been  to  make  a tentative  diagnosis  of  intesti- 
nal obstruction  and  order  an  immediate  flat 
plate  of  the  abdomen.  It  is  important  to 
have  a tentative  diagnosis  before  taking  the 
film  so  that  maximum  information  may  be 
obtained  and  therapy  instituted  while  the 
patient  is  still  in  the  X-ray  Department. 
The  early  diagnosis  of  intestinal  obstruction 
demands  the  cooperation  of  both  the  surgeon 
and  radiologist.  The  wet  films  are  inspected 
immediately  and  if  a large  bowel  lesion  is 
suggested  we  almost  alw^ays  proceed  at  once 
with  a barium  enema  to  better  localize  the 
lesion.  If  a small  bowel  obstruction  is  dem- 
onstrated by  flat  plate  a decision  as  to  the 
necessity  of  intubation  is  made  immediately. 
If  indicated,  intubation  is  begun  at  once  un- 
der fluoroscopic  control  and  checked  at  fre- 
quent inteiwals  by  the  radiologist  until  suc- 
cessfully accomplished  or  established  as  a 
definite  failure.  This  period  gives  ample 
time  for  the  administration  of  fluids  and  re- 
establishment of  water  balance. 

Pi-ior  to  the  last  decade  it  was  considered 
essential  that  every  case  with  acute  intesti- 
nal obstruction  be  submitted  to  surgery  as 
soon  as  fluid  balance  was  restored.  The 
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development  of  successful  methods  of  intesti- 
nal intubation  have  altered  our  procedure  in 
many  of  these  patients  excepting-  those  with 
external  hernia  and  those  in  which  intestinal 
strang-ulation  is  suspected. 

A clinical  diagnosis  of  internal  strangula- 
tion is  very  difficult  to  establish  with  accu- 
racy. The  decision  is  of  paramount  impor- 
tance for  these  patients  demand  immediate 
surgery  for  survival. 

The  signs  which  suggest  strangulated 
bowel  in  a patient  with  the  classical  picture 
of  acute  intestinal  obstruction  are: 

1.  Local  abdominal  tenderness  v/ith  per- 
itoneal irritation. 

2.  An  elevated  temperature. 

3.  General  toxemia. 

4.  An  elevated  leukocyte  count  (higher 
than  the  usual  9,000-12,000  seen  in  ordinary 
mechanical  obstruction). 

5.  Evidence  of  shock  in  massive  strangu- 
lation. 

In  this  series  of  forty-two  cases  there  were 
four  patients  with  strangulated  bowel  re- 
quiring resection.  Each  of  these  individuals 
presented  a different  clinical  picture  and 
only  one  conformed  to  anything  that  might 
be  considered  a classical  syndrome.  For  this 
reason  these  four  cases  are  briefly  reviewed. 

Case  1.  A seventy-one  year  old  man  was  admitted 
with  a history  of  generalized  abdominal  pain  devel- 
oping twelve  hours  before  admission  with  localiza- 
tion in  the  right  lower  quadrant  during  the  past  six 
hours.  He  was  nauseated  and  vomited  several 
times.  He  did  not  appear  acutely  ill.  The  temper- 


FIGURE I. 

Case  1.  Resected  gangrenous  ileum  (5.5  feet)  resultant 
from  a volvulus  in  seventy-one  year  old  man. 


ature  was  98;  pulse  100  and  respiration  24.  Ab- 
dominal distension  was  not  present,  but  there  was 
localized  tenderness  with  muscle  guard  in  the  right 
lower  quadrant.  Palpation  of  this  area  was  sugges- 
tive of  a mass,  but  Its  outline  could  not  be  well  es- 
tablished. The  white  blood  count  was  14,000  and  the 
urine  negative.  The  preoperative  diagnosis  was 
acute  appendicitis.  At  operation  a volvulus  was 
found  with  5%  feet  of  gangrenous  ileum.  Fig.  1. 


This  area  of  bowel  was  resected  with  a primary 
side  to  side  anastomosis.  The  patient  made  a very 
satisfactory  recovery. 

Case  2.  A seventy-one  year  old  woman  had  a 
cataract  removed  ten  days  before  she  was  seen  in 
consultation.  Following  her  eye  operation  the  ab- 
domen became  markedly  distended,  but  there  was 
no  associated  pain,  nausea  or  vomiting.  Enemas, 
hot  stupes  and  Wangensteen  suction  had  failed  to 
relieve  the  distension.  On  examination  the  patient 
did  not  appear  acutely  ill  in  spite  of  a markedly  dis- 
tended abdomen.  There  was  no  local  tenderness,  no 
scars  and  no  hernia.  Peristalsis  was  somewhat  de- 
pressed, but  a few  faint  runs  were  audible.  The 
temperature  was  100;  pulse  90  and  the  respirations 
24.  The  leukocyte  count  was  14,000.  A flat  plate 
showed  the  typical  ladder  patterns  of  obstructed 
small  bowel.  Laparotomy  disclosed  a closed  loop 
obstruction  of  a foot  of  the  lower  ileum  which  was 
gangrenous  due  to  an  adhesion.  This  was  resected 
with  primary  side  to  side  anastomosis  with  prompt 
recovery. 

Case  3.  A thirty-eight  year  old  colored  woman 
was  admitted  with  severe  intermittent  pain  in  the 
epigastrium  of  eighteen  hours  duration  with  associ- 
ated nausea  and  vomiting.  There  was  a history  of 
an  appendectomy  and  uterine  suspension  some  years 
before.  The  menses  had  been  regular,  but  she  had 
been  told  she  had  a left  ovarian  cyst  two  years  prior 
to  admission.  The  temperature  was  98;  pulse  80 
and  respiration  26.  The  abdomen  showed  moderate 
distension  with  definite  hyperperistalsis.  There  was 
an  indefinite  cystic  mass  in  the  left  lower  quadrant 
which  could  be  very  poorly  outlined,  but  seemed  to 
fill  the  cul-de-sac  on  pelvic  examination.  The 
hemoglobin  was  71%  and  the  white  blood  count  18,- 
000.  The  urine  was  negative.  Soon  after  admis- 
sion the  patient  suddenly  went  into  profound  sur- 


FIGURE  II. 

Case  3.  Ten  and  one-half  feet  of  gangrenous  small  bowel 
successfully  resected  in  a thirty- eight-year-old  woman.  The  ob- 
struction was  resultant  from  an  internal  hernia  following 
previous  pelvic  surgery. 

gical  shock  requiring  vigorous  anti-shock  therapy 
before  surgery  could  be  considered.  After  receiv- 
ing a total  of  4400  ccs.  of  blood,  plasma  and  saline 
solution,  exploration  was  undertaken  while  blood 
was  continually  administered  into  both  anticubital 
veins.  The  preoperative  diagnosis  was  massive 
hemorrhage  into  a twisted  ovarian  cyst.  Lapar- 
otomy revealed  10.5  feet  of  gangrenous  small 
bowel  which  had  herniated  behind  the  round  liga- 
ments following  the  previous  suspension.  Fig.  2. 
Due  to  her  precarious  condition  the  bowel  was  re- 
sected and  a double  barrelled  ileostomy  performed. 
The  patient  made  a satisfactory  recovery  and  the 
ileostomy  was  subsequently  closed. 

Case  4.  An  eighty  year  old  woman  was  admitted 
complaining  of  constant  crampy  lower  abdominal 
pain  of  three  days  duration  associated  with  nausea. 
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vomiting-  and  diarrhea  for  the  past  two  days.  She 
had  had  a previous  cholecystectomy  and  hysterec- 
tomy. The  temperature  was  98;  pulse  100  and  res- 
pirations 26.  Physical  examination  showed  a very 
thin  walled  abdomen  with  definite  visible  hyper- 
activity of  dilated  loops  of  bowel.  A flat  plate 
showed  typical  distended  small  bowel  loops.  The 
white  blood  count  was  27,000.  A diagnosis  of 
strangulation  obstruction  was  made  because  of  the 
pain,  local  tenderness  and  leukocytosis.  Laparoto- 
my disclosed  twelve  inches  of  gangrenous  lower 
ileum  in  a closed  loop  obstruction  resultant  from 
pelvic  adhesions.  The  bowel  was  resected  and  a 
double  barrelled  ileostomy  performed.  This  was 
subsequently  closed,  the  patient  making  a very 
satisfactory  recovery. 

The  variable  clinical  picture  in  these  four 
cases  with  definite  strangulation  emphasizes 
the  difficulty  of  accurate  diagnosis.  We 
believe  that  the  most  important  features  are 
the  severity  of  the  pain,  local  abdominal 
tenderness  and  leukocytosis,  although  they 
may  not  be  considered  essential  to  make  one 
suspect  a strangulation  obstruction. 

If  one  can  reasonably  exclude  the  presence 
of  a strangulation  obstruction  a decision 
must  then  be  made  whether  the  patient  will 
be  most  benefited  by  prompt  exploration 
following  fluid  replacement  or  a period  of 
intestinal  decompression  by  intubation  with 
subsequent  surgery.  In  the  presence  of 
marked  abdominal  distension  intestinal  de- 
compression is  an  essential  preoperative  ad- 
junct to  surgery  and  one  of  the  most  impor- 
tant factors  in  reducing  the  mortality.  In- 
testinal decompression  alone  without  sur- 
gery, using  a Miller-Abbott  or  Cantor  tube, 
is  often  sufficient  to  relieve  small  bowel  ob- 
struction incident  to  inflammatory  intra-per- 
itoneal  lesions.  One  can  safely  proceed  with 
immediate  surgery  after  restoring  the  fluid 
balance  in  many  cases  of  adhesive  non-in- 
flammatory  small  bowel  obstruction  seen 
early  and  before  the  development  of  clinical 
distension. 

The  Miller-Abbott  tube  and  the  modified 
single  lumened  Cantor  tube  deserve  much 
credit  for  reducing  the  mortality  of  patients 
with  small  bowel  obstruction  seen  after  the 
development  of  abdominal  distension.  The 
technical  use  of  the  IMiller-Abbott  tube  is 
not  always  a simple  matter  and  experience 
shows  that  every  case  must  be  individual- 
ized. Our  percentage  of  successful  intuba- 
tions rose  very  strikingly  when  we  transfer- 
red the  responsibility  for  passing  the  tube 
through  the  pylorus  and  well  into  the  duo- 
denum to  the  Radiological  Department.  Un- 
der fluoroscopic  control  this  can  usually  be 
accomplished  in  three  to  six  hours  and  much 
valuable  time  saved  in  successfully  deflating 


a sick  patient.  Intubation  is  rarely  difficult 
in  patients  with  active  or  hyperactive  peris- 
talsis, but  may  be  extremely  trying  in  cases 
of  late  obstruction  with  a dilated  atonic 
bowel.  Efforts  at  small  bowel  intubation  fol- 
lowing surgery  under  general  anaesthesia 
are  very  often  unseccessful  for  the  same  rea- 
son. See  Table  II. 


. TABLE  II. 

ACUTE  INTESTINAL  OBSTRUCTION 
SERIES  42  CASES 

USE  OF  INTESTINAL  INTUBATION  FOR  DECOMPRESSION 
AS  ADJUNCT  TO  SURGERY 

Cases 


Intubation  27 

Types  of  Intubation 

Wangensteen  pre  and  post-operative 7 

Wangensteen  post-operative  10 

Miller-Abbott  tube 

Pre-operative  attempted  12 

Successful  9 (15%) 

Post-operative  attempted  1 

Successful  0 

Cantor 

Pre-operative  attempted  1 

(After  Miller-Abbott  failure) 

Successful  1 


Wangensteen  gastric  suction  was  used  be- 
fore and  after  operation  in  all  adult  cases  of 
obstruction  in  which  a Miller-Abbott  or  Can- 
tor tube  was  not  tried  or  was  unsuccessfully 
employed.  Gastric  suction  or  periodic  lavage 
was  used  in  the  infant  group  when  indicated. 

The  surgical  procedure  employed  in  acute 
intestinal  obstruction  must,  of  necessity,  be 
individualized  in  every  case.  See  Table  III. 


TABLE  III. 

ACUTE  INTESTINAL  OBSTRUCTION 


SERIES  OF  42  CASES 

Surgical  Procedure  Cases  % 

1.  Lysis  of  adhesions 9 21% 

'2.  Reduction  and  repair  of  hernia 8 19% 

3.  Exploration  2 4.7% 

4.  Resections  5 12% 

a.  Resection  ileum  with  anastomosis 2 

b.  Double  barrelled  ileostomy 2 

c.  Ileum  and  cecum  with  ileo-colostomy 1 

5.  Anastomosis  3 7.1% 

a.  Duodeno-iejunostomy  1 

b.  Ileo-colostomy  2 

6.  Exteriorization  terminal  ileum  and  cecum 1 2.4% 

7.  Surgical  decompression 9 21% 

Ileostomy  2 

Cecostomy  1 

Colostomy  5 

Ileostomy  and  colostomy 1 

8.  Drainage  intraperitoneal  abscesses 2 4.7% 

9.  Ileotomy — removal  gall  stone 1 2.4% 

10.  Repair  wound  dehiscence 1 

Non  surgical  decompression  (Miller-Abbott 

tube)  with  recovery 2 2.4% 

42  100% 

Resection  with  primary  side  to  side  anasto- 


mosis was  earned  out  in  those  cases  of 
strangulated  small  bowel  obstruction  if  the 
patient’s  condition  warranted  taking  the  few 
extra  moments  to  re-establish  bowel  continu- 
ity. In  desperately  iU  or  aged  patients  a 
staged  procedure  with  resection  and  tempo- 
rary ileostomy  may  be  lifesaving. 

Ileostomy  employing  the  Witzel  technique 
was  successfully  employed  in  three  cases  of 
smiall  bowel  obstruction  in  this  series.  All 
three  patients  were  markedly  distended,  the 
Miller-Abbott  tube  unsuccessfully  decom- 
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pressing  two  and  in  the  third  the  tube  could 
not  be  passed  by  the  pylorus  in  spite  of  re- 
peated efforts.  We  believe  that  a.  Witzel 
type  of  enterostomy  done  under  local  anaes- 
thesia through  a muscle  splitting  incision  is 
often  a lifesaving  procedure  in  the  seriously 
ill  distended  patient  who  cannot  be  promptly 
intubated.  Prolonged  efforts  at  intubation 
without  success  in  such  individuals  are  haz- 
ardous and  to  be  condemned. 

Surgical  compression  is  practically  always 
necessary  in  acute  large  bowel  obstruction 
since  intubation  can  only  relieve  the  second- 
ary manifestations  of  the  obstruction  in  the 
small  bowel.  Whether  this  be  accomplished 
by  cecostomy  or  transverse  colostomy  is  an 
individual  problem. 

In  this  series  of  forty-two  consecutive 
cases  of  acute  intestinal  obstruction  there 
was  an  overall  mortality  of  11.9%.  If  we 
exclude  the  infant  group,  the  oldest  of  which 

TABLE  IV. 

ACUTE  INTESTINAL  OBSTRUCTION 
SERIES  OF  42  CASES 
ANALYSIS  OF  FATAL  CASES 

Age  Diagnosis  Procedure  Cause  Death  P.  O.  Time 

Intraperitoneal  Lysis  adhesions 

58  years,  adhesions Ileostomy Pul  embolism. 50th  day 

1 day Imperforate  anus. Colostomy Pneumonia 48  hrs. 

Lysis  of  adhesionsMalnutrition 
Omphlocele  after  Repair  Jejunal 

1 day__.  Peritonitis Omphlocele fistula 30th  day 

Pneumonia 

Poor 

Intestinal 

1 Mo Terminal  ileitis Ileo-colostomy Tone 40th  day 

5 Mo Intussusception— Exteriorization Shock 2 hrs. 


was  eight  months,  the  mortality  for  the  re- 
maining thiidy-two  cases  was  3.1%.  The 
one  fatality  in  the  adult  group  occurred  in  a 
fifty-eight  year  old  man  from  a pulmonary 
embolus  on  the  fiftieth  postoperative  day.  He 
had  made  a complete  recovery  from  his  ob- 
struction and  was  to  have  been  dismissed  the 
following  morning.  See  Table  IV, 

The  ten  cases  in  the  infant  group  ranged 
in  age  from  birth  to  eight  months  of  age. 
The  mortality  in  this  series  of  infants  was 
40%.  Three  of  the  four  fatal  cases  had  de- 
fects which  were  congenital  in  origin  and 
eight  of  the  ten  cases  in  this  group  were  seen 
with  developmental  defects  requiring  sur- 
gery for  the  relief  of  obstruction. 

SUMMARY 

1.  A series  of  forty-two  cases  of  acute  intestinal 
obstruction  seen  over  a period  of  eighteen  months 
are  reported. 

2.  Twenty-four  percent  of  the  group  occurred  in 
infants  under  eight  months  of  age,  50%  between 
the  ages  of  one  and  sixty,  and  26%  were  over  sixty 
years  of  age. 

3.  The  overall  mortality  for  the  series  was 
11.9%,  there  being  only  one  death  in  the  adult 
group. 

4.  The  improved  mortality  in  the  management 
of  acute  intestinal  obstruction  has  resulted  from 
earlier  recognition,  decompression  by  intubation,  a 
better  understanding  of  water  balance,  chemo- 
therapy and  antibiotics. 

5.  The  mortality  in  infants  with  acute  intestinal 
obstruction  will  probably  remain  high,  since  the 
majority  of  these  result  from  congenital  defects. 


❖ ❖ ❖ 


STUDY  QUESTIONS  GERMICIDAL  EFFECT  OF 
CERTAIN  MERCURY  COMPOUNDS 

Doubt  as  to  whether  the  use  of  mercury  com- 
pounds in  their  commercial  concentrations  is  jus- 
tified by  their  actual  antiseptic  effects  is  expressed 
in  a study  by  three  Philadelphia  bacteriologists,  re- 
ported in  the  January  3 issue  of  The  Journal  of  the 
American  Medical  Association.  Experiments  on 
mice  by  the  three  men  showed  that  bacterial  cultures 
exposed  for  10  or  even  15  minutes  to  “mercuro- 
chrome,”  “merthiolate”  and  “metaphen”  could  still 
produce  fatal  disease. 

The  three  scientists,  Harry  E.  Morton,  Sc.  D., 
Leon  L.  North  Jr.,  M.  D.,  and  Frank  B.  Engley  Jr., 
M.  S.,  Philadelphia,  all  from  the  Department  of 
Bacteriology  of  the  University  of  Pennsylvania 
School  of  Medicine,  were  aided  in  their  study  by  a 
grant  from  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association. 

The  organism  selected  for  their  studies  was  Strep- 
tococcus pyogenes,  which  produces  disease  in  man  as 
well  as  in  laboratory  animals.  A culture  of  the  bac- 
teria was  mixed  with  each  of  the  germicides  in  their 


marketed  solutions  and,  after  an  interval,  injected 
into  a number  of  mice.  Nearly  all  the  mice  died, 
and  presence  of  the  organisms  was  demonstrated  in 
their  heart’s  blood  after  death.  Of  the  three,  “meta- 
phen”  seemed  to  have  had  the  most  powerful  germi- 
cidal effect,  as  registered  by  the  proportion  of  mice 
which  survived. 

“Whether  other  infectious  agents  would  differ  and 
lose  their  virulence  when  exposed  to  mercury  may 
well  be  investigated,”  the  Council  on  Pharmacy  and 
Chemistry  suggests.  “Actually,  in  other  experi- 
ments in  the  same  laboratory  it  has  been  found  that 
the  infection  of  laboratory  animals  by  influenza 
virus  may  be  prevented  by  their  exposure  to  mer- 
curochrome,  merodicein,  metaphen  and  phenyl  mer- 
curic nitrate;  merthiolate  was  ineffective.  Others 
have  reported  the  effectiveness  of  mercurochrome, 
in  inactivating  in  vitro  the  virus  of  poliomyelitis. 
The  field  of  usefulness  of  organic  mercurials  should 
be  explored,  proved  and  defined.  The  proponents  of 
these  preparations  should  proceed  seriously  and 
diligently  to  this  task.  The  Council  wishes  to  give 
the  necessary  opportunity  to  meet  the  challenge,  but 
it  should  not  be  deferred  indefinitely.  It  is  a field 
in  which  wishful  thinking  is  dangerous.” 


Perforated  Peptic  Ulcer 

HARRY  R.  ELSTON,  M.D. 
Omaha,  Nebraska 


This  is  a report  of  five  cases  of  perforated 
peptic  ulcer  treated  surgically  at  the  Douglas 
County  Hospital.  According  to  Boyd(i>,  of 
the  four  most  frequent  complications  of  pep- 
tic ulcer,  perforation  is  the  most  common. 

Burden (2)  states  that  acute  perforation  is 
due  to  an  acute  process  in  either  a recent  or 
an  old  ulcer  and  that  many  perforated  duo- 
denal ulcers  temporarily  are  sealed  to  the 
undersurface  of  the  liver  thereby  preventing 
widespread  contamination.  However,  the  five 
cases  reported  here  were  all  perforated  gas- 
tric ulcers  and  therefore  contamination  was 
more  widespread. 

Estes  and  Bennett^^)  give  as  etiology  of 
acute  gastroduodenal  ulcer  perforation,  food 
intake  with  stimulation  to  the  pstric  motor 
activity  plus  the  increase  in  digestive  acids 
as  the  most  prevalent  cause.  Cases  I and  II 
gave  a history  of  food  ingestion  before  the 
initial,  sudden  abdominal  pain.  The  pain  was 
localized  in  epigastrium  and  of  great  sever- 
ity. All  five  cases  had  dramatic  onset  and 
marked  prostration  with  varying  amounts  of 
shock.  The  shock  persisted  to  the  tinie  of 
admission  to  the  hospital,  and  the  patients 
had  to  be  treated  for  shock  before  surgery 
could  be  attempted.  In  fact,  in  Case  IV  we 
were  unable  to  get  the  systolic  blood  pres- 
sure up  to  80  after  two  blood  transfusions, 
an  ampule  of  anterior  adrenal  cortex,  and 
ephedrine  sulphate  gr.  The  operation 

was  done  only  because  of  . the  insistence  of 
relatives. 

Frank reporting  forty  out  of  one  hun- 
dred cases  of  perforated  peptic  ulcer,  esti- 
mates that  the  mortality  is  higher  in  gastric 
than  in  duodenal  ulcers.  This  is,  no  doubt 
due  to  the  fact  that  in  gastric  ulcer  there  is 
more  contamination  from  spillage  of  gastric 
content  while  in  duodenal  ulcer  there  is  often 
a temporary  sealing  of  the  ulcer  to  the  un- 
dersurface of  the  liver. 

Barber  and  Madden  state  that  86  per 
cent  of  their  cases  had  epigastric  pain,  ten- 
derness, and  muscle  spasm.  All  of  our  cases 
had  these  symptoms  with  the  addition  in 
Case  IV  of  some  distension  due  to  develop- 
ing peritonitis  with  bowel  stasis. 

De  Bakey(®b  in  reviewing  7683  cases  of 
perforated  peptic  ulcer,  states  that  perfora- 


tion is  more  common  in  men  than  in  women, 
a ratio  of  about  two  to  one.  All  of  our  cases 
were  in  men. 

I wish  to  stress  here  early  diagnosis  and 
prompt  surgery.  In  the  same  group,  De 
Bakey  reports  the  mortality  of  cases  oper- 
ated upon  for  perforated  peptic  ulcer  in  the 
first  six  hours  as  10.5  per  cent,  during  the 
first  twelve  hours  as  21.4  per  cent,  during 
the  first  eighteen  hours  as  38.5  per  cent,  and 
after  twenty-four  hours  as  62.4  per  cent.  The 
duration  of  symptoms  was  estimated  as  from 
the  time  of  onset  to  the  time  of  operation  and 
not  from  onset  to  the  time  the  patient  en- 
tered the  hospital.  In  Case  IV  in  which  the 
duration  of  symptoms  was  twenty-four 
hours,  death  occurred  four  hours  after  the 
operation. 

The  most  common  causes  of  death  in  per- 
forated peptic  ulcer,  according  to  De  Bakey 
are  first,  surgical  shock,  and  second,  perito- 
nitis. Other  factors  are  the  condition  and 
the  age  of  the  patient  and  the  amount  of  con- 
tamination. Of  my  five  cases,  all  but  one 
was  fifty  years  of  age  or  over. 

In  stressing  early  diagnosis,  the  roentgen- 
ograms are  of  great  value  in  determining 
whether  or  not  free  air  is  present  under  the 
diaphragm.  Crohn in  reporting  41  cases, 
showed  air  under  the  diaphragm  in  85.3  per 
cent  of  the  cases. 

In  all  of  the  cases  in  which  we  were  able 
to  x-ray  the  patient  in  the  upright  sitting  po- 
sition after  first  having  him  lie  on  the  left 
side  for  from  ten  to  fifteen  minutes,  free  air 
was  demonstrated.  The  only  exception  was 
Case  IV  in  which  the  patient  was  so  ill,  in 
fact  semicomatose,  that  we  could  not  move 
him.  A flat  plate  of  the  upper  abdomen  and 
lower  chest  was  taken.  This  plate  marked 
Figure  4,  is  shown  to  contrast  with  Figures 
1,  2,  and  3,  which  show  air  either  under  the 
left  or  the  right  leaf  of  the  diaphragm  or 
both. 

In  the  nonoperative  treatment  Viseck(^>, 
reports  good  results  from  penicillin,  nothing 
by  mouth,  Wangensteen  continuous  drainage 
of  the  stomach,  and  intravenous  feedings. 
However,  Viseck  also  admits  a greater  num- 
ber of  serious  complications,  the  most  com- 
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mon  of  which  is  subphrenic  abcess  which 
later  has  to  be  drained  surgically. 

I agree  with  Graham^^>  that  early,  simple 
surgery  should  be  done  and  that  the  patient 
should  be  treated  solely  for  the  lesion  creat- 
ing the  emergency  and  nothing  more.  First, 
close  the  perforation  and  stop  any  further 
leakage,  second,  suction  any  spilled  contents 
and  mop  up  with  hot  saline  laparotomy 
sponges  to  prevent  further  spread  of  con- 
tamination. 

The  procedure  followed  was  to  open  the 
abdomen  through  a high  upper  right  or  left 
paramedian  incision.  The  perforation  was 
located  and  closed,  first  with  four  or  five  in- 
terrupted Lembert  sutures  of  00  chromic 
catgut  and  a piece  of  omentum  sutured  over 
the  suture  line  with  figure  of  eight  00  chro- 
mic catgut. 

DIFFERENTIAL  DIAGNOSIS 

One  has  to  distinguish  between  acute  re- 
trocaecal  appendicitis  high  up  under  the 
liver ; ruptured  gall  bladder ; acute  high  small 
bowel  obstruction,  and  acute  pancreatic  ne- 
crosis. 

In  cases  of  acute  fetrocaecal  appendicitis 
high  up  under  the  liver  there  is  severe  pain 
and  rigidity  in  the  right  upper  quadrant  that 
simulates  early  perforated  peptic  ulcer.  How- 
ever, the  patient  usually  has  a high  leukocy- 
tosis early,  often  18  to  23,500  thousand  with 
a preponderance  of  polymorphonuclear  cells. 
This  does  not  occur  early  in  ulcer  perforation. 
Also,  the  patient  does  not  have  the  sudden 
shaiT)  pain  and  various  degrees  of  collapse  or 
shock  associated  with  perforation,  the  pain 
being  more  cramplike  in  character  with 
some  intervals  of  relief.  Early  the  tempera- 
ture is  higher,  99  to  102  or  103,  with  a rapid 
pulse  rate.  The  patient  also  moves  about 
more  in  bed  with  appendicitis  than  with  per- 
foration. With  appendicitis  x-ray  in  the  up- 
right position  after  a period  of  10  to  15 
minutes  on  the  left  side  will  not  show  air  un- 
der the  diaphragm. 

In  rupture  of  the  gall  bladder,  there  is  a 
history  of  pain  and  tenderness  over  Murphy’s 
point  for  some  time  before  the  perforation, 
and  this  is  often  accompanied  by  chills  and 
fever.  The  pain  is  mostly  constant  and  is  re- 
ferred to  the  right  shoulder  blade.  After  per- 
foration there  is  an  interval  free  from  pain 
until  peritonitis  develops.  The  x-ray  exami- 
nation by  the  above  technique  shows  no  air 
under  the  diaphragm. 


In  acute  small  bowel  obstruction,  the  pain 
is  accompanied  by  greater  abdominal  disten- 
tion and  is  more  general  than  in  perforated 
peptic  ulcer.  Here  the  distention  comes  on 
several  hours  later  and  is  more  or  less  local- 
ized above  the  umbilicus.  In  obstruction 
there  is  also  increasing  vomiting  soon  be- 
coming fecal  in  character.  A flat  roentgeno- 
gram in  obstruction  will  show  dilated  bowel 
above  the  obstruction  and  will  often  show 
fluid  levels  in  the  loops  of  the  bowel.  Roent- 
genograms taken  in  the  upright  sitting  posi- 
tion will  show  no  air  under  the  leaves  of  the 
diaphragm. 

In  acute  pancreatic  necrosis,  the  onset  is 
also  sudden,  the  pain  usually  being  even 
greater  than  that  of  perforated  peptic  ulcer. 
There  is  a degree  of  shock  which  is  never 


Figure  I 

present  in  other  conditions.  The  face  often 
presents  a peculiar  cyanosis  which  is  not 
seen  in  other  acute  abdominal  conditions. 
Also,  is  this  condition  often  follows  a good 
meal  while  perforation  of  ulcer  rarely  occurs 
after  ingestion  of  a large  meal;  however,  in 
two  of  my  cases  perforation  followed  inges- 
tion of  a small  amount  of  food.  In  acute 
pancreatic  necrosis  there  is  a high  blood 
amylase.  A flat  plate  of  the  abdomen  and  a 
roentgenogram  in  the  upright  sitting  posi- 
tion will  aid  in  the  diagnosis.  The  history 
and  examination  of  the  patient  will  rule  out 
perforated  gall  bladder.  History  and  blood 
picture  plus  examination  will  rule  out  high 
retrocaecal  appendicitis.  The  pulse  rate  in 
perforated  peptic  ulcer  is  not  as  high  as  in 
the  other  conditions  mentioned,  being  normal 
or  only  slightly  accelerated. 

Case  No.  I,  Figure  1.  Arrow  shows  air  under  the 
right  leaf  of  the  diaphragm. 

A.  H.,  male,  age  50  years.  Admitted  to  the 
Douglas  County  Hospital  by  ambulance  9 a.m., 
6-14-41.  States  he  was  awakened  this  morning  at 
about  5 a.m.  by  a sharp  pain  in  the  upper  abdomen. 
Since  then  the  pain  has  been  continuous.  In  the 
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past  two  months  had  had  pain  in  the  upper  part  of 
his  abdomen  at  times  and  that  the  pain  was  relieved 
by  eating.  Physical  examination:  Tenderness  and 
boardlike  rigidity  in  the  upper  abdomen.  Patient 
had  been  given  a hypo  of  morphine  and  was  still  in 
mild  shock,  skin  cold  and  clammy.  B.P.  90/60, 
T.  97.8,  P.  60,  R.  16.  Five  per  cent  glucose  in  nor- 
mal saline  given  intravenously  and  caffeine  sodium 
benzoate,  one  ampule  7 gr.  given  hypodermically. 

Laboratory:  Urine,  straw  colored;  react,  acid; 

sp.  gr.  1,028;  alb.  plus;  sug.  neg.;  RBC  4,500,000; 
WBC  22,400;  hg.  13  grams;  Wass.  neg.  Roentgeno- 
gram taken  in  sitting  upright  position  shows  air 
under  the  right  leaf  of  the  diaphragm. 

At  the  time  of  operation,  11  o’clock,  six  hours 
after  initial  attack  of  pain,  B.P.  120/80,  T.  98.6, 
P.  68,  R.  24. 

Under  cyclopropane  anesthesia.  Upper  right 
paramedian  incision  from  ensiform  cartilage  to 
umbilicus.  Ulcer  located  on  the  anterior  surface  of 
the  stomach  on  the  lesser  curvature  about  2 cm. 
from  the  pylorus,  oval-shaped,  Vz  centimeter  in 
diameter.  Ulcer  was  punched-out  in  appearance  and 
had  yellowish-colored  fibrin  around  the  margin.  Ul- 
cer closed  according  to  previously  mentioned  tech- 


Figure  II. 


nique.  A small  amount  of  fluid,  50  cc.,  swabbed 
out.  Five  grams  of  sulfanilamide  was  sprinkled 
over  the  perforated  area  and  up  under  the  liver  in 
the  gastrohepatic  space.  A piece  of  omentum  was 
tacked  over  the  suture  line  of  the  ulcer  with  figure 
of  eight  00  chromic  catgut  suture.  Postoperative 
Wangensteen  tube  inserted  with  continuous  suction. 
Nothing  by  mouth  first  twenty-four  hours,  feeding 
of  3,000  cc.  a day  of  5 per  cent  glucose  in  normal  sa- 
line intravenously.  About  twenty-four  hours  later 
Sippy  diet  started  and  aluminum  hydroxide  in  the 
form  of  hydrogel  15  gr.  every  four  hours. 

The  patient  made  an  uneventful  recovery  and  was 
dismissed  from  the  hospital  7-4-41. 

Case  II,  Figure  2,  shoving  air  under  the  left  leaf 
of  the  diaphragm. 

S.  C.,  male,  white,  age  57  years.  Admitted  by 
ambulance  to  the  Douglas  County  Hospital  at  9:10 
a.m.  Patient  states  he  never  had  stomach  trouble 
before.  At  5 a.m.  he  was  seized  with  a severe  burn- 
ing sensation  in  the  epigastrium,  which  at  the 
present  time  is  severe  with  a boring  sensation  in 
the  abdomen.  Says  his  upper  abdomen  feels  stiff 
and  he  feels  unable  to  breathe  because  of  the  severe 
abdominal  pain.  B.P.  100/70,  T.  96,  P.  92,  R.  18. 

Examination:  Patient  in  mild  shock.  The  skin  is 
cold  and  clammy.  He  seems  to  be  in  severe  pain. 
Abdomen  is  very  tender.  There  is  diffuse  boardlike 


rigidity.  Otherwise  examination  is  essentially  nega- 
tive. 

Laboratory:  Urine,  straws  colored;  sp.  gr.  1.020; 

clear;  alb.  neg.;  sug.  neg.  RBC  4,740,000;  WBC 
15,850;  hg.  14  grams;  neg.  89,  mon.  9 per  cent.  100 
cc.  intravenously  5 per  cent  glucose  in  normal  saline. 
Ampule  caffeine  sodium  benzoate  7 grains  hypo- 
dermically. Heat  to  body.  X-ray  in  the  upright  sit- 
ting position  showed  air  under  the  left  leaf  of  the 
diapraghm. 

To  surgery  at  10:40,  five  hours  and  forty  minutes 
after  initial  pain  in  epigastrium.  B.P.  120/80,  T. 
98.6,  P.  96,  R.  22. 

Cyclopropane  anesthesia.  Right  paramedian  in- 
cision made,  abdomen  opened.  Perforation  about  the 
size  of  a pencil  located  in  old  healed  ulcer  scar 
about  2 cm.  in  diameter  on  the  anterior  surface  of 
the  prepyloric  end  of  the  stomach.  Ulcer  w*as  closed 
by  previously  mentioned  technique.  About  150  cc. 
of  fluid  and  food  content  w^as  found  in  the  peri- 
toneal cavity.  This  was  removed  by  suction  and 
sw^abbed  out  with  warm  saline  sponges.  Five  grams 
of  sterile  sulfanilamide  w^as  placed  around  the  per- 
foration site  in  the  stomach  and  the  remainder  in 
gastrohepatic  sulcus.  Twm  small  Penrose  drains 
inserted,  one  dowm  at  the  site  of  perforation  and 
the  other  in  the  collie  gutter.  The  abdomen  w^as 
closed  in  layers  and  the  same  postoperative  treat- 
ment given  as  in  the  previous  case. 

The  patient  made  an  imeventful  recovery  and 
was  dismissed  from  the  hospital  on  9-30-41. 

Case  III,  Figure  3 Roentgenogram  show’s  air  un- 
der both  leaves  of  the  diaphragm.  J.  W.,  male, 
w’hite,  age  55. 

Admitted  by  ambulance  to  the  Douglas  County 
Hospital  at  1 p.m.  Patient  stated  that  about  tw’o 
w’eeks  ago  he  began  to  have  stomach  trouble.  At 


Figure  III. 


7 :30  this  morning  he  had  cramplike  pains  in  the 
abdomen  w’hich  came  on  suddenly  doubling  him  up. 
He  took  some  coffee  at  8 a.m.  and  vomited  some 
blood. 

On  examination  extreme  tenderness  over  epi- 
gastrium wuth  boardlike  rigidity.  B.P.  80/40,  T.  98, 
P.  96,  R.  20.  Patient  treated  for  shock.  1,000  cc. 
5 per  cent  glucose  in  normal  salt  solution  intraven- 
ously. Roentgenogram  in  the  upright  position  show’s 
air  under  both  leaves  of  the  diagraphm. 

Laboratorv:  Urine,  clear;  sp.  gr.  1.021;  alb.  neg.; 
sug.  neg.  RBC  4,200,000;  WBC  16,000;  hg.  13  ^ams; 
78  per  cent  polys.;  Wass.  neg.  3:30,  500  cc.  citrated 
blood  100  cc.  normal  saline  given.  Caffeine  sodium 
benzoate  7 grs.  also  given  ephedrin  gr.  3 by  hypo. 
B.  P.  100/70,  T.  99,  P.  104,  R.  26.  Pulse  better 
quality. 

Patient  operated  upon  at  4:20,  tw’elve  hours  after 
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initial  pain.  Through  an  upper  right  rectus  incision, 
the  perforation  was  found  on  the  lesser  curvature  of 
the  pyloric  end  of  the  stomach.  It  was  about  1 cm. 
in  diameter.  Ulcer  closed  by  previously  mentioned 
technique.  There  was  a large  amount  of  fluid  and 
food  in  the  peritoneal  cavity.  About  1500  cc.  was 
removed  by  suction  and  then  wiped  out  with  a wet 
sponge.  5 grams  of  sterile  sulfanilamide  was  scat- 
tered over  ulcer  area  and  sulcus  under  the  liver. 
Postoperative  treatment  as  above. 

The  patient  made  an  uneventful  recovery  and  was 
dismissed  7-3-41. 

Case  IV,  Figure  4,  roentgenogram  taken  in  supine 
position  does  not  show  air. 

J.  B.,  male,  white,  age  55.  Admitted  to  the  Doug- 
las County  Hospital  by  ambulance  at  2:45  p.m.  com- 
plaining of  severe  pain  in  epigastrium.  The  patient 


was  awakened  that  morning  about  2 o’clock  with 
sharp  pain  which  became  progressively  more  severe. 
Vomited  some  clear  fluid. 

Examination  revealed  extending  tenderness  and 
very  rigid  abdomen  with  some  distension  above  the 
umbilicus.  B.  P.  94/50,  T.  97.8,  P.  98,  R.  26. 

Patient  was  too  ill  to  x-ray  in  the  upright  position. 
X-ray  in  supine  position  with  portable  does  not  show 
air  under  diaphragm.  Laboratory:  6-9-41,  Urine, 
straw  colored;  sp.  gr.  1.023;  clear;  alb.  +3;  sug.  0. 
RBC  2,300,000;  WBC  6,600;  hg.  7.5  grams;  40  per 
cent  seg.,  43  per  cent  lymphs.,  14  per  cent  staphs.; 
Wass.  neg.  Blood  transfusion  500  cc.  citrated  blood 
plus  400  cc.  normal  saline  at  6:45  p.m,  B.  P.  78/40, 
patient  semicomatose,  does  not  respond  well  when 
talked  to. 

6-10-41,  7 :30  a.m.,  1000  cc.  5 per  cent  glucose  and 
normal  saline  intravenously.  Cannot  get  systolic 
blood  pressure  up  above  80.  T.  97,  P,  100,  R.  22. 
6-10-41,  3:30  p.m.,  transfusion  500  cc.  citrated  blood 
200  cc.  normal  saline.  On  relatives’  insistence,  pa- 
tient operated  on  at  6:05,  twenty-four  hours  after 
the  first  symptoms  of  pain  in  the  epigastrium  and 
systolic  blood  pressure  was  still  below  80,  (78/48,) 
with  patient  in  secondary  shock.  Ampule  anterior 
adrenal  cortex,  and  morphine  gr.  14  atrophine  1/150 
given  hypodermically.  Under  cyclopropane  anesthe- 
sia, paramedian  incision  was  made  on  left.  Large 
perforation  of  the  stomach  was  high  up  on  the  lesser 
curvature  about  IV2  cm.  in  diameter.  About  2000  cc., 
of  dishwaterlike  fluid  found  in  the  peritoneal  cavity, 
much  fibrin  around  the  ulcer  crater,  around  the  gall 
bladder  and  the  surrounding  peritoneum.  Ulcer 
closed  as  in  previous  cases  and  one  Penrose  drain 
introduced  to  the  ulcer  site.  Patient  expired  about 
four  hours  after  operation. 

Pathological  Report:  Cause  of  Death,  Surgical 

shock  plus  general  serofibrinous  peritonitis. 


Case  V.  F.  W.,  male,  white,  43  years.  Sudden 
severe  sharp  shooting  pain  in  epigastrium  after  he 
had  eaten  a few  mouthfuls  of  food,  went  to  his  room 
but  collapsed  before  he  could  reach  the  bed.  Admit- 
ted to  the  hospital  about  10  a.m.  the  following  day 
complaining  of  pain  in  epigastrium.  Upper  abdo- 
men very  rigid  and  distended.  T.  99.8,  P.  112,  R.  20. 
RBC  4,120,000;  WBC  45,000;  70  seg.;  hg.  13  grams.; 
Wass.  neg.  Urine,  sp.  gr.  1.029;  alb.  neg,;  sug.  neg. 

X-ray  taken  in  sitting  upright  position  showed 
air  under  the  diaphragm.  Operated  on  at  12:15  p.m,, 
1714  hours  after  onset.  Left  paramedian  incision. 
Small  punched-out  ulcer  % cm.  in  diameter  seen 
above  the  pylorus  314  to  4 cm.  on  the  anterior  sur- 
face near  the  greater  curvature.  Edges  had  fibrin 
around  the  crater  and  the  abdomen  contained  about 
900  cc.  of  dishwater  fluid.  Ulcer  closed  by  usual 
technique.  Five  grams  sterile  sulfanilamide  sprin- 
kled over  area.  Abdomen  closed  in  layers,  no  drains. 
Same  postoperative  treatment  as  previous  cases. 

Patient  made  uneventful  recovery. 

COMMENTS  AND  CONCLUSION 

1.  The  need  for  early  diagnosis  and  the 
use  of  x-ray  taken  in  the  upright  sitting 
position  after  having  the  patient  lie  on  the 
left  side  for  ten  or  fifteen  minutes  is  stress- 
ed. 

2.  Simple  surgical  procedure  to  meet  only 
the  emergency  is  recommended:  Closure  of 
the  perforation  to  prevent  more  leakage,  and 
cleansing  and  mopping  up  the  contaminated 
fluid. 

3.  Surgery  should  not  be  attempted  until 
the  patient  reacts  favorably  to  primary  or 
early  shock  treatment. 

4.  In  perforation  of  peptic  ulcer  on  the 
posterior  surface  of  the  stomach  there  is 
perhaps  greater  necessity  for  manipulation 
because  one  has  to  open  the  gastric  colic 
mesentery  in  order  to  expose  and  close  per- 
foration. Perforation  in  this  position  is 
usually  plastered  against  one  of  the  abdom- 
inal viscera  or  posterior  parietal  covering  the 
pancreas,  and  causes  very  little  leakage. 

5.  Surgery  is  indicated  and  not  as  some 
advocate,  medical  treatment.  It  prevents  the 
complication  of  subphrenic  abscess  from 
spillage  which  is  more  common  when  the  ab- 
domen is  not  opened.  Sprinkling  5 to  10 
grams  of  sterile  sulfanilamide  over  the  per- 
foration site  and  in  the  subhepatic  space 
seems  to  retard  spreading  peritonitis  and 
prevent  abscess  formation. 
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NEBRASKA  PSYCHIATRIC  UNIT  OPENS 
(Continued  from  p.  39) 

Other  members  of  the  staff  of  the  Ne- 
braska Psychiatric  Unit  include  Dr.  Richard 
Young,  chairaian  of  the  Department  of  Neu- 
rology and  Psychiatry  of  the  University  of 
Nebraska  College  of  Medicine,  Dr.  Robert  S. 
Wigton,  Dr.  John  Aita  and  Dr,  W.  David 
Steed,  all  members  of  the  faculty  of  the  Col- 
lege of  Medicine. 

Dr.  Richard  Young  has  had  extensive 
training  in  the  field  of  Psychiatry.  He  is  a 
graduate  of  the  College  of  Medicine,  Univer- 
sity of  Nebraska,  where  he  also  received  a 
M.Sc.  Degree.  He  served  a year  and  a half’s 
internship  at  Peter  Bent  Brigham  Hospital 
in  Boston,  and  his  psychiatric  training  in- 
cludes a year  at  the  Bellevue  Hospital,  New 
York,  and  a year  at  Henry  Phipps  Psychi- 
atric Clinic  of  the  Johns  Hopkins  Hospital 
besides  many  short  courses  of  postgi'aduate 
training.  He  is  the  author  of  numerous  pa- 
pers in  the  field  of  Neurology  and  Psychia- 
try. 

Dr.  Robert  Wigton,  like  Dr.  Young  is  also 
the  son  of  a distinguished  former  faculty 
member  and  a graduate  of  the  College  of 
Medicine.  His  training  includes  a two-year 
internship  at  the  University  of  Pennsylvania 
Hospital,  a three-year  residency  in  Neurology 
and  a two-year  residency  in  Psychiatry  also 
at  the  Pennsylvania  Hospital  in  Philadelphia. 


During  the  war  he  served  as  a medical  offi- 
cer in  charge  of  the  officers’  ward  of  the 
Psychiatric  Division  of  the  U.  S.  Naval  Hos- 
pital, Bethesda,  and  later  was  a member  of 
the  Surgeon  General’s  Staff  concerning  ac- 
tivities in  the  field  of  Neurology  and  Psy- 
chiatry. 

Dr.  John  Aita  is  a graduate  of  the  State 
University  of  Iowa  who  took  his  training  in 
neurology  and  psychiatiy  at  Yale  University 
School  of  Medicine  and  the  Mayo  Clinic.  He 
received  his  Ph.D.  Degree  from  the  Univer- 
sity of  Minnesota  in  1944  and  during  the 
war  served  as  Chief  of  the  Division  in  Neu- 
rology at  the  Mayo  General  Hospital  where 
he  had  extensive  experience  in  a variety  of 
Neurologic  conditions.  He  is  also  the  author 
of  many  papers  on  Neurology  and  Psychia- 
try. 

Dr.  W.  David  Steed  is  a gi’aduate  of  North- 
western University  Medical  School  who 
served  for  almost  three  years  at  the  VJiite 
Plaines  Hospital  or  the  Westchester  Division 
of  the  New  York  Hospital,  devoting  his 
studies  to  Psychiatry.  He  also  had  experi- 
ence as  a medical  officer  and  became  a Neu- 
ro-Psychiatric Consultant  for  the  Pacific 
Theatre. 

A number  of  exceptionally  well  qualified 
residents  are  being  considered  to  fill  the 
residency  positions  available  at  the  Nebraska 
Psychiatric  Unit. 


Gonorrhea  in  the  Male — Modern  Management 
for  the  General  Practitioner" 

EDWIN  DAVIS,  M.D.  and  LEROY  WILLIAM  LEE,  M.D. 

Omaha,  Nebraska 

Department  of  L^rology  of  the  Bishop  Clarkson  Memorial  Hospital  and  the 
Hospital  of  the  University  of  Nebraska  College  of  Medicine 


Following-  the  epochal  discovery  of  the 
antiseptic  value  in  vivo  of  sulfanilimide  by 
Domag-k^i^  in  1935,  a radical  change  oc- 
curred in  the  treatment  of  gonorrheal  infec- 
tions. Linser^2)^  following  year,  de- 

scribed the  effects  of  this  drug  on  gonococ- 
cic infections.  In  rapid  succession  there 
then  appeared  numerous  reports  on  the 
treatment  of  gonococcal  infections  with  sul- 
fanilamide, then  with  each  of  the  several  re- 
lated sulfonamides,  and  finally  penicillin. 
Each  of  these  new  remedies  in  turn  went 
through  the  typical  trial  and  evaluation 
cycle,  characterized  by  publicity,  over-en- 
thusiasm, commercial  exploitation,  abuse, 
recognition  of  limitations,  decreased  use,  and 
finally,  sane  appraisal.  The  advent  of  these 
specifics  has  enabled  the  family  physician  to 
treat  gonoccic  infections  with  far  greater 
success  than  previously  attained  by  those 
specializing  in  this  field. 

Whereas  a tremendous  advance  has  been 
made,  reports  of  the  United  States  Public 
Health  Service  as  well  as  common  sense 
and  personal  obseiwation,  tell  us  that  gonorr- 
heal infections  have  by  no  means  been  eradi- 
cated. For  this  reason,  and  since  better 
methods  of  control  are  available,  a considera- 
tion of  the  most  effective  routine  in  the 
utilization  of  these  newer  remedies,  should 
tend  further  to  lower  the  incidence. 

iMuch,  more  or  less  authentic,  information 
and  misinformation  has  appeared  upon  this 
subject  in  lay  magazines,  and  in  the  form  of 
advertising  propaganda.  It  is  our  purpose  to 
present,  as  accurately  as  possible,  and  based 
upon  current  medical  literature  and  personal 
experience,  the  facts  relating  to  the  present 
day  care  of  gonorrheal  infections  in  the 
male. 

DIAGNOSIS 

After  a three  to  five  day  incubation  peri- 
od, the  typical  acute  gonorrheal  urethritis 
patient  develops  meatal  irritation,  slight 
serous  urethral  discharge,  later  becoming 
purulent,  and  associated  with  more  or  less 
urethral  burning.  In  obtaining  the  history, 
information  concerning  the  source  of  infec- 
tion, time  since  contact,  number  of  previous 
attacks,  and  exposure  of  others  should  be  ob- 


tained. Local  examination  reveals  a urethral 
discharge,  with  more  or  less  edema  and  con- 
gestion of  the  meatus.  In  the  uncomplicated 
case  the  external  genitalia  and  prostate  are 
otherwise  without  abnormal  findings.  The 
clinical  history  and  physical  findings,  to- 
gether with  the  typical  microscopic  appear- 
ance of  the  biscuit  shaped  diplococci,  closely 
packed  in  the  cytoplasm  of  leukocytes, 
shown  on  smear  by  the  Gram  stain  tech- 
nique establishes  the  diagnosis  for  clinic- 
al purposes.  After  the  smear  is  obtained 
the  patient  is  instructed  to  void  half  of  his 
urinary  content  into  a first  glass  and  the  re- 
mainder into  a second  glass.  This  is  the  so- 
called  “two  glass  test”  and  is  of  value  in 
classifying  the  anatomical  extent  of  the  in- 
fection. Cultures  of  the  urethral  discharge 
and  urine  may  be  taken  in  indicated  cases 
where  facilities  for  the  proper  bacteriological 
identification  of  the  gonococcus  exist A 
serological  examination  of  the  blood  should 
be  made  in  every  case,  since  concurrent 
syphilis  is  not  uncommon. 

Mention  should  be  made  of  the  relative 
reliability  of  the  smear  and  cultural  tech- 
niques in  the  diagnosis  of  symptomatic 
gonorrhea  in  the  male.  In  our  own  experi- 
ence, in  a series  of  375  smears  from  known 
cases  of  untreated  gonorrheal  urethritis  in 
the  male,  where  a definite  discharge  was 
present,  the  Gram  stain  type  of  smear  was 
found  to  show  gonococci  in  80%  of  the  cases, 
whereas  in  this  same  series  gonococci  were 
found  on  culture  in  99%  of  the  cases.  Re- 
gardless of  the  fact  that  the  smear  technique 
is  only  80%  efficient  in  diagnosis,  it  remains 
the  method  of  choice  in  clinical  practice  since 
routine  cultural  techniques  are  too  compli- 
cated for  such  purposes. 

Approximately  30%  of  urethral  discharg- 
es are  non-gonococcal  in  origin  and  among 
the  causes  of  such  discharges  are:^^) 

1.  Non-specific  prostatitis  (the  most  com- 
mon) 

2.  Urethral  stricture 

3.  Localized  anterior  urethritis  due  to 
chemical  prophylaxis,  trauma  of  sounds  or 


60 


Volume  33 
Number  2 


GONORRHEA  IN  MALE:  DAVIS,  LEE 


61 


catheters,  and  metabolic  diseases  such  as 
diabetes,  uric  acid  crystalluria,  and  phos- 
phaturia. 

4.  Balanoposthitis 

5.  Intraurethral  chancre  or  chancroid 

6.  Foreign  bodies  in  urethra 

7.  Trichomonas  infestation 

8.  Tuberculosis  of  urinary  tract 

9.  Patholog'ical  lesions  in  the  posterior 
urethra 

10.  Lesions  of  the  bladder 

11.  Lesions  of  the  upper  urinary  tract 

In  any  patient  with  urethral  discharge,  in 
whom  the  gonococcus  is  not  demonstrable 
by  smear  or  culture,  the  above  enumerated 
causes  of  urethral  discharge  must  be  con- 
sidered in  the  differential  diagnosis.  Such 
differential  diagnosis  is  beyond  the  scope  of 
this  paper. 

Granting  then  that  the  clinical  and  labora- 
tory diagnosis  of  gonorrhea  has  been  estab- 
lished, the  patient  will  present  himself  with 
one  or  more  of  the  following  clinical  con- 
ditions:^®^ 

1.  Anterior  urethritis 

2.  Anterior-posterior  urethritis 

3.  Complications : 

Anterior  urethral : 

a.  Inflammatory  phimosis 

b.  Inflammation  of  Tyson’s  glands 

c.  Paraurethral  sinusitis 

d.  Folliculitis 

e.  Lymphangitis 

f.  Stricture 

Posterior  urethral: 

a.  Epididymitis 

b.  Prostatitis 

c.  Prostatic  abscess 

d.  Seminal  vesiculitis 

e.  Cowperitis 

Extragenital : 

a.  Arthritis 

b.  Gonococcemia 

c.  Keratodermia  blennorrhagica 

d.  Oculitis 

Most  commonly  the  patient  presents  himself 
with  simple  uncomplicated  anterior  urethri- 
tis. The  two  glass  test  is  of  value  in  distin- 
guishing between  anterior  urethritis  and 
anterior-posterior  urethritis.  In  the  former 


the  first  glass,  representing  bladder  urine 
and  urethral  washings,  is  cloudy  and  the 
second  glass,  representing  bladder  urine 
only,  is  clear  and  in  the  latter  both  glasses 
are  cloudy. 

CLINICAL  COURSE  OF  GONORRHEA 

Gonorrhea  in  the  male  is  a disease  where- 
in pus  is  poured  into  the  urine-conducting 
structures.  The  more  active  the  disease  the 
larger  the  amount  of  pus.  As  curative  re- 
actions develop,  the  pus  gradually  reduces 
in  quantity  until  it  finally  disappears.  Prac- 
tically all  individuals  have  natural  immuniz- 
ing powers  which  tend  to  overcome  the  in- 
fection over  a period  of  time.  The  tendency 
is  for  symptoms  to  subside  in  the  untreated 
patient,  over  a period  of  approximately  one 
month,  if  the  patient  abstains  from  alcohol 
and  sexual  excitement.  However  complica- 
tions are  prone  to  occur,  but  may  be  gi'eatly 
decreased  in  incidence  and  cure  hastened  and 
assured  in  a large  per  centage  of  cases  with 
modern  therapy 

DETERMINATION  OF  CURE 

Provocative  tests  used  to  determine  the 
possibility  of  cure  are  as  follows:  1.  Prostat- 
ic massage.  2.  Alcoholic  indulgence.  3.  Sexu- 
al stimulation.  These  various  tests  are  re- 
peated a week  apart,  and  if  there  is  no  re- 
currence of  the  symptoms  the  patient  may  be 
regarded  as  cured 

METHODS  OF  THERAPY 

Sulfanilamide  and  sulfapyridine  should 
not  be  used  in  the  treatment  of  gonorrhea  in 
the  male,  as  more  effective  and  less  toxic 
drugs  are  available.  Sulfathiazole  and  sul- 
fadiazine have  survived  the  test  of  time  and 
are  generally  considered  to  be  satisfactory 
chemotherapeutic  agents  in  the  treatment  of 
gonococcic  infection  in  the  male.  Sulfathi- 
azole was  described  by  Fosbinder  and  Walter 
in  1939^®)  and  shortly  thereafter  papers  be- 
gan to  appear  on  its  use  in  gonorrhea.  An 
early  series  treated  at  the  Philadelphia  Gen- 
eral Hospital  by  one  of  us  (LWL)  resulted 
in  an  incidence  of  cure  of  96  per  cent  on  an 
average  of  eight  days  treatment  with  28 
grams  of  the  drug.  Sulfadiazine  was  syn- 
thesized by  Roblin,  et  al.  in  1940 An- 
other senes  treated  at  the  Philadelphia  Gen- 
eral Hospital  resulted  in  an  incidence  of  cure 
of  93  per  cent  on  an  average  of  eight  days 
treatment  with  17.5  grams  of  the  drug. 

Many  reports  have  appeared  which  are 
based  on  large  series  of  cases  confirming  the 


62 


GONORRHEA  IN  MALE:  DAVIS,  LEE 


Nebr.  S.  M.  Jour. 
February,  1948 


observations  recorded  in  the  early  reports  on 
sulfathiazole  and  sulfadiazine.  There  have 
also  been  scattered  reports  on  the  use  of 
other  sulfonamide  derivatives  such  as  sul- 
famerizine,  sulfacetimide,  etc.,  but  these 
more  uncommon  drugs  possess  no  value 
greater  than  the  standard  sulfathiazole  and 
sulfadiazine.  In  general,  sulfonamides  pro- 
duce either  a true  cure,  an  apparent  cure  (no 
symptoms,  but  patient  harbors  living  organ- 
isms), or  they  utterly  fail  to  be  of  any  bene- 
ficial action. 

Alexander  Fleming  reported  his  observa- 
tions on  the  antibacterial  properties  of  pen- 
icillin in  1929 The  Committee  on  Medic- 
al Research  of  the  National  Research  Council 
undertook  large  scale  investigation  of  this 
new  antibiotic  in  the  United  States  in  1941. 
The  outgrowth  of  these  researches  has  been 
tremendous.  Among  the  early  reports  of  the 
effectiveness  of  penicillin  in  gonorrhea  were 
those  of  Herrell,  et  al.  1943 and  Ma- 
honey, et  al.  1943(12) _ The  latter  treated  75 
males,  all  “sulfa-failures”,  with  a total  of 
160,000  units  of  penicillin,  10,000  units  every 
3 hours  for  16  doses,  with  a clinical  and  bac- 
teriological cure  in  72  (96  per  cent).  Roman- 
sky,  et  al.  1945 described  the  single  injec- 
tion technique  of  administering  penicillin. 
They  gave  100  male  patients  with  gonococcic 
infection  a single  dose  of  100,000  units  of 
penicillin  in  saline  solution  which  resulted  in 
an  incidence  of  cure  of  93  per  cent.  Another 
group  of  75  patients  were  given  150,000  units 
of  penicillin  in  beeswax  and  peanut  oil  mix- 
ture resulting  in  an  incidence  of  cure  of  100 
per  cent.  They  showed  further  that  a single 
injection  of  100,000  units  of  penicillin  in  sa- 
line produced  a high  initial  blood  level  which 
dropped  to  a vanishing  point  in  four  to  four 
and  one-half  hours,  and  in  the  urine  in  six  to 
eight  hours.  The  single  injection  of  100,000 
to  150,000  units  of  penicillin  in  beeswax  and 
peanut  oil  mixture  caused  blood  levels  which 
persisted  until  seven  and  one-half  to  ten 
hours,  and  in  the  urine  twenty-four  to 
thirty-two  hours.  Large  series  of  patients 
treated  with  penicillin  have  confimied  Ro- 
mansky’s  original  observation(i^) 

The  efficacy  of  streptomycin  in  the  ther- 
apy of  gonococcal  infections  is  yet  to  be 
authoritatively  determined.  Fever  therapy 
may  be  viewed  as  obsolete.  Quoting  a recent 
publication  of  the  United  States  Public 
Health  Service “Drastic  fomis  of  ther- 
apy, such  as  fever  therapy,  are  generally  no 
longer  necessary  in  the  treatment  of  gono- 
coccal infection,  since  the  risk  involved  is  not 


justified  in  view  of  the  results  which  gener-  1 1 
ally  can  be  obtained  by  adequate  dosages  of  II 
penicillin.”  In  a few  refractory  patients  11 
local  therapy  is  indicated,  such  situations  are  II 
best  handled  by  the  specialist.  II 

MANAGEMENT  ^ I 

' I 

In  any  patient  presenting  himself  for  ' I 
treatment,  after  the  diagnosis  is  established,  ■ I 
the  choice  of  therapy  must  be  made.  In  ad-  I 

dition  to  the  specific  method  of  therapy  used,  I 

there  is  also  an  associated  management  I 

which  is  of  great  importance  in  producing  I 

satisfactory  results.  The  patient  should  be  I 
informed  as  to  possible  toxic  effects  and  ] 
complications.  He  should  be  advised  against  , | 
alcoholic  indulgence  and  sexual  stimulation.  ; I 
The  course  of  the  disease,  while  under  ther-  j 
apy,  should  be  observed  and  frequent  checks  ] 

made  with  the  two-glass  technique.  At  the  g 
appropriate  time  provocative  tests,  as  previ-  T 
ously  described,  should  be  begun.  The  per-  1 
sistence  of  urethral  discharge  or  pyuria,  t 
after  repeated  negative  smears  (and/or  cul-  A 
tures)  indicates  the  need  for  complete  search  A 
for  non-gonococcal  intrinsic  urinary  tract  J 

lesions.  I 

The  use  of  sounds  in  the  management  of  ) 
acute  gonorrheal  urethritis  is  mentioned  only  A 

to  condemn  such  practice.  / 

VI 

CHOICE  OF  THE  SPECIFIC  METHOD  OF  j 

THERAPY  ! 

The  following  treatment  schedules,  all  us-  ; 

ing  penicillin,  are  recommended  by  the  U.S.- 
P.H.S.  this  year  (1947)  as  methods  of  choice 
producing  cure  rates  in  excess  of  90  per 
cent(^>. 

1.  Single  Injection:  300,000  units  peni- 

cillin  calcium  in  peanut  oil  and  beeswax  (Ro- 
mansky  formula)  intramuscularly.  The  pre- 
ferred site  for  injection  is  the  upper  outer  : 
quadrant  of  the  buttock.  This  preparation  | 
is  available  in  a single  injection  disposable  [ 
cartridge  syringe,  as  well  as  vial,  from  sever-  | 
al  reputable  drug  firms.  | 

2.  Three-hour  Schedule:  200,000  units 

penicillin  sodium  dissolved  in  6 cc.  of  water  I 
in  four  intramuscular  injections:  ! 


0 hour  40,000  units  (1.2  cc.) 

1 hour  40,000  units  (1.2  cc.) 

2 hour  — 40,000  units  (1.2  cc.) 

3 hour  80,000  units  (2.4  cc.) 


3.  Two-hour  Schedule:  200,000  units  pen- 


I 


Volume  33 
Number  2 


GONORRHEA  IN  MALE:  DAVIS,  LEE 


63 


icillin  sodium  dissolved  in  6 cc.  of  water  in 
three  intramuscular  injections: 

0 hour  50,000  units  (1.5  cc.) 

1 hour  - — - 50,000  units  (1.5  cc.) 

2 hour  — - 100,000  units  (3  cc.) 

*Clinically  and  bacteriologically  free  of  infection, 

i.e.,  without  signs  or  symptoms  and  with  three  or 
more  cultures  — all  negative  — during  the  observa- 
tion period. 

In  instances  that  it  is  impossible  to  use  any 
of  the  previously  enumerated  methods  of 
treatment  with  penicillin,  the  use  of  either 
sulfathiazole  or  sulfadiazine,  in  the  dosage  of 
one  gram  every  eight  hours  for  ten  days, 
may  reasonably  be  expected  to  effect  a cure 
in  about  50  to  60  per  cent  of  patients  so 
treated 

Patients  refractory  to  the  first  course  of 
treatment  or  patients  having  a relapse  fol- 
lowing an  apparent  cure  frequently  respond 
to  another  course  of  treatment  with  the  same 
drug,  or  to  another  of  the  drugs,  not  previ- 
ously used.  Patients,  who  are  treatment 
failures,  when  treated  with  one  drug  may 
respond  to  treatment  with  another. 

Before  the  advent  of  specific  therapy  com- 
plications occurred  in  excess  of  20  per  cent  of 
the  males  with  gonococcic  infection.  Today 
a complication  of  gonorrhea  is  rarely  seen. 
Among  the  local  complications  are  inflam- 
mation of  the  periurethral  glands,  cowper- 
itis,  stricture,  epididymitis,  and  prostatitis. 
Systemic  complications  are  arthritis,  iridocy- 
clitis, endocarditis,  and  certain  skin  manifes- 
tations. The  treatment  of  complications  is 
best  given  under  care  of  the  specialist. 
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INDELIBLE  DYE  IN  LIPSTICKS  MAY  CAUSE 
ERUPTION,  SAY  DERMATOLOGISTS 
The  dye  used  to  make  lipsticks  “indelible”  is  a 
common  cause  for  lipstick  dermatitis,  an  eruption 
affecting  the  lips,  three  Chicago  dermatoligists  re- 
port in  the  current  Archives  of  Dermatology  and 
Syphilology,  published  by  the  American  Medical 
Association.  Fortunately,  treatment  is  simple: 
just  change  to  a lipstick  that  makes  no  claims  to 
indelibility. 

The  three  writers,  Samuel  J.  Zakon,  M.  D,,  Aaron 
L.  Goldberg,  M.  D.,  and  Julius  B.  Kahn,  B.  S.,  cite 
32  cases  of  lipstick  dermatitis  caused  by  sensitivity 


to  indelible  dye  which  were  seen  in  one  year  of 
private  practice.  Among  the  symptoms  were  cracked, 
swollen,  dry  or  burning  lips.  In  some  cases  the 
irritation  had  spread  to  the  eyes,  the  rest  of  the 
face  or  the  body.  Most  of  the  patients  had  had  the 
symptoms  for  several  months  or  even  years  with- 
out being  aware  of  the  cause. 

The  writers  explain  that  the  United  States  gov- 
ernment certifies  to  the  chemical  standards  used 
in  lipstick  dyes  and  pigments,  but  makes  no  attempt 
to  consider  their  allergenic  properties.  Sensitivity 
to  the  pigments  is  rare,  but  “sensitivity  to  the  dye 
is  more  frequent  than  is  commonly  realized.” 


Considerations  Concerning-  Gonorrhea 
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DR.  D.  C.  VROMAN,  M.D. 

Department  of  Obstetrics  and  Gynecology  of  the  University 
Hospital  and  the  Immanuel  Hospital 

Omaha,  Nebraska 


Occurrence : Gonorrhea  is  one  of  the  fore- 
most, if  not  the  foremost,  prevalent  com- 
municable diseases  in  the  country  according 
to  Health  Department  statistics.  In  general, 
in  most  out  patient  gynecology  clinics  and  in 
the  gynecology  practice  of  private  physi- 
cins,  gonorrhea  is  not  considered  a frequent- 
ly occurring  problem.  Yet  it  is  obvious  to 
all  those  who  have  done  any  degree  of  pelvic 
surgery,  that  pelvic  complications  attribut- 
able to  the  disease  are  found  with  a greater 
frequency  than  a positive  history  or  diag- 
nosis of  an  original  infection.  Two  recent 
reports  by  Cooke  and  Langford and 
Peters  indicate  that  if  the  disease  is  rou- 
tinely sought  for,  the  frequency  with  which 
it  will  be  found  will  be  much  greater. 

’ Diagnosis:  The  diagnosis  of  gonorrhea  in 
the  female  is  usually  a matter  of  clinical 
judgment  supported  by  some  form  of  labora- 
tory evidence. 

Clinical : The  classical  triad  of  creamy 

yellow  vaginal  discharge  burning  and  fre- 
quency of  urination  is  well  known.  Unfor- 
tunately few  women  present  themselves  for 
diagnosis  and  treatment  during  that  phase  of 
the  disease.  There  is  in  American  text  books 
and  literature  no  unanimity  of  opinion  con- 
cerning menstrual  irregularity  as  an  early 
symptom  of  the  disease.  The  European  liter- 
ature stresses  menstrual  irregularities  as  a 
frequent  early  complaint.  Peters in  an 
analysis  of  317  proven  cases  of  gonorrhea, 
found  that  a menstrual  irregularity  was  the 
chief  complaint  in  23%  of  cases,  and  that  of 
vaginal  discharge  and  urinary  symptoms  in 
13%  and  7%  of  cases  respectively.  In  this 
same  series  abdominal  pain  of  varying  de- 
gree, duration,  and  location  constituted  the 
most  frequent  complaint,  36%  of  the  total 
cases. 

It  is  well  known  that  gonorrhea  is  often 
diagnosed  in  the  complete  absence  of  the 
classical  triad.  If  we  would  include  gonor- 
rhea as  part  of  the  differential  diagnosis  in 
any  patient  complaining  of  vaginal  discharge 
of  any  character,  urinary  complaints,  irregu- 
lar menses,  or  abdominal  pain,  we  would  un- 
doubtedly find  more  cases  than  we  do  at 
present. 


Laboratory:  The  technique  for  collection 

of  bacteriological  material  has  been  well  de- 
scribed by  Pelouze^^b 

In  many  instances  too  much  reliance  is 
placed  on  a single  smear.  In  a recent  re- 
port based  on  a study  of  598  women 
proved  to  have  the  disease,  the  following  ob- 
servations were  made: 

a.  A single  smear  missed  59%  of  cases. 

b.  A single  culture  missed  38%  of  cases. 

c.  Two  smears  missed  24%  of  cases. 

d.  Two  cultures  missed  10%  of  cases. 

(c.  and  d.  were  24  hours  apart). 

e.  Three  smears  missed  6%  of  cases. 

f.  Three  cultures  missed  3%  of  cases. 

(e.  and  f.  were  24  hours  apart). 

g.  Three  smears  and  three  cultures  missed 
only  0.2%  of  cases. 

This  series  demonstrates  that  only  with 
three  consecutive  smears  and  cultures  could 
the  diagnosis  be  ruled  out  with  reasonable 
assurance.  Where  cultures  are  not  available, 
several  consecutive  smears  should  be  made, 
rather  than  dismissing  the  possibility  of  gon- 
orrhea on  a single  smear.  Obviously  both 
the  urethra  and  cervix  are  to  be  examined. 

Treatment : The  value  of  penicillin  in  the 
treatment  of  gonorrhea  was  established  rap- 
idly after  the  introduction  of  penicillin  in 
1940.  There  is  general  agreement  that  most 
cases  can  be  successfully  cured  by  200,000 
units  or  more  of  penicillin.  Recent  studies 
indicate  that  a somewhat  smaller  dosage  is 
as  efficacious  in  all  except  an  acute  gonor- 
rheal infection  above  the  level  of  the  cervix. 
Cohn (5)  and  his  associates  made  a study  di- 
rected toward  finding  a practical  treatment 
schedule  for  ambulatory  patients.  In  their 
201  female  patients  their  results  were: 

a.  A single  injection  of  150,000  units  of 
penicillin — peanut  oil  — Falba  emulsion  re- 
sulted in  96.1%  cures. 

b.  Three  injections  of  33,333  units  of 
aqueous  penicillin  at  four  hour  intervals  re- 
sulted in  97.6%  cures. 

c.  Single  injections  of  150,000 — 300,000 
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units  of  aqueous  penicillin  resulted  in  an  un- 
satisfactory cure  rate. 

d.  Simultaneous  injections  of  50,000  units 
of  penicillin  — saline  and  100,000  units  of 
penicillin — peanut  oil — Falba  emulsion  re- 
sulted in  100%  cures. 

e.  Those  infections  which  failed  to  re- 
spond to  the  single  course  treatment  re- 
sponded to  a repeated  single  course  of  the 
same  dosage  or  higher  dosage,  or  to  the  sin- 
gle course  plus  sulfa. 

Heller has  reported  that  in  a series  of 
1,060  cases  no  significant  cure  rate  differ- 
ence was  found  following  a single  penicillin — 
oil — beeswax  injection  compared  with  multi- 
ple injections  of  aqueous  penicillin. 

The  treatment  of  acute  gonorrheal  infec- 
tions above  the  level  of  the  cervix  requires 
hospitalization ; the  general  consensus  of 
opinion  is  thaT  400,000  units  or  more  of 
aqueous  penicillin  is  required  to  obtain  a 
cure. 

Further,  Cohn(^>  and  co-workers,  in  a 
small  but  well  substantiated  series,  found 
that  gonococci  could  not  be  recovered  from 
the  adnexal  of  adequately  treated  cases,  and 
that  gonococci  could  be  recovered  in  the  ad- 
nexae  of  untreated  or  in  inadequately  treated 
cases  of  pelvic  inflammatory  disease.  This 
would  suggest  that  post  operative  complica- 
tions would  be  diminished  by  adequate  pre- 
operative  penicillin  therapy  in  any  pelvic 
surgery  if  there  is  a suggestive  history  of 
gonococcal  infection. 

Thus  far,  research  by  the  United  States 
Public  Health  Service  has  not  detected 
strains  of  gonococci  which  remained  per- 
sistently resistant  to  penicillin^^h 

Criteria  for  Cure:  The  Criteria  for  cure 

vary  widely.  Again,  the  criteria  adopted 
will  depend  on  the  availability  of  culture 
studies.  At  present,  the  most  widely  adopt- 
ed criterion  of  cure  is  three  negative  consecu- 
tive smears  and  cultures  taken  at  weekly  in- 
tervals. Where  cultures  are  not  available, 
several  consecutive  negative  smears  taken  at 
weekly  intervals  constitute  a minimum  proof 
of  cure,  plus  complete  absence  of  any  clinical 
signs  of  the  infection. 
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NEW  PLAN  FOR  ALLOCATING  SUPPLY 
OF  MEDICAL  SERVICE 

Frank  G.  Dickinson,  Ph.D.,  director  of  the  Bureau 
of  Medical  Economic  Research  of  the  American 
Medical  Association,  announced  today  development 
of  a new  plan  for  allocating  the  supply  of  medical 
service  in  the  United  States. 

Writing  in  the  April  5 issue  of  The  Journal  of 
the  American  Medical  Association,  Dr.  Dickinson 
says  that  “a  study  of  the  supply  of  medical  service 
can  best  be  made  by  disregarding  the  method  now  in 
general  use,  that  of  determining  the  number  of  peo- 
ple per  physician  in  counties,  townships  or  other 
political  areas.  An  entirely  new  concept,  based  on 
established  marketing  principles,  would  provide  a 
considerably  more  meaningful  measurement  and 
would  replace  what  is  now  inadequate  and  mislead- 
ing information  on  the  supply  of  physicians  in  the 
United  States.” 

The  heretofore  accepted  measure  of  supply  has 
been  the  number  of  people  per  physician  in  a coun- 
ty. The  method  of  measurement  now  being  devel- 
oped by  the  bureau  is  derived  from  those  retail  mar- 
keting area  principles  which  are  applicable  to  the 
study  of  medical  service  areas.  The  ratio  of  people 
to  physicians  will  then  be  shown  by  medical  service 
areas  instead  of  by  counties. 

“Such  service  areas,”  says  The  Journal  editorially, 
“would  be  far  more  realistic,  for  they  would  be  based 
on  a conception  of  medical  service  which  is  not  con- 
fined within  political  borders.  A physician  does  not 
limit  his  practice  to  those  patients  who  reside  with- 
in the  county  in  which  his  office  is  located.  His 
service  may  reach  beyond  the  county.  The  geo- 
graphic area*  in  which  the  physician  actually  con- 
ducts his  practice  is  the  medical  service  area  which 
must  be  used  in  any  realistic  study  of  the  supply  of 
medical  care.  The  development  of  medical  service 
areas  for  the  entire  country  is  an  important  step  in 
the  creation  of  a true  economic  picture  of  the  ef- 
fective distribution  of  physicians.” 

A complete  medical  service  map  of  the  United 
States  will  be  the  first  major  step  in  the  bureau’s 
study  of  the  supply  of  medical  service.  “It  is  the 
only  first  step  because  it  answers  only  the  geo- 
graphic questions  of  supply,”  Dr.  Dickinson  says, 
adding : 

“The  population  per  physician  in  a medical  service 
area  treats  all  doctors  as  equal  units  of  supply;  it  is 
a quantitative  and  not  a qualitative  index  of  supply. 
The  second  step  in  the  study  of  the  supply  of  med- 
ical service  will  be  functional  and  qualitative.  It 
will  not  treat  all  doctors  as  being  equal  on  the  sup- 
ply side  of  medical  economics;  it  may  require  several 
years  to  complete.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THIS  WEEK  IN  CHICAGO  MEDICINE 

The  Chicago  Medical  Society  has  inaugur- 
ated a weekly  mimeographed  publication  en- 
titled “This  Week  in  Chicago  Medicine.”  It 
has  been  designed  to  keep  the  medical  pro- 
fession posted  on  “whaCs  going  on”  and  to 
aid  out-of-town  physicians  who  may  be  in 
Chicago  and  wish  to  visit  clinics,  confer- 
ences, round  tables  or  medical  meetings. 

The  Society  is  sending  copies  of  this 
weekly  publication  to  all  medical  libraries, 
medical  schools  and  city  medical  societies  in 
the  country;  to  all  Illnois  hospitals  as  well 
as  the  hospitals  of  larger  cities  in  states  ad- 
jacent to  Illinois  for  posting  on  bulletin 
boards. 

A number  of  the  loop  hotels  have  request- 
ed copies  which  they  will  give  to  physician 
guests. 

Any  doctor  planning  a trip  to  Chicago  may 
secure  copies  of  this  bulletin  by  writing  to 
the  Chicago  Medical  Society,  30  North  Michi- 
gan Avenue,  Chicago  2,  or  he  may  secure 
copies  by  calling  in  person. 

The  committee  in  charge  of  the  publica- 
tion feels  that  this  schedule  will  be  of  great 
service  to  physicians  from  all  over  the  coun- 
try in  keeping  them  informed  of  what  Chi- 
cago as  a medical  center  has  to  offer. 


Dr.  I.  Arthur  Mirsky,  Director  of  The  May 
Institute  for  Medical  Research  in  Cincinnati, 
Ohio,  will  give  two  lectures  in  Omaha,  Wed- 
nesday, February  11;  one  at  2 p.m.,  at  the 
University  of  Nebraska  College  of  Medicine 
for  professional  personnel,  titled  “Is  It  Nor- 
mal?” and  one  at  8:00  p.m.  at  the  Joslyn 
Memorial,  open  to  the  public,  titled  “The 
Biology  of  Metabolic  Disease  in  Man.” 

These  lectures  are  sponsored  by  the  In- 
stitute for  Research  in  Psychosomatic  Medi- 
cine under  the  auspices  of  the  University  of 
Nebraska  College  of  Medicine. 


POSTGRADUATE  COURSE  IN  DISEASES 
OF  THE  CHEST 

The  American  College  of  Chest  Physicians,  Penn- 
sylvania Chapter,  and  the  Laennec  Society  of  Phila- 
delphia are  sponsoring  a postgraduate  course  in  dis- 
eases of  the  chest  to  be  held  during  the  week  of 
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March  15-20,  1948,  at  the  Warwick  Hotel,  Philadel- 
phia, Pennsylvania. 

The  emphasis  in  this  course  will  be  placed  on  the 
newer  developments  in  all  aspects  of  diagnosis  and 
treatment  of  diseases  of  the  chest. 

The  course  will  be  limited  to  30  physicians.  Tui- 
tion fee  is  $50.00  for  members,  and  $90.00  for  non- 
members. 

Further  information  may  be  secured  at  the  office 
of  the  American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois. 


INTERNATIONAL  SURGICAL  ASSEMBLY 

The  Sixth  International  Assembly  of  the  Inter- 
national College  of  Surgeons  will  be  held  in  Rome, 
Italy,  at  the  invitation  of  the  Italian  Government, 
during  the  week  of  May  16-23,  1948,  under  the 
presidency  of  Professors  Raffaele  Bastianelli  and 
Raffaele  Paolucci  of  Rome,  and  Mario  Dogliotti  of 
Turin.  The  Secretary  of  the  Assembly  is  Prof. 
Giuseppe  Bendani  of  Rome.  Attendance  is  not  lim- 
ited to  the  membership  of  the  College:  all  surgeons 
in  good  standing  in  their  medical  organizations  are 
invited.  Scientific  meetings,  scientific  and  com- 
mercial exhibits,  visits  to  the  Universities  of  Turin 
and  Milan  have  been  arranged,  together  with  tours 
to  other  medical  centers  in  Europe.  A special  ex- 
hibit of  ancient  texts  on  surgery  is  being  arranged 
by  Prof.  Davide  Giordano  of  Venice,  Honorary  Presi- 
dent, under  the  active  presidency  of  Prof.  Adal- 
berto  Pazzini,  Professor  of  History  at  the  University 
of  Rome. 


APPOINTMENT  OF  COMMISSIONED  OFFICERS 
IN  THE  MEDICAL  CORPS  AND  DENTAL 
CORPS  OF  THE  REGULAR  NAVY 

The  statutory  authority  contained  in  Public  Law 
365 — 80th  Congress,  Title  II  (Army-Navy-Public 
Health  Service  Medical  Officer  Procurement  Act  of 
1947)  makes  it  possible  now  for  civilian  doctors  to 
become  commissioned  officers  in  the  regular  Navy, 
provided  they  meet  the  professional  and  physical 
qualifications.  This  law  is  unique  in  that  it  does 
away  with,  for  the  first  time,  the  age  limitation  of 
thirty-two  years  of  age  and  permits  doctors  in 
civilian  practice  to  enter  the  Navy  and  be  com- 
missioned with  the  rank  up  to  and  including  Cap- 
tain. The  law  considers  all  strata  of  the  medical 
profession,  internes,  residents,  reserves,  former 
medical  officers  who  have  resigned,  and  present 
practicing  physicians. 

In  order  to  make  application  a doctor  must  be  a 
citizen  of  the  United  States,  a graduate  from  a 
Class  “A”  medical  school  and  have  served  at  least 
one  year’s  internship  in  an  approved  hospital. 
Candidates  will  then  be  judged  on  a number  of 
qualifications  such  as  being  a member  of  a specialty 
board,  his  teaching  connections,  the  number  of  years 
of  professional  or  scientific  practice,  hospital  or 
laboratory  connections,  a statement  of  military 
service,  etc. 

The  allocation  of  rank  to  successful  candidates 
will  depend  upon  their  academic  age,  professional 
standing,  and  experience  in  the  medical  field.  Suc- 
cessful candidates  will  then  be  integrated  in  line 
with  medical  officers  of  the  regular  Navy  and  as- 
signed running  mates  accordingly.  This  means 


that  they  will  be  eligible  for  promotion  along  with 
their  fellow  officers  of  equal  rank. 

This  law  offers  a fine  opportunity  for  civilian 
doctors  to  make  a career  in  the  regular  Navy  and 
to  enjoy  its  professional  advantages  as  well  as  its 
retirement  benefits.  Doctors  interested  in  such  a 
career  should  write  to  the  Bureau  of  Naval  Person- 
nel, via  the  Bureau  of  Medicine  and  Surgery,  Navy 
Department,  Washington,  D.  C. 


COMMUNICATION 

To  Members  of  the  Nebraska  State  Medical  As- 
sociation: 

So  many  members  of  our  Association  have  in- 
quired why  it  has  become  necessary  for  my  organ- 
ization to  move  from  Nebraska  that  I decided  it 
best  to  explain  the  situation  in  an  open  letter. 

As  a result  of  a decision  by  the  Board  of  Trustees 
of  the  Bishop  Clarkson  Memorial  Hospital  to  dis- 
continue the  department  of  psychiatry,  we  were  de- 
prived of  adequate  facilities  for  the  care  of  pa- 
tients. The  Board  stated  that  the  acute  hospital 
bed  shortage  necessitated  this  action,  and  they  had 
decided  to  turn  the  psychiatric  beds  over  to  medical, 
surgical  and  obstetrical  services.  Despite  the  fact 
that  the  executive  medical  staff  committee  previ- 
ously turned  down  the  proposed  discontinuance  and 
recommended  an  immediate  building  program  to 
obtain  more  beds,  the  Board  stuck  to  their  deci- 
sion. Likewise  my  request  for  a combined  meeting 
of  the  Medical  Staff  and  Board  of  Trustees  to  dis- 
cuss the  entire  problem  was  not  grantejd. 

This  decision  of  the  lay  Board  left  us  without  fa- 
cilities in  Omaha  to  maintain  our  organization,  con- 
tinue modern  psychiatric  treatment,  pursue  research 
and  training  activities  or  carry  on  the  teaching  load 
as  professor  and  chairman  of  neuropsychiatry  at  the 
University  of  Nebraska  College  of  Medicine. 

The  problem  could  be  readily  solved  by  leaving 
Omaha,  because  we  received  a number  of  invitations 
to  open  a psychiatric  department  within  general 
hospitals  in  other  cities.  We  decided  the  greatest 
need  and  opportunity  for  service  were  at  the  Her- 
rick Memorial  Hospital,  in  Berkeley,  California. 
About  March  1,  1948,  a modern  40-bed  psychiatric 
department  will  open  in  that  hospital. 

The  removal  of  the  department  from  Clarkson 
Hospital  leaves  Omaha  with  less  than  100  beds  for 
acutely  ill  psychiatric  private  patients,  out  of  a 
total  of  about  1,500  general  hospital  beds;  a per- 
centage of  about  7. 

This  is  way  below  the  minimum  psychiatric  needs 
for  this  community.  Also,  the  loss  of  valuable 
skilled  medical  and  nursing  psychiatric  personnel,  so 
hard  to  replace,  is  regretful.  The  demands  for  these 
services  have  been  greater  than  the  demands  for 
some  other  medical  services  in  the  hospital,  and 
for  over  five  years  there  has  been  a long  waiting 
list  for  admission,  with  a number  of  tragedies  re- 
sulting because  beds  could  not  be  obtained  for  acute 
cases. 

In  our  eleven  years  in  the  Bishop  Clarkson  Me- 
morial Hospital  the  department  has  pioneered  in 
some  newer  developments  in  neuropsychiatry.  We 
feel  some  national  recognition  has  come  from  such 
developments  as  the  successful  introduction  of 
curare  into  clinical  medicine,  the  first  use  of  con- 
vulsive shock  therapy  as  a major  treatment  in  de- 
pressions, the  development  of  artificial  fever  thera- 
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py,  the  first  accredited  training-  residency  in  psy- 
chiatry in  Nebraska,  as  well  as  the  first  accredited 
psychiatric  nursing  course  and  the  establishment 
of  the  first  electroencephalographic  laboratory.  For 
a number  of  years  a research  foundation  affiliated 
with  the  University  College  of  Medicine  trained 
many  graduate  students  and  nurses.  This  depart- 
ment has  formed  the  basis  for  a permanent  re- 
search foundation  in  neuropsychiatry.  Plans  were 
made  to  build  up  the  foundation  for  eventual 
use  by  the  University  College  of  Medicine.  We  re- 
gret that  Nebraska  will  lose  these  activities  for  the 
better  care  of  patients  and  the  training  of  medical 
and  nursing  students. 

The  points  I should  like  to  propose  for  serious 
consideration  upon  the  part  of  our  State  Association 
are  as  follows: 

1.  The  question  of  lay  boards  of  hospital  trustees 
making  and  having  final  decision  upon  matters  of 
medical  policies  is  important.  Such  power  in  the 
hands  of  lay  groups  enables  them  to  control  the 
practice  of  medicine  wherever  a physician’s  practice 
depends  mainly  upon  hospital  facilities.  Does  not 
such  authority  present  a threat  to  individual  medical 
progress  equal  to  that  of  compulsory  state  medical 
insurance  care  ? 

2.  Is  the  pretext  of  hospital  bed  shortage  a suffi- 
cient excuse  for  such  a far  reaching  decision,  espe- 
cially considering  the  fact  that  an  increasing  num- 
ber of  general  hospitals  throughout  the  country  are 
now  installing  psychiatric  departments  ? The  Vet- 
erans Administration  is  setting  aside  in  all  general 
hospitals  30  per  cent  of  beds  for  psychiatric  serv- 
ices. The  need  for  these  facilities  is  constantly 
growing,  and  this  discrimination  against  mental  pa- 
tients within  a general  hospital  is  a backward  step 
in  the  modern  practice  of  medicine.  Does  the  hos- 
pital really  serve  the  greatest  community  needs  by 
ignoring  this  responsibility? 

Only  my  concern  for  the  injustice  done  to  patients 
and  the  hardships  to  medical  students  and  nurses 
in  my  failure  to  provide  adequate  facilities  causes 
me  to  make  these  statements.  I am  sorry  that  we 
were  unable  to  convince  those  in  authority  of  this 
need  within  the  community. 

I also  make  these  statements  because  I sincerely 
feel,  first,  that  the  general  medical  profession 
should  be  informed  of  these  facts;  second,  my  mo- 
tives seem  to  have  been  misunderstood  by  some; 
and  third,  it  is  my  duty  to  leave  some  constructive 
suggestions  behind,  in  the  hope  of  preventing  sim- 
ilar misfortunes  in  the  future.  I wish  Clarkson 
Hospital  all  success,  and  hope  its  future  manage- 
ment will  soon  provide  bed  capacity  to  completely 
cover  medical  care. 

It  is  with  deep  regret  that  I leave  the  Middle 
West,  but  I leave  feeling  that  I have  had  a wonder- 
ful association  with  a fine  group  of  professional 
colleagues  for  the  past  twenty-five  years.  Words 
cannot  express  my  appreciation  of  the  fine  coopera- 
tion I have  received  from  so  many  of  you  in  help- 
ing care  for  your  mentally  ill  and  neurologic  pa- 
tients. 

A.  E.  BENNETT,  M.D.,  Omaha. 


The  Bureau  of  Medical  Economic  Research  of  the 
American  Medical  Association  reports  that  the 
American  people  spend  two  and  one-half  times  as 
much  for  tobacco  as  they  spend  for  physicians’  ser- 
vices. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 


Members  in  forty-two  states,  the  District 
of  Columbia  and  Hawaii  have  been  enrolled 
in  the  newly  formed  American  Academy  of 
General  Practice,  according  to  a statement 
issued  today  by  Dr.  Paul  A.  Davis,  Akron, 
Ohio,  president  of  the  Academy.  Applica- 
tions are  being  received  at  the  rate  of  nearly 
100  a week  at  the  headquarters  of  the  na- 
tional association  of  general  practitioners  of 
medicine  and  surgery,  temporarily  located  at 
20  North  Wacker  Drive,  Chicago  6,  Illinois. 
Mac  F.  Cahal,  executive  secretary  of  the 
American  College  of  Radiology,  is  serving  as 
general  counsel  and  acting  executive  secre- 
tary of  the  Academy  of  General  Practice. 

Doctor  Davis,  president,  was  last  year 
chairman  of  the  Section  on  General  Practice 
of  the  American  Medical  Association.  Other 
officers  of  the  Academy  are:  Dr.  E.  C.  Tex- 
ter,  Detroit,  vice  president ; Dr.  U.  R.  Bryner, 
Salt  Lake  City,  treasurer;  Dr.  Stanley  R. 
Truman,  Oakland,  California,  secretary. 

The  American  Academy  of  General  Prac- 
tice was  founded  June  10,  1947,  in  Atlantic 
City,  by  a group  of  men  who  believed  that 
organized  effort  would  best  assure  the  pres- 
ervation of  the  general  practitioner  as  the 
foundation  stone  of  the  finest  medical  sys- 
tem the  world  has  ever  known.  Numerous 
small  groups  of  general  practitioners 
throughout  the  country  had  organized,  but 
general  practice  on  a national  scale  had  no 
voice.  Therefore,  the  members  and  officers 
of  the  Section  of  General  Practice  of  the 
American  Medical  Association,  meeting  out 
of  official  session  at  the  San  Francisco  meet- 
ing in  1946,  set  in  motion  the  machinery  that 
culminated  in  the  founding  of  the  American 
Academy  of  General  Practice  at  the  1947 
convention  at  Atlantic  City  and  into  which 
all  local  groups  have  been  united. 

The  Academy  has  no  official  connection 
with  the  American  Medical  Association  ex- 
cept that  members  must  be  members  of  the 
American  Medical  Association.  The  Academy 
plans  to  support  and  cooperate  with  the 
A.M.A.  in  its  high  ideals  and  will  also  sup- 
port every  other  group  whose  aims  are  un- 
selfish and  for  the  best  interests  of  the  pub- 
lic health. 
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The  purposes  of  the  Academy,  as  set  forth 
in  its  constitution  are: 

1.  To  promote  and  maintain  high  stand- 
ards of  the  general  practice  of  medicine  and 
surgery. 

2.  To  encourage  and  assist  young  men 
and  women  in  preparing,  qualifying,  and 
establishing  themselves  in  general  practice. 

3.  To  preserve  the  right  of  the  general 
practitioner  to  engage  in  medical  and  surgi- 
cal procedures  for  which  he  is  qualified  by 
training  and  experience. 

4.  To  assist  in  providing  postgraduate 
study  courses  for  general  practitioners,  and 
to  encourage  and  assist  practicing  physicians 
in  participating  in  such  training. 

5.  To  advance  medical  science  and  pri- 
vate and  public  health. 

To  be  eligible  for  membership  a physician 
must  be  engaged  in  general  practice.  He 
must  be  duly  licensed  in  the  state  in  which 
he  practices,  and  must  be  of  high  moral  and 
professional  character.  He  must  have  had 
at  least  one  year  of  rotating  internship  at 
an  approved  hospital,  or  the  equivalent  in 
postgraduate  training.  He  must  have  been 
in  general  practice  for  at  least  three  years. 
(Special  consideration  is  being  given  by  the 
Membership  Committee  to  military  service). 
He  must  have  shown  interest  in  continuing 
his  medical  advancement  by  engaging  in 
postgraduate  educational  activities. 

Since  its  inception  the  progress  in  organ- 
ization has  been  remarkable.  After  only 
three  months  the  membership  is  larger  than 
all  but  the  two  or  three  largest  specialty 
groups.  By  stimulating  postgraduate  study 
and  establishing  a standard  of  quality  to- 
ward which  all  conscientious  general  prac- 
titioners will  strive,  the  Academy  will  pro- 
mote progress  in  general  practice  in  much 
the  same  way  the  specialty  societies  have 
promoted  progress  among  specialists. 

“It  seems  obvious,”  said  Mr.  Cahal,  “that 
high  standards  and  progress  among  the  fam- 
ily doctors,  who  rendered  at  least  85%  of  the 
medical  care  furnished  in  America,  is  the 
most  important  single  goal  for  the  medical 
profession  today.  Through  the  organization 
of  the  American  Academy  of  General  Prac- 
tice the  means  for  achieving  that  goal  has 
been  provided.” 


Chicago  again  plays  host  to  the  National  Con- 
ference on  Medical  Service,  Sunday,  February  8th. 


Because  the  program  features  wide-open  discussions 
of  important  controversial  problems  affecting  medi- 
cal practice,  hospitals  and  nursing,  the  Conference 
promises  to  be  of  outstanding  interest  to  general 
practitioner  and  specialist  alike. 

President  of  the  Conference  Creighton  Barker, 
M.D.,  New  Haven,  Connecticut,  will  open  the  1948 
session  in  the  Bed  Lacquer  Room  of  the  Palmer 
House  at  9:30  a.m.  The  morning  program  will  de- 
velop two  \dewpoints  on  the  subject  “The  Practice 
of  Medicine  by  Hospitals,  Health  Departments  and 
Medical  Schools”  through  papers  presented  by 
Everett  W.  Jones,  General  Manager  of  the  Modem 
Hospital,  Chicago,  and  Lowell  S.  Coin,  M.D.,  of  Los 
Angeles.  L.  Fernald  Foster,  M.D.,  Bay  City,  Michi- 
gan, will  speak  on  “Medical  Public  Relations  Be- 
gins in  the  Doctor’s  Office.”  “Nursing  Problems  in 
America”  will  be  reviewed  by  Thomas  P.  Murdock, 
M.D.,  of  Meriden,  Connecticut,  and  Janet  Geister  of 
Chicago. 

The  afternoon  has  been  given  over  to  panel  pres- 
entations on  the  two  subjects  General  Practice  and 
Specialty  Boards  participated  in  by  Wingate  M. 
Johnson,  M.D.,  Winston-Salem,  North  Carolina;  C. 
F.  Wilkinson,  M.D.,  Ann  Arbor,  Michigan;  Leroy  E. 
Parkins,  M.D.,  Boston;  Paul  Titus,  M.D.,  Pittsburgh, 
and  C.  N.  H.  Long,  M.D.,  New  Haven,  Connecticut. 
This  will  be  followed  by  discussion  with  general  au- 
dience participation. 


CLEVELAND  SESSION  OF  A.M.A.  CON- 
SIDERS MANY  NATIONAL 
HEALTH  PROBLEMS 

“The  American  Medical  Association  is 
moving  steadily  forward  in  a systematic  and 
organized  manner  to  meet  the  needs  of  the 
x4merican  people  for  a wider  distribution  of 
a high  quality  of  medical  care,”  according  to 
The  Journal  of  the  American  Medical  Asso- 
ciation. 

The  first  interim  session  of  the  American 
Medical  Association  to  include  a meeting  of 
the  house  of  delegates  and  a scientific  pro- 
gram for  general  practitioners  was  held  in 
Cleveland.  January  5 to  8.  The  total  regis- 
tration, which  on  this  occasion  included  fel- 
lows, members,  interns  and  residents,  was 
well  in  excess  of  3,000.  The  minutes  of  the 
house  of  delegates  will  indicate  the  import- 
ant problems  considered  by  the  house.  These 
included  the  adoption  of  an  entirely  new  pro- 
cedure for  the  functioning  of  this  important 
representative  body.  The  streamlining  of  its 
operation  will  enable  the  work  to  be  carried 
on  much  more  efficiently  while  sustaining 
the  democratic  princples  on  which  the  house 
of  delegates  operates.  Special  consideration 
was  given  by  the  house  of  delegates  to  such 
immediately  pressing  problems  as  the  sup- 
ply of  nurses,  interns  and  residents,  the  rela- 
tionship of  the  laboratory  and  roentgenology 
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to  hospital  insurance  practices,  the  place  of 
the  hospital  in  medical  care  and  various  plans 
that  have  been  developed  for  extending-  medi- 
cal care  to  the  mass  of  the  people  and  par- 
ticularly to  those  in  rural  areas. 

During  the  course  of  the  session,  the 
board  of  trustees  distributed  to  the  house  of 
delegates  a complete  record  of  the  extent 
to  which  the  association  has  made  progress 
in  achieving  the  objectives  of  its  10  point 
national  health  program.  It  indicates  that 
the  American  Medical  Association  is  moving 
steadily  forward  in  a systematic  and  organ- 
ized manner  to  meet  the  needs  of  the  Ameri- 
can people  for  a wider  distribution  of  a high 
quality  of  medical  care. 

The  house  of  delegates  reaffirmed  its  ap- 
proval of  the  World  Medical  Association  and 
of  the  activities  of  the  board  of  trustees  in 
furthering  its  work. 

Especially  significant  was  the  action  of  the 
house  of  delegates  in  relation  to  extending 
still  further  the  rapidly  expanding  activities 
of  the  association.  By  modification  of  the 
by-laws  the  subscription  price  of  The  Journal 
including  fellowship  was  advanced  to  $12  an- 
nually. Consideration  was  given  also  to  the 
inclusion  of  additional  sections  in  the  scien- 
tific body  of  the  association. 

The  exhibits  of  this  interim  session  were 
well  up  to  the  standard  of  those  of  the  an- 
nual session  and  constitute  an  important  por- 
tion of  the  graduate  educational  work  of  the 
American  Medical  Association.  Simultane- 
ously with  the  meetings  of  the  house  of  dele- 
gates, the  section  programs  and  the  exhibits, 
were  meetings  which  included  a meeting  of 
the  Congi'ess  on  Industrial  Health  conducted 
under  the  auspices  of  the  Council  on  Indus- 
trial Health. 

The  program  included  many  important 
papers,  demonstrations  and  exhibits.  An- 
other feature  of  the  occasion  was  the  hold- 
ing of  a “Grass  Roots  Conference,”  designed 
to  develop  closer  relationship  between  the 
American  Medical  Association,  the  county 
medical  societies  and  the  individual  physi- 
cians. This  conference  was  devoted  princi- 
pally to  problems  of  the  general  practitioner 
but  included  also  consideration  of  voluntary 
health  insurance  plans,  hospitalization  insur- 
ance plans  and  improvement  of  medical  fa- 
cilities in  rural  areas. 


CONGRESS  ON  MEDICAL  EDUCATION  AND 
LICENSURE  TO  BE  HELD  IN  CHICAGO 

Some  of  the  most  urgent  problems  facing  medical 
schools  today  will  be  discussed  at  a three-day  ses- 
sion in  Chicago  of  the  44th  annual  Congress  on 
Medical  Education  and  Licensure.  The  meetings, 
under  the  auspices  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  Asso- 
ciation and  the  Federation  of  State  Medical  Boards, 
will  be  held  in  the  Red  Lacquer  Room  of  the  Palmer 
House,  February  8,  9 and  10,  1948. 

On  Sunday,  February  8,  the  Advisory  Board  for 
Medical  Specialties  will  meet  with  the  Council  on 
Medical  Education  and  Hospitals. 

The  sessions  on  Monday  will  be  presided  over  by 
H.  G.  Weiskotten,  M.D.,  Chicago,  chairman  of  the 
Council.  Among  the  speakers  will  be  Homer  W. 
Smith,  Sc.D.,  professor  of  physiology  at  the  New 
York  University  College  of  Medicine,  who  will  ex- 
amine the  present  status  of  proposed  national 
science  legislation.  Andrew  H.  Dowdy,  M.D.,  pro- 
fessor of  radiology,  and  Stafford  L.  Warren,  M.D., 
dean  of  the  University  of  California  School  of  Medi- 
cine, Berkeley-San  Francisco,  will  discuss  the  teach- 
ing of  the  clinical  aspects  of  atomic  energy.  How- 
ard A.  Rusk,  M.D.,  professor  of  rehabilitation  and 
physical  medicine  at  the  New  York  University  Col- 
lege of  Medicine,  will  speak  on  the  teaching  of  those 
two  comparatively  new  subjects;  A.  C.  Ivy,  M.D., 
vice  president  of  the  Chicago  Professional  Colleges 
of  the  University  of  Illinois,  will  lead  the  discussion 
following  Dr.  Rusk’s  speech.  Wingate  W.  Johnson, 
M.D.,  professor  of  clinical  medicine  at  the  Bowman 
Gray  School  of  Medicine,  Winston-Salem,  N.  C.,  has 
as  his  topic  “Preparing  the  Medical  Student  for 
Family  Practice.” 

The  Federation  of  State  Medical  Boards  will  hold 
its  meetings  on  Tuesday,  after  a Federation  dinner 
Monday  evening  during  which  Morris  Fishbein, 
M.D.,  Chicago,  editor  of  The  Journal  of  the  Ameri- 
can Medical  Association,  will  discuss  medical  educa- 
tion in  Latin  America.  Among  the  speakers  on 
Tuesday  will  be  Irving  S.  Wright,  M.D.,  associate 
professor  of  Clinical  Medicine  at  Cornell  University 
Medical  College,  New  York.  He  will  talk  on  medical 
education  in  Germany  and  Austria. 


WORLD  MEDICAL  ASSOCIATION 

From  the  county  and  state  medical  so- 
cieties to  the  World  Medical  Association  may 
seem  a far  cry,  but  strength  of  medical  or- 
ganization is  necessary  all  along  the  line. 
Whether  it  be  within  the  confines  of  the 
smallest  medical  society  or  on  the  inter- 
national front,  the  ideals  and  purposes  are 
the  same — to  make  available  the  best  pos- 
sible medical  service  to  all  the  people.  The 
method  of  accomplishing  these  ideals  and 
puiqDoses  is  through  community  leadership 
on  the  part  of  the  county  and  state  medical 
societies  on  the  one  hand,  and  international 
leadership  on  the  other. 

A few  facts  about  the  World  Medical  Asso- 
ciation are  worth  noting. 
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1.  The  organization  was  brought  into  be- 
ing in  Paris,  September  18,  1947.  Headquar- 
ters will  be  on  the  North  American  conti- 
nent. It  is  the  outgrowth  of  the  old  Asso- 
ciation  Professionelle  International  des 
Medecins  which  the  war  left  rather  battered 
and  defunct. 

2.  Forty-seven  nations  were  represented 
at  the  organization  meeting.  The  national 
medical  associations  of  twenty-eight  of  these 
countries  are  among  the  founders  of  W.M.A. 

3.  Leaders  of  American  Medicine  — 
Ernest  E.  Irons,  M.D.;  Ei.  L.  Henderson, 
M.D. ; R.  L.  Sensenich,  M.D.,  and  Louis  H. 
Bauer,  M.D. — are  key  men  in  the  reorgani- 
zation. 

4.  The  World  Medical  Association  should 
be  distinguished  from  the  World  Health  Or- 
ganization which  is  part  of  the  United  Na- 
tions set-up.  The  World  Medical  Association 
is  to  the  world  medical  picture  what  the 
A.M.A.  is  to  American  medicine,  while  the 
World  Health  Organization  in  that  picture  is 
comparable  to  the  United  States  Public 
Health  Service. 

5.  Just  as  some  differences  in  philosophy 
have  developed  between  the  A.M.A.  and  the 
United  States  Public  Health  Service,  so  basic 
differences  seem  to  have  developed  between 
these  two  international  groups.  It  is  to  be 
hoped  that  the  scope  of  activities  and  the 
field  of  endeavors  between  these  two  groups 
may  be  correlated  and  a working  arrange- 
ment may  result  which  will  be  patterned 
along  the  same  lines  of  joint  cooperation 
which  exists  between  the  medical  profession 
and  public  health  officials  in  many  counties 
and  states  of  this  nation. 

The  objectives  of  the  World  Medical  Asso- 
ciation, as  explained  by  R.  L.  Sensenich, 
M.D.,  President-elect  of  the  A.M.A.,  are: 

1.  To  promote  closer  ties  among  the  na- 
tional medical  organizations  and  among  the 
doctors  of  the  world  by  personal  contact  and 
all  other  means  possible. 

2.  To  maintain  the  honor  and  protect  the 
interests  of  the  medical  profession. 

3.  To  study  and  report  on  the  profession- 
al problems  which  confront  the  medical  pro- 
fession in  the  different  countries. 

4.  To  organize  an  exchange  of  informa- 
tion on  matters  of  interest  to  the  medical 
profession. 


5.  To  establish  relations  with  and  to  pre- 
sent the  view  of  the  medical  profession 
to  the  World  Health  Organizations, 
U.N.E.S.C.O.,  and  other  appropriate  bodies. 

6.  To  assist  all  peoples  of  the  world  to  at- 
tain the  highest  possible  level  of  health. 

7.  To  promote  world  peace. 

Among  the  resolutions  adopted  at  the 
Paris  meeting  was  the  requirement  that 
every  doctor,  at  the  time  of  receiving  his 
medical  degree  or  diploma,  be  required  to 
subscribe  to  the  following  oath : 

“My  first  duty,  above  all  other  duties  writ- 
ten or  unwritten,  shall  be  to  care  to  the  best 
of  my  ability  for  any  person  who  is  entrusted 
or  entrusts  himself  to  me,  to  respect  his 
moral  liberty,  to  resist  any  ill-treatment  that 
may  be  inflicted  on  him,  and,  in  this  connec- 
tion to  refuse  my  consent  to  any  authority 
that  requires  me  to  ill-treat  him. 

“Whether  my  patient  be  my  friend  or  my 
enemy,  even  in  time  of  war  or  in  internal 
disturbances,  and  whatever  may  be  his  opin- 
ions, his  race,  his  party,  his  social  class,  his 
country,  or  his  religion,  my  treatment  and 
my  respect  for  his  human  dignity  shall  be 
unaffected  by  such  factors.” 


NEW  PHARMACEUTICAL-MEDICAL 

RESEARCH  FOUNDATION  FORMED 

The  recently  formed  Pharmaceutical-Medi- 
cal Research  Foundation,  according  to  an 
editorial  in  the  January  3 issue  of  The  Jour- 
nal of  the  American  Medical  Association, 
plans  to  make  extensive  studies  relating  to 
the  chemical  and  physical  changes  that  oc- 
cure  in  tissues  and  to  the  physiology  of  the 
body  — particularly  concerning  substances 
taken  into  the  body  and  their  ultimate  fate. 

The  editorial  follows : 

“When  the  American  Pharmaceutical  Man- 
ufacturers’ Association  awarded  its  plaque  to 
the  American  Medical  Association  on  De- 
cember 16,  the  occasion  was  signalized  by  an 
announcement  of  the  formation  of  a new 
foundation  to  be  supported  in  major  part  by 
the  pharmaceutical  industry,  to  be  devoted  to 
scientific  research  and  to  represent  a joint 
effort  of  the  phaiTnaceutical  and  medical 
professions.  This  foundation,  to  be  called 
the  Pharmaceutical-Medical  Research  Foun- 
dation, is  to  be  modeled  after  the  Nutrition 
Foundation,  which  already  has  a record  of 


72 


NEWS  AND  VIEWS 


Nebr.  S.  M.  Jour. 
February,  1948 


important  contributions  to  the  advancement 
of  knowledge  in  that  field.  The  Nutrition 
Foundation  was  developed  largely  through 
the  interest  of  Charles  Wesley  Dunn,  general 
counsel  for  the  American  Pharmaceutical 
Manufacturers’  Association. 

“While  many  millions  of  dollars  are  spent 
annually  in  the  United  States  on  research  of 
a practical  and  apphed  character,  the  com- 
parative amounts  expended  on  basic  research 
are  infinitesimal.  Before  controlling  many 
of  the  diseases  which  still  baffle  medical  sci- 
ence, extensive  studies  are  required  related 
to  the  chemical  and  physical  changes  that 
occur  in  tissues  and  to  the  physiology  of  the 
body  — particularly  concerning  substances 
taken  into  the  body  and  their  ultimate  fate. 
What  part  do  childhood  infections,  nutrition- 
al deficiencies,  fatigue  and  mental  stresses 
play  in  the  development  of  the  degenerative 
diseases?  These  questions  and  many  hun- 
dreds like  them  require  positive  answers. 
From  such  answers  will  come  specific  meth- 
ods of  diagnosis,  prevention  and  treatment, 
which  will  mean  increasing  years  of  health 
and  happiness  for  more  and  more  persons. 

“A  committee,  including  representatives 
of  the  pharmaceutical  industry  and  the  medi- 
cal profession,  was  organized  to  establish  the 
new  foundation.  The  representatives  from 
the  pharmaceutical  industry  are  S.  DeWitt 
Clough,  chairman  of  the  board,  Abbott  Lab- 
oratories, Chicago;  A.  H.  Fiske,  vice  presi- 
dent, Eli  Lilly  & Company,  Indianapolis ; 
Elmer  H.  Bobst,  president,  William  R.  War- 
ner & Co.,  Inc.,  New  York;  John  L.  Smith, 
president,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn; 
S.  Barksdale  Penick,  Jr.,  president,  S.  B. 
Penick  & Co.,  New  York;  M.  C.  Eaton,  presi- 
dent, Eaton  Laboratories,  Inc.,  Norwich.  N. 
Y.,  and  Charles  Wesley  Dunn,  New  York, 
general  counsel  for  the  American  Phaiana- 
ceutical  Manufacturers’  Association. 

“The  representatives  from,  the  medical 
profession  are  the  following  officers  of  the 
American  Medical  Association:  Dr.  R.  L. 

Sensenich,  South  Bend,  Ind.,  president-elect; 
Dr.  E.  L.  Henderson,  Louisville,  Ky.,  chair- 
man of  the  board  of  trustees;  Dr.  Ernest  E. 
Irons,  Chicago,  secretary  of  the  board  of 
trustees;  Dr.  Morris  Fishbein,  Chicago,  edi- 
tor of  The  Journal,  and  Dr.  Austin  Smith, 
Chicago,  secretary  of  the  Council  on  Phar- 
macy and  Chemistry.  Dr.  Sensenich  is 
chairman  of  the  committee. 

“The  foundation  will  be  a wholly  public 


institution  in  purpose,  conduct  and  service; 
its  governing  board  will  include  distin- 
guished representatives  of  the  pharmaceuti- 
cal industry  and  medical  profession.  The 
board  will  determine  its  program  of  scien- 
tific research,  on  the  basis  of  a recommenda- 
tion by  an  authoritative  scientific  advisory 
committee  and  the  advice  of  an  eminent  sci- 
entific director.  Much  of  the  initial  basic  re- 
search sponsored  by  the  foundation  will  be 
in  the  field  of  the  degenerative  diseases, 
where  there  is  urgent  need.” 


Failure  of  President  Truman  and  Congress  to 
take  renewed  action  in  establishing  a National  Sci- 
ence Foundation  within  the  Federal  government  is 
criticized  by  The  American  Journal  of  Roentgenology 
and  Radium  Therapy,  which  asks: 

“Is  it  not  possible  to  so  strengthen  the  manly 
already  existing  research  agencies  within  the  gov- 
ernment that  basic  scientific  research  will  be  ad- 
vanced quite  as  effectively  as  through  the  opera- 
tion of  a Foundation?” 

President  Truman  vetoed  last  August  sixth  a bill 
which  would  have  established  a National  Research 
Foundation  within  the  Federal  government. 

“Numerous  reasons  were  given  for  the  veto  but 
they  all  revolved  about  the  methods  of  organization 
and  administration  of  the  proposed  Foundation,” 
says  the  December  issue  of  The  Journal,  which  is 
published  for  medical  specialists  in  x-ray  and  ra- 
dium. 

The  Journal  says  editorially  that  there  are  many 
precedents  for  appointment  of  an  advisory  board 
of  scientists  which  could  make  a survey  of  the  work 
being  done  by  existing  agencies  and  of  their  person- 
nel and  facilities  and  which  could  continuously  ad- 
vise concerning  the  necessity  for  new  projects  and 
the  places  where  they  could  be  worked  out  to  the 
best  advantage. 

The  Journal  says  that  one  such  agency  is  the  Na- 
tional Research  Council  which  “has  the  machinery 
and  experience  to  do  this  very  thing.”  Continuing, 
the  editorial  says: 

“It  would  also  seem  feasible  for  the  same  agency 
to  administer  Federal  funds  in  almost  any  amount 
for  scholarships  and  fellowships  in  preparation  for 
scientific  careers  since  it  has  been  doing  similar 
work  through  grants  from  private  foundations  for  a 
long  time. 

“In  the  field  of  medicine  and  health,  with  which 
we  are  concerned,  there  is  special  need  for  basic 
research.  Medicine  is  often  reproached  for  its 
slowness  in  providing  a cure  for  cancer.  The  critics 
point  to  the  rapidity  with  which  the  atom  bomb 
was  produced  when  money  was  furnished  in  unlim- 
ited amounts  and  scientists  organized  to  do  the  job. 

“Such  critics  ignore  the  fact  that  the  basic  research 
upon  which  the  wartime  work  depended  had  been 
done  before  the  war  began.  The  problem  of  pro- 
ducing the  atom  bomb  was  largely  a technological 
one.  The  same  may  be  said  of  radar  and  of  other 
advances  made  during  the  war.  The  conditions  are 
quite  otherwise  in  providing  a cure  for  cancer.  The 
essential  basic  facts  concerning  this  disease  are  not 
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yet  known.  There  is  no  way  of  knowing  how  much 
basic  research  must  yet  be  done  before  we  have 
sufficient  knowledge  to  develop  the  technique  for  its 
cure. 

“It  will  probably  come  a little  at  a time  in  labora- 
tories scattered  over  the  world  . . . 

“The  necessity  of  accelerating  basic  scientific  re- 
search is  so  vital  for  national  defense,  for  the  health 
of  the  people  and  for  the  progress  of  industry,  and 
the  need  for  the  training  of  scientists  is  so  urgent, 
that  other  methods  should  be  sought  at  once  instead 
of  waiting  for  the  slow  process  of  legislation  to  per- 
fect a law  which  is  acceptable  to  all.”, 

STATE  DEPARTMENT  OF  HEALTH 

ORGANIZING  FOR  IMMUNIZATION 

How  May  Your  Community  Cooperate  with  the 
Physicians  in  Organizing  an  Immunization 
Program? 

1.  Arrange  for  a representative  of  your  group 
to  talk  over  with  physicians  in  your  community  (or 
county)  desirability  of  working  on  this  program. 

2.  Arrange  for  a representative  of  your  group 
(or  committee  from  county  clubs)  to  talk  with  the 
county  nurse  (if  there  is  one),  the  health  officer, 
the  county  agent,  home  demonstration  agent,  county 
superintendent  of  schools,  superintendents  of  any 
village  schools  in  your  area,  board  of  health,  county 
commissioners,  ministers,  P.T.A.,  Women’s  Clubs, 
Service  Clubs  and  others.  GET  THE  SUPPORT  OF 
THESE  GROUPS  FOR  THE  PROGRAM. 

3.  The  program  should  be  “sold”  to  the  citizens 
of  the  community.  All  of  the  civic  groups  involved 
can  help  in  this.  Material  useful  for  this  may  be 
secured  from  the  State  Department  of  Health,  Divi- 
sion of  Public  Health  Education,  which  supplies 
educational  material  for  the  homes  and  the  schools. 
The  use  of  this  material  should  precede  the  im- 
munizations. This  material  consists  of  fliers  to 
send  into  the  homes;  and  lessons  on  diphtheria  and 
smallpox  from  which  teachers,  on  different  grade 
levels,  may  choose  for  their  discussions  with  the 
children.  The  boys  and  girls  need  to  understand  the 
“why”  of  immunization.  They  need  to  replace  any 
fear  they  may  have  with  understanding.  These  ma- 
terials are  available  in  any  quantity  that  may  be 
needed. 

4.  Arrange  for  a committee  from  the  city  and 
rural  groups  to  call  a meeting,  inviting  leaders  and 
other  representatives  of  groups.  Ask  representa- 
tives from  physicians  to  speak,  also  invite  superin- 
tendents, county  agent,  club  leader,  a parent  and 
representatives  from  other  groups  to  speak  briefly 
on  “Why  This  Program  Is  Important  to  This  Com- 
munity.” 

5.  Ask  the  county  committee  already  appointed 
to  act  on  planning  the  details  for  working  out  the 
program,  or  have  the  assembled  group  appoint  a 
county  committee  with  a chairman.  Each  city  or 
village  group  will  appoint  a chairman  who  will  as- 
sume responsibility  for  carrying  out  the  plans  of 
the  larger  committee  in  his  area. 

Details  To  Be  Planned  for  by  the  City  or  Village 
Health  Committee  or  the  County  Committee 
in  Cooperation  with  the  Physicians 

1.  Arrange  with  the  State  Department  of  Health 
for  the  necessary  biologicals,  as  explained  under 
“Requests  for  Biologicals.” 


2.  The  physicians’  part  in  solving  the  problem: 
The  physicians  will  decide  the  cost  of  immunization, 
and  participate  in  planning  all  details.  These  plans 
should  provide  for  the  complete  program,  including 
later  Schick  testing,  if  this  is  to  be  used.  Arrange- 
ments deciding  who  will  assist  the  physician  in  each 
community  with  such  problems  as  transportation, 
recordings,  etc.,  should  be  made  by  the  committee. 

3.  Who  will  finance  the  immunizations  ? 

a.  Each  family  will  pay  its  own  physician,  or 

b.  Families  unable  at  this  time  to  finance  the 
immunizations  in  their  families  may  pay  part  and 
receive  help  from  clubs,  schools,  or  other  agencies. 

Where  Would  the  Program  of  Immunization 
Be  Carried  Out? 

1.  In  the  physician’s  office  with  at  least  one  par- 
ent present,  or 

2.  At  the  school  or  other  central  places  where 
clinics  are  held,  wdth  at  least  one  of  the  parents 
present. 

Procurement  and  Use  of  Biologicals  in  Immunization 
and  Testing  Programs 
REQUESTS  FOR  BIOLOGICALS 

Biologicals  necessary  in  immunization  programs 
may  be  requested  of  the  State  Department  of 
Health.  No  charge  is  made  for  biologicals  fur- 
nished. For  use  in  programs  in  the  areas  of  the 
state  having  organized  local  health  units,  requests 
should  be  made  to  the  director  of  the  local  unit. 
Such  areas  are: 

1.  City-County  Department  of  Health,  Lincoln. 

2.  Omaha  City  Health  Department,  Omaha. 

3.  Scotts  Bluff  County  Health  Department, 
Scottsbluff  Western  State  Laboratory,  Scottsbluff. 

4.  Grand  Island-Hall  County  Health  Department, 
Grand  Island.  Grand  Island-Hall  County  Labora- 
tory. 

5.  Sarpy-Otoe-Nemaha  Health  Department,  Pa- 
pillion. 

Requests  arising  outside  these  areas  should  be 
made  directly  to  the  State  Department  of  Health  at 
Lincoln,  or,  for  the  western  part  of  the  State,  to 
the  West  Nebraska  Branch  Laboratory,  Scottsbluff. 

Requests  should  be  made  well  in-  advance  of  the 
immunization  clinics  and  should  state  (a)  identity 
of  the  organization  sponsoring  the  immunization 
program,  (b)  the  name  of  the  physician  or  physi- 
cians responsible  for  the  medical  work,  (c)  the 
times  and  places  of  the  clinics,  and  (d)  the  number 
of  individuals  to  be  immunized  (or  tested)  for  each 
separate  disease.  Those  organizing  a program  may 
request  the  material,  but  biologicals  will  be  fur- 
nished or  sent  only  to  physicians  who  are  to  do  the 
medical  work. 

STORAGE  OF  BIOLOGICALS 

After  receipt,  biologicals  furnished  should  be 
stored,  as  provided  by  Rules  and  Regulations  of  this 
Department. 

Smallpox  vaccine  should  be  stored  in  as  cool  a 
place  as  possible,  preferably  well  below  freezing 
temperature. 

Material  for  tuberculosis  testing  should  be  stored 
in  a cool  dr>'  place.  Refrigeration  is  unnecessary. 
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Other  immunization  material  should  be  refriger- 
ated in  a dry  place  where  there  is  no  danger  of 
freezing.  Temperatures  between  36°  F.  and  50°  F. 
are  suitable. 

RECORDS  AND  REPORTS 

Complete  records  of  immunization  or  testing  clin- 
ics should  be  kept.  These  should  include  the  name 
and  address  of  each  individual  receiving  immuniza- 
tion treatment  or  test  and  the  name  of  each  such 
treatment  to  which  each  individual  was  subjected. 
The  results  of  such  treatments  as  smallpox  vaccin- 
ation, Schick  test,  or  tuberculin  test  should  be  re- 
corded. Any  unusual  or  abnormal  reaction  should 
be  noted  and  recorded. 

Use  M.C.H.  Form  SH-1  for  this  record,  which 
should  be  kept  by  the  city  or  county  superintendent. 
If  a local  health  department  is  taking  care  of  the 
school  health  program,  the  records  may  be  kept  in 
that  office. 

Each  immunized  individual,  a parent  or  guardian 
should  be  furnished  an  individual  immunization  rec- 
ord card,  signed  by  the  physician  and  stating  the 
facts  of  their  immunization  treatment  or  tests.  Suit- 
able cards  are  furnished  along  with  the  biologicals 
supplied  by  the  Department  of  Health. 

After  the  medical  work  of  the  program  has  been 
completed,  a summary  report  should  be  made  on 
M.C.H.  Form  SH-2  and  sent  to  the  State  Depart- 
ment of  Health.  This  report  should  state  the  num- 
ber, by  age  groups,  of  individuals  subjected  to  each 
immunization  or  test  and,  in  case  of  smallpox  vac- 
cination or  skin  tests,  the  number  of  “takes”  or  posi- 
tive tests.  Forms  for  such  reports  are  supplied, 
usually  along  with  the  biologicals.  A record  of  this 
information  should  also  be  kept  by  local  health 
departments  for  programs  in  their  area  of  jurisdic- 
tion. 

UNUSED  BIOLOGICALS 

Immunization  material  no  longer  needed  should 
be  promptly  returned  to  the  Departmental  office 
from  which  it  was  secured.  This  should  include  ma- 
terial in  excess  of  requirements,  or  outdated  ma- 
terial, but  need  not  include  opened  and  partially 
used  vials  of  vaccines  or  other  materials. 

PARTIAL  SHIPMENTS  MADE 

In  case  of  materials  in  which  the  immunizations 
consist  of  a series  of  injections,  the  initial  shipment 
of  supplies  may  be  enough  for  the  first  series  of 
injections  only.  Unused  material  from  this  series 
should  be  properly  stored  for  use  in  the  next  series 
and  a request  made  for  additional  material  if  needed. 


When  the  seal  of  acceptance  of  the  Council  on 
Foods  and  Nutrition  of  the  American  Medical  As- 
sociation is  seen  in  an  advertisement,  it  means  that 
the  information  presented  and  the  claims  made  are 
consistent  with  established  knowledge  and  the  best 
authoritative  opinion. 


The  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association,  which  consists  of 
outstanding  scientists  from  all  parts  of  the  United 
States,  is  concerned  with  the  evaluation,  usefulness 
and  safety  of  drugs. 


KmUU  y 044^ 

Bluje  SUl^ld  Plo4t 


Prompt  payment  for  the 
care  of  our  Blue  Shield 
members  is  our  aim.  We 
can  fulfill  this  aim  if 
physicians’  claim  forms 
give  all  necessary  information. 


YOU  can  do  something  to  make  the  voluntary 
prepayment  Plan  work.  Send  in  your  signed  Par- 
ticipating Physicians’  Agreement  if  you  are  not  one 
of  the  760  Nebraska  physicians  who  have  already 
done  so. 

For  your  patients’  sake  and  your  own,  check  for 
waiting  periods  on  elective  surgery.  Section  XV 
in  the  Schedule  of  Benefits  lists  the  conditions 
which  require  a six-month  waiting  period. 

Wider  acceptance  of  prepaid  health  services  will 
result  from  the  recent  appointment  of  General  Paul 
R.  Hawley  as  chief  executive  officer  for  the  Blue 
Cross  and  Blue  Shield  Plans.  His  fine  record  as 
rnedical  director  of  the  Veterans  Administration  and 
his  opposition  to  state  medicine  augur  well  for  the 
future  of  both  Plans. 


A copy  of  every  letter  written  by  Nebraska  Blue 
Shield  in  regard  to  a rejected  claim  is  sent  to  the 
physician  concerned,  to  keep  him  fully  informed 
as  to  which  procedures  cannot  be  indemnified. 

Your  patients  judge  the  whole  medical  profes- 
sion according  to  their  experience  with  you.  You 
can  help  to  create  public  confidence  in  “The  Doc- 
tors’ Plan”  for  voluntary  prepaid  medical  care. 
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NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 
December  31,  1947 


Cash  on  hand,  December  1,  1947 $60,440.95 

Receipts : 

From  dues  $33,972.00 

From  enrollment  fees 992.00 

Taxes  deducted  from  salaries 36.80  35,000.80 


Disbursements : 

Claims  paid  $23,989.25 

Administrative  expense  5,363.06 

Salary,  Executive  Director 200.00 

Secretary’s  fee  75.00 

Medical  Director  75.00 

Attorney  ~__3  75*00 

Advertising  293.00 

Printing  and  stationery 380.40 

Home  office  travel  and  expense 74.10 

Hospital  records  2. 00 

Collection  expense  g.80 

Refunds  142.50 

Bank  charges  .50 

Dues  1 37104 

Drs.  Simonds  and  Hardy 5. 00 

Interest  on  4%  Surplus  Notes 778.00 

Employee  Xmas  party 50.00 


Cash  on  hand,  December  31,  1947_ 
Bank  Balances,  December  31,  1947 : 

Packers  National  Bank,  Omaha 

First  National  Bank,  Omaha 


NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
December  31,  1947 

Assets : 

Cash  in  bank $63,893.10 

Premiums  in  process  of  collection 12,505.00 

U.  S.  Bonds  (cost  plus  accrued  interest)  50,471.41 


$95,441.75 


31,548.65 

$63,893.10 

$62,745.94 

—1,147.16 

$63,893.10 
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Associated  Hospital  Service  administra- 
tion expense  refund  account 3,004.08 


$129,873.59 


Liabilities : 

Accounts  payable,  Blue  Cross 1 

Accounts  payable,  monthly  invoices 

Accrued  payroll  taxes 

Claims  payable : 

Un  reported  

Pending  

Accrued  audit  expense 

Unearned  premiums  


; 5,585.31 
461.23 
116.40 

13,000.00 

6,127.00 

300.00 

38,079.78 


$63,669.72 

Reserves  for  Public  Relations 

Campaign  1,000.00 

Subscribers  4%  sur- 
plus notes  $19,450.00 

Net  income  to  date 45,753.87 

65,203.87 


$129,873.59 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 


December  31,  1947 


Income : 


From  dues  

From  enrollment  fees 
Interest,  U.  S.  Bonds_. 


Expense: 

Claims  

* Administrative  expense  

Salary,  Executive  Director 

Professional  fees,  E.K.M. 

Medical  Director  

Attorney  

Auditing  

Special  audit  

Advertising  

Stationery  

Printing  

Home  office  travel  and  expense. 

Collection  expense  

Taxes  and  licenses  

Dues  

Miscellaneous  

Postage  

Insurance  

Interest  on  4%  surplus  notes_. 


Net  Gain  

*Administrative  expense — December 
Less  refund  for  November 


Month  of 
December 
$ 30,037.50 
992.00 
409.19 


$ 31,438.69 

$ 23.379.75 
4,917.73 
200.00 
75.00 
75.00 
75.00 
100.00 


38.54 

12.21 

198.82 

74.10 

8.80 

2.00 

18.52 

65.00 


778.00 


$ 30,018.47 
.$  1,420.22 


12  Months 
to  Date 
$268,570.63 
10,225.00 
700.86 


$279,496.49 

$198,348.25 

44,996.01 

2.400.00 
900.00 
900.00 

900.00 

1.200.00 

125.00 
3,313.83 

102.85 

4,201.68 

1,154.18 

116.35 

551.49 

180.48 

181.31 

171.52 

70.26 

778.00 


$260,591.21 
$ 18,905.28 
.$  5,585,31 

667.58 
$ 4,917.73 


SCOTTS  BLUFF— 10  members. 
SEWARD — 1 member. 
SHERMAN — 11  members. 
YORK — 3 members. 


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 


December,  1947 


Number  of  services 

rendered  . 

582 

Number  of  claims 

paid 

534 

Females 

304 

Males 

230 

Subscribers 

188 

Dependents 

346 

Type  of  Service 

Number 

Amt.  Paid 

Anesthesia 

10 

115.00 

Appendectomies 

51 

5,100.00 

Eye 

6 

165.00 

Gall  Bladders 

5 

675.00 

General  Surgery 

30 

1.875.00 

Gynecology 

36 

3,211.00 

Hemorrhoids 

12 

555.00 

Herniotomies 

9 

975.00 

Minor  Surgery 

55 

362.50 

Nose  and  Throat 

13 

505.00 

Obstetrics 

39 

1,890.00 

Orthopedics 

47 

1,984.50 

Pathology 

_ 4 

25.00 

Radiation  Therapy 

1 

25.00 

Tonsillectomies 

90 

3,150.00 

Transfusions 

4 

70.00 

Urology 

_ 15 

757.00 

X-rays 

91 

940.25 

Medical 

64 

1,674.00 

582 

$24,054.25 

Amount  of  claims 

in  process 

of  settlement 

- $ 6,127.00 

HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  George  F.  Pinne  is  practicing  dermatology  in 
Omaha. 

Dr.  and  Mrs.  Fred  Amick  of  Doniphan  are  in 
Florida. 

Dr.  and  Mrs.  Harold  Gifford  of  Omaha  are  tour- 
ing Europe. 


MEMBERSHIP  SUMMARY— DECEMBER,  1947 


Sub- 

De- 

scribers 

pendents 

Total 

1. 

Membership,  December  1, 

1947__. 

-_17,296 

24,332 

41,628 

Additions 

_ 1,426 

1,915 

3,341 

Cancellations 

226 

296 

522 

Membership,  January  1, 

1948 

_ 18,496 

25,951 

44,447 

2. 

Number  of  groups 

now 

enrolled 

1,166 

3. 

Number  of  groups 

added 

during 

December. 

62 

Dr,  Wayne  Cameron,  formerly  of  Hastings,  has 
moved  to  Rapid  City,  S.  D. 

Dr.  H.  V.  Crum  addressed  the  Rushville  Rotary 
Club  on  heart  disease  in  December. 

Dr.  William  B.  Neihus  has  become  associated 
with  Dr,  A.  E.  Reeves  in  North  Platte. 


DECEMBER  ENROLLMENT  BY  COUNTY 

ADAMS — 18  groups,  195  members. 

BANNER — 1 member. 

BOONE — 1 member. 

BOX  BUTTE — 2 groups,  34  members. 

BUFFALO — 1 group,  18  members. 

BUTLER — 5 members. 

CASS — 1 group,  4 members. 

CHEYENNE— 1 member. 

CUMING— 2 members. 

CUSTER — 1 member. 

DAWES — 3 members. 

DAWSON — 17  members. 

DEUEL — 1 member. 

DODGE — 10  members. 

DOUGLAS — 19  groups,  688  members. 

FURNAS — 1 member. 

GAGE — 2 groups,  29  members. 

GARDEN — 1 member. 

HALL — 4 groups,  55  members. 

HITCHCOCK— 1 member. 

JEFFERSON — 1 member. 

KEITH — 5 groups,  37  members. 

LANCASTER — 5 groups,  179  members. 

LINCOLN — 4 groups,  69  members. 

NEMAHA — 1 member. 

NUCKOLLS— 2 members. 

OTOE — 1 member. 

PLATTE — 1 group,  36  members. 

RED  WILLOW — 5 members. 

SARPY — 2 members. 


Dr.  and  Mrs,  William  Ramacciotti,  Nebraska  City, 
enjoyed  a Caribbean  cruize  in  December. 

Dr.  Harold  S.  Gately  has  become  affiliated  in 
practice  with  Dr.  C,  R.  Williams  of  Syracuse. 

The  sympathy  of  the  Journal  goes  to  Dr.  and 
Mrs.  J.  Stanley  Welch  of  Lincoln,  on  the  untimely 
death  of  their  daughter.  Miss  Jane  S.  Welch. 

A group  of  Nebraska  eye,  ear,  nose  and  throat 
men  attended  the  Pan  American  conference  on  eye, 
ear,  nose  and  throat  in  Cuba  early  in  January. 

We  welcome  Dr.  Chandler  Elliott,  formerly  in- 
structor of  neuroanatomy  and  histology  at  Toronto 
University,  who  has  become  affiliated  with  the  de- 
partment of  anatomy  of  Creighton  University  Medi- 
cal School. 


The  Council  of  the  Nebraska  State  Medical  As- 
sociation will  have  its  Mid-Winter  Sessions  in  the 
Cornhusker  Hotel,  Sunday,  February  15,  starting  at 
10  a.m. 
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DEA  WS 

Frank  Matthews  Conlin,  M.D.,  Omaha.  Born  in 
Illinois  in  1883.  Graduated  from  Rush  Medical  Col- 
lege in  1907.  Located  in  Omaha  in  1909.  Soon  after 
coming  to  Omaha  he  joined  the  faculty  at  Creighton 
University  School  of  Medicine  where  he  remained 
until  1915  when  he  transferred  to  the  University  of 
Nebraska  College  of  Medicine  in  the  department  of 
internal  medicine.  He  remained  on  the  faculty  un- 
til the  time  of  his  death,  Dr.  Conlin  was  active  in 
organizational  work,  president  of  the  Omaha-Doug- 
las  County  Medical  Society  in  1927,  served  on  many 


DR.  FRANK  M.  CONLIN 


committees  of  the  Society  for  many  years.  He  was 
certified  by  the  American  Board  of  Internal  Medi- 
cine and  his  main  interest  was  in  diabetes.  He  was 
a charter  member,  and  first  president  of  the  West 
Central  Diabetes  Association.  He  died  of  coronary 
occlusion  on  December  15,  1947.  Surviving  are  his 
wife;  a daughter,  Mrs.  Frank  Carroll,  wife  of  Dr. 
Carroll  of  Rye,  N.  Y.;  a son.  Dr.  Frank  Dixon 
Conlin,  now  serving  in  the  Medical  Corps  of  the 
U.  S.  Naval  Reserve,  and  a daughter.  Miss  Marian 
Conlin. 


Dr.  Frederick  Wasco  Maxey,  Superior.  Bom  in 
Oregon  in  1876.  Graduated  from  Central  Medical 
College,  St.  Joseph,  Mo.,  1905.  Practiced  for  20' 
years  in  Kansas;  located  in  Superior  in  1925,  He 
was  a veteran  of  the  Spanish  American  War.  Dr. 
Maxey  retired  from  active  practice  about  two  years 
ago  because  of  illness.  Died  December  7,  1947.  Sur- 
viving are  his  wife,  one  daughter  and  one  son. 


Dr.  William  J.  Adamson,  Lincoln,  retired.  Born 
in  1862.  Came  to  Lincoln  65  years  ago  from  Three 
Oaks,  Mich.  He  retired  from  active  practice  some 
20  years  ago.  He  died  January  3,  1948.  Surviving 
are  a son  and  two  daughters. 


Dr.  George  Reese  Du  Vail,  Western.  Born  1862. 
Graduated  from  Central  Medical  College  in  1904, 
died  December  21,  1947,  of  a self-inflicted  wound. 


Dr.  J.  S.  Butler,  Superior.  Born  in  1857,  in  Ohio. 
Graduated  from  Western  Reserve  University,  Cleve- 
land, Ohio  in  1883.  Came  to  Superior  in  1888  where 
he  practiced  for  more  than  half  a century.  Died 
in  El  Paso,  Texas,  December  11,  1947,  and  buried 
in  Superior.  He  is  survived  by  two  sons  and  two 
daughters. 


TUBERCULOSIS  ABSTRACTS 

There  probably  never  has  been  a period  when  a ^ 
clear  understanding  of  “activity”  in  tuberculosis  i 
was  more  important  than  now.  The  use  of  the  min-  , 
iature  film  technique  by  the  military  services  and  ; 
in  industrial  and  community  surveys  has  made  the 
public  “chest  x-ray  conscious.”  In  mass  x-ray  sur-  ' 
veys  of  apparently  healthy  groups,  the  majority  of  1 
the  cases  of  tuberculosis  discovered  are  neither  ob-  | 
viously  active  nor  obviously  healed  but  require  ex-  j 
tended  study  and  observation  to  determine  the  pres-  j 
ence  or  absence  of  activity.  | 

J 

THE  DIAGNOSIS  OF  ACTIVITY  IN  PUL- 
MONARY TUBERCULOSIS  ^ 

There  is  no  single  word  in  the  vocabularly  of  ^ 
clinical  tuberculosis  more  widely  employed  nor 
more  widely  misunderstood  than  the  word  “activ-  ‘ 
ity.”  The  ancient  fallacy  still  persists  that  rales 
arise  in  moisture,  which  signifies  inflammation  and 
hence,  activity.  Another  more  dangerous  fallacy  is  ' 
that  activity  is  usually  accompanied  by  slight 
changes  in  temperature,  pulse,  weight,  appetite  and 
physical  energy. 

The  two  essential  requirements  of  a scientifically 
sound  and  clinically  useful  concept  of  activity  are 
that  it  must  be  securely  based  on  the  anatomic 
state  of  the  tuberculous  lesion  and  must  also  be 
synonymous  with  need  for  treatment.  Such  a con- 
cept must  include  three  distinct  groups  of  cases: 
those  which  show  anatomic  progression;  those 
which  are  anatomically  stationary  but  not  healed; 
and  those  which  are  retrogressive  but  not  yet  safe- 
ly healed. 

In  determining  whether  or  not  a case  requires 
treatment,  the  symptoms,  physical  signs,  laboratory 
data,  and  x-ray  picture  may  all  be  used — or  mis- 
used. 

The  symptoms  of  pulmonary  tuberculosis  are 
familiar  to  all  physicians.  When  a group  of  them 
is  present  there  is  usually  no  doubt  about  activity. 
When  only  one  or  two  of  them  are  present  they 
may  be  erroneously  attributed  to  the  minimal  lesion 
shown  in  the  x-ray  film.  Serial  films  are  the  only 
safeguard  against  this  error, 

A more  common  and  more  serious  error  is  to 
exclude  activity  because  of  the  absence  of  symp- 
toms. It  cannot  be  emphasized  too  strongly  that 
tuberculosis,  both  in  its  onset,  and  during  the  early 
period  of  relapse,  is  characteristically  a symptom- 
free  disease.  To  depend  upon  symptoms,  or  to 
await  the  development  of  symptoms,  is  to  loose 
the  most  favorable  moment  for  treatment.  Surveys 
have  shown  that  when  the  diagnosis  is  based  upon 
symptoms,  87  per  cent  of  the  cases  will  have  ad- 
vanced disease.  Increasing  numbers  of  hospital 
beds  are  filled  with  patients  whose  symptom-free, 
early  disease  was  discovered  in  a survey  or  induc- 
tion examination  a year  or  so  earlier,  but  who  re- 

( Continued  on  p.  xxx) 
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IRRITABLE 

BOWEL 

SYNDROME 


“Therapeutic  efforts  toward  the  relief  of  constipation 
in  patients  with  an  irritable  bowel  syndrome 
must  be  continued  over  prolonged  periods  of  time. 
Cathartics  which  exert  their  action  by  direct 
irrigation  of  the  intestinal  mucosa  have 
no  place  in  long-term  bowel  management.  . . . 

The  most  satisfactory  results  were 
obtained  with  a hydrophilic  mucilloid  [Metamucil] 
prepared  from  psyllium  seed.  . . 


METAMUCIL 


When  prolonged  treatment  is  indicated,  Metamucil — 
the  “smoothage”  management  of  constipation — 
fits  well  into  the  program. 

Smooth,  gentle,  normal  evacuation — the  desired  action  in 
the  irritable  bowel  syndrome — is  afforded  by 
the  use  of  Metamucil. 


Metamucil  is  the  highly  rehned  mucilloid  of  Phinfago  ovata  (50%),  a seed 
of  the  psyllium  group,  combined  with  dextrose  (50%) 
as  a dispersing  agent.  Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 

‘Dolkart.  R.  E.;  Dentler.  M..  and  Barrow,  L.  L.:  The  Effect  of 

Various  Types  of  Therapy  in  the  Management  of  the  Irritable  Bowel 
Syndrome.  Illinois  M.  J.  90:287  (Xov  ) :946. 


SEARLE 


RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


Tou  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


G.  E.  Charlton,  Norfolk President 

J.  E.  M,  Thomson,  Lincoln President-Elect 

M.  H.  Carrigr,  Bloomfield Vice  President 


Earl  Farnsworth,  Grand  Island. 

R.  B.  Adams,  Lincoln 

M.  C.  Smith,  Lincoln 


Vice  President 

Secretary 

Executive  Secretary 


BOARD  OF  TRUSTEES 


Geo.  W.  Covey,  Chairman,  1949 Lincoln 

J.  D.  McCarthy,  1950 Omaha 


R.  B.  Adams 

Delegates — Karl  S.  J.  Hohlen,  Lincoln ; J.  D.  McCarthy,  Omaha 


D.  B.  Steenburg,  1951 Aurora 

Harry  W.  Benson,  1948 Oakland 


Lincoln 

Alternates — Joe  Bixby,  Geneva ; H.  S.  Morgan,  Lincoln 


COMMITTEES 

Education 

Advisory  to  Auxiliary 

R.  T.  Van  Metre,  Chm 

Fremont 

C.  R.  Williams Syracuse 

R.  A.  Moser Omaha 

Credentials 

R.  B.  Adams,  Chm Lincoln 

Howard  Royer Grand  Island 

H.  O.  Bell York 

R.  F.  Jester Kearney 

A.  H.  Fechner Lincoln 

Insurance 

Ralph  Luikart,  Chm. Omaha 

Ted  Riddell  Scottsbluff 

W.  E.  Wright Creighton 

Journal  and  Publication 

W.  H.  Heine,  1948 Fremont 

F.  W.  Niehaus,  1949 Omaha 

J.  C.  Thompson,  1950_Lincoln 
Library,  Necrology  and 
Records 

W.  E.  Shook,  1948 Shubert 

Roy  Whitham,  Chm.,  1949 

Ijincoln 

George  Salter,  1950 Norfolk 

Medicolegal  Advice 

R.  W.  Fouts,  Chm.,  1949 

Omaha 

R.  B.  Adams,  1950 Lincoln 

J.  P.  Gilligan,  1948 Lincoln 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

R.  M.  Still Lincoln 

J.  S.  Broz Alliance 

R.  W.  Fouts Omaha 

C.  H.  Sheets Cozad 

President,  Sec.-Treas.,  Ex-Sec. 


Planning 

F.  L.  Rogers,  Chm Lincoln 

Morris  Nielsen  Blair 

A.  B.  Anderson Pawnee  City 

A.  J.  Offerman Omaha 

F.  G.  Dewey Coleridge 

G.  A.  Young,  Jr Omaha 

M.  C.  Smith Lincoln 

Prepayment  Medical  Care 
A.  J.  Offerman,  Chm._Omaha 

Chas.  McMartin  Omaha 

Donald  Steenburg Aurora 

Rural  Medical  Service 


Scientific  Assembly 


H.  S.  Morgan,  1948  Lincoln 

M.  E.  Grier,  1949  Omaha 


J.  Dewey  Bisgard,  1950 

Omaha 

W.  W.  Waddell,  1951 

Beatrice 

R.  B.  Adams Lincoln 


Speakers  Bureau 

H.  H.  Davis,  Chm Omaha 

J.  R.  Kleyla Omaha 

C.  C.  Hickman Lincoln 

Student  Loan  Fund 

O.  J.  Cameron,  Chm. Omaha 

Olga  Stastny  Omaha 

J.  D.  Taylor Lincoln 

RESEARCH 

Arthritis 

R.  K.  Johnson,  Chm Friend 

J.  Bixby  Geneva 

Harold  M.  Neu Omaha 

Cancer 

James  F.  Kelly,  Chm Omaha 

H.  B.  Hunt Omaha 

N.  H.  Rasmussen Scottsbluff 

Convalescent  Serum 

F.  S.  Clarke,  Chm Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson No.  Platte 

Fracture 

Herman  F.  Johnson,  Chm 

Omaha 

Wm.  L.  Sucha Omaha 

A.  C.  Barry Norfolk 


Industrial  Health 

F.  M.  Conlin,  Chm Omaha 

W.  R.  Neumarker Columbus 

C.  F.  Andrews Lincoln 

H.  L.  Clarke North  Platte 

A.  A.  Ashby Fairmont 

M.  C.  H. 

H.  S.  Morgan,  Chm — Lincoln 

G.  E.  Peters Randolph 

L.  S.  McGoogan Omaha 

Paul  Morrow Omaha 

Mental  Hygiene 


Public  Health 

J.  D.  Bradley,  Chm Omaha 

Fred  A.  Long Lincoln 

H.  N.  Morrow Fremont 

Tuberculosis 

J.  F.  Allen,  Chm Omahi, 

H.  S.  Eklund Osceola 

J.  S.  Bell York 

Venereal  Disease 

L.  W.  Lee,  Chm. Omaha 

H.  H.  Humphrey Daykin 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Warren 

Thompson,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Clay- 
ton Andrews,  Lincoln.  Counties : 
Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 

Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  G.  E. 
Peters,  Randolph.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties : Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District : Councilor : A.  A. 
Ashby,  Fairmont.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 

Brady,  Ainsworth.  Counties  : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  C.  H. 

Sheets,  Cozad.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District : Councilor : H.  S. 
Andrews,  Minden.  Counties : Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties : Lincoln,  Perkins,  Keith, 
McPherson,  Garden,  Arthur,  Lo- 
gan, Deuel. 

Twelfth  District:  Councilor:  Ted 

Riddell,  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix.-Dak.-Th.-Wayne(4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (7) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) I 

Fillmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebr.  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


PRESIDENT  SECRETARY 

. J.  P.  Feese,  Hastings R.  H.  Schaefers,  Hastings 

-G.  W.  Sullivan,  St.  Edward John  S.  McNeil,  Albion 

-O.  L.  Seng,  Alliance J.  F.  Kennedy,  Alliance 

A.  A.  Enos,  Kearney S.  O.  Staley,  Kearney 

Isaiah  Lukens,  Tekamah Harry  W.  Benson,  Oakland 

-Z.  E,  Matheny,  Bellwood L.  J.  Ekeler,  David  City 

O.  E.  Liston,  Elmwood R.  F.  Brendel,  Plattsmouth 

Max  Coe,  Wakefield Clarence  A.  Piersen,  Pender 

Chris  Bitner,  Sidney C.  H.  Babbitt,  Sidney 

■H.  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

James  B.  Brown,  Clarkson W.  J.  Kavan,  Clarkson 

Harry  A.  Knauff,  Loup  City Theo.  Koefoot,  Jr.,  Broken  Bow 

P.  Bryant  Olsson,  Lexington Ray  S.  Wycoff,  Lexington 

. H.  H.  Morrow,  Fremont R.  C.  Byers,  Jr.,  Fremont 

.J.  C.  Hickman,  Geneva V.  V.  Smrha,  Milligan 

-F.  E.  Nail,  Franklin D.  S.  Rosenberg,  Franklin 

.E.  J.  Smith,  Burwell F.  A.  Barta,  Ord 

• C.  R.  Brott,  Beatrice Donald  Penner,  Beatrice 

-E.  E.  Colglazier,  Grant Howard  Baker,  Big  Springs 

Howard  Royer,  Grand  Island R.  L.  Spradling,  Grand  Island 

-D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

.R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

.W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

.A.  H.  Holm,  Wolbach E.  C.  Hanisch.  St.  Paul 

■R.  P.  Luce,  Fairbury M.  J.  Powell,  Fairbury 

■ Eugene  VanAckeran,  Tecumseh J.  A.  Lanspa,  Tecumseh 

■ Paul  A.  Royal,  Lincoln R.  R.  Rembolt,  Lincoln 

■ E.  C.  Stevenson,  N.  Platte A.  E.  Reeves,  North  Platte 

■ M.  H.  Carrig,  Bloomfield Carl  C.  Barr,  Tilden 

.R.  R.  Douglas,  Clarks J.  E.  Benton,  Central  City 

,C.  D.  Williams,  Genoa H.  E.  King,  Fullerton 

■ F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

W.  K.  Wolf,  Hay  Springs Jl.  D.  Sinclair,  Chadron 

■C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

James  Kelley.  Omaha H.  M.  Jahr,  Omaha 

Wm.  Edmonds,  Nebr.  City C.  P.  Williams,  Syracuse  _ 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Walter  M.  Reiner,  Holdrege W.  A.  Shreck,  Holdrege 

R.  C.  Anderson,  Columbus E.  G.  Brillhart,  Columbus 

C.  L.  Anderson,  Stromsburg Richard  Delfs,  Shelby 

L.  V.  Brennan,  Falls  City Wm.  Shepherd,  Falls  City 

Rodney  K.  Johnson,  Friend Richard  W.  Homan,  Crete 

M.  E.  Lathrop,  Wahoo C.  W.  Way,  Wahoo 

Kenneth  Ohme,  Mitchell J.  B.  Shrock,  Scottsbluff 

C.  F.  Hille,  Beaver  Crossing Richard  D.  Smith,  Seward 

H.  I.  Steams,  Cambridge E.  F.  Leininger,  McCook 

R.  E.  Penry,  Hebron Rudolph  F.  Decker,  Byron 

C.  D.  Howard,  Blair Morris  Nielsen,  Blair 

Wm.  Wegmann,  Bladen S.  H.  O’Neill,  Blue  Hill 

J.  S.  Bell.  York B.  N.  Greenburg,  York 
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• Nutritional  authorities  warn  that  "the  possibility  of 
protein  deficiency  in  the  diets  of  children  has  received  some, 
but  insufficient,  attention”  . . . and  that  children  "with 
normal  values  are  the  exception  rather  than  the  rule.”* 

• Many  progressive  pediatricians,  in  prescribing  formulas, 
standardize  on  the  high-protein  infant  food,  Dryco  — 
since  it  represents  such  a rich  source  of  all  the  essential 
amino  acids.  Dryco  is  also  characterized  by  a high-mineral, 
low-fat  and  intermediate  carbohydrate  content  — with 
more  than  adequate  vitamins  A,  Bi,  Bu  and  D. 

It  is  quickly  soluble  in  cold  or  warm  water, 

and  may  be  used  with  or  without  added  carbohydrates. 

Special  processing  facilitates  digestion  by 

assuring  soft  curd  formation  in  the  stomach. 

*BOGERT,  L.  J.:  Nutrition  and  Physical  Fitness,  4th  edition,  1943, 

Chapter  IX,  p.  22. 

**A.M.A.:  Handbook  of  Nutrition,  1943,  p.  360. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

DRYCO  is  made  from  spray-dried,  pasteurized,  superior  quality  whole  milk 
and  skim  milk.  Provides  2500  U.S.P.  units  Vitamin  A and  400  U.  S.  P. 
units  Vitamin  D per  reconstituted  quart.  Supplies  31  Vz  calories 
per  tablespoon.  Available  at  all  drug  stores  in  1 and  2Vz  lb.  cans. 
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BALYEAT 

HAY  FEVER  AND  ASTHMA 

CLINIC 


'l)£VOT£D  EXCLUSIVELY  DIAGNOSIS 
»nd  treatment ALLERGIC  DISEASES 

• • • O S L£R  B U I L D I N G • • • 
OKLAHOMA  CITY  • • • OKLAHOMA 


FOR  SALE 

One  cold  quartz  ultra  violet  lamp  with  orificial 
applicator.  Brand  new.  Regular  price 
$275.00. 

One  infra-red  light,  copper  reflector,  casters 
for  easy  moving.  Element  can  be  focused. 
Brand  new.  Regular  price  $59.50. 

One  Birtcher  Hyfrecator  complete,  like  new. 
Regular  price  $37.50. 

One  shock  proof  portable  x-ray,  complete  with 
carrying  case.  Like  new,  guaranteed.  Reg- 
ular price  $400.00. 

All  above  items  offered  for  sale  at  greatly 
reduced  prices.  See  or  write  Banter  Truss  & 
Belt  Shop,  1019%  P Street,  Lincoln  8,  Nebr. 


The  first  case  in  which  a patient  has  shown  symp- 
toms of  cranial  arteritis  at  an  early  age  is  reported 
in  the  January  17  issue  of  The  Journal  of  the  Amer- 
ican Medical  Association.  The  report  comes  from 
two  New  York  doctors,  Lawrence  Meyers,  M.  D., 
and  Jere  W.  Lord  Jr.,  M.  D. 

Previously  the  disease,  a rare  one,  has  been  ob- 


RADIUM 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

• 

ESTABLISHED  1919 

AT  TI\Tr^,V  X-Ray  and  Radium 
y U IIMJ  1 Laboratories 

Owned  and  operated  by  a Physician-Radiologist 

Harold  Swanbergf,  B.S.,  M.D.,  Director 
W.C.U.  Bldg.  Quincy,  111. 


served  only  in  persons  over  the  age  of  50  years. 

In  this  particular  case,  the  patient  was  a woman, 
22,  and  her  chief  complaint  was  headaches.  Since 
her  left  temporal  artery  was  found  to  be  inflamed, 
the  entire  involved  segment  was  removed.  The  pa- 
tinet  recovered,  and  has  remained  entirely  free  of 
symptoms  for  one  year,  the  doctors  report. 


EYELID  DERMATITIS 

Frequent  symptom  of 
nail  lacquer  allergy 


EXCLUSIVELY  BY 


AR-EX  HyP9’AUEH0£NtC  NAIL  POLISH 

In  elinieal  tests  proved  SAFE  for  98% 
of  women  who  could  wear  no  other 
polish  used. 

At  last,  a nail  polish  for  your  allergic  patients. 

In  7 lustrous  shades.  Send  for  clinical  resume:  ^ AR-EX 


AR-EX  COSMETICS,  INC.  lose  w.  van  buren  st.,- Chicago  7,  ill. 


AK-EA 

CMmeftet, 
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MALPRACTICE  INSURANCE 

PPROVED 

THE  CONTINENTAL  COMPANY 

< 

1100  ‘‘0”  St.  Lincoln,  Nebr. 
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For  simple  diagnosis  of... 

URINE-SUGAR 

CLINITEST 

TABLET  NO-HEATING 
METHOD 

SIMPLE  AND  SPEEDY 

Drop  one  Clinitest  Tablet  in 
indicated  amount  of  diluted  urine — watch 
for  reaction — compare  with  color  scale. 

OCCULT  BLOOD 

HEMATEST 

TABLET  METHOD 

SIMPLE  TECHNIC 

Place  one  drop  of  specimen 
solution  or  suspension  on  fil- 
ter paper.  Set  Hematest 
Tablet  in  center  of  moist  area  and  allow 
'2  drops  water  to  trickle  down  from  top 
of  tablet  to  paper.  Color  reaction  on 
paper  denotes  presence  of  blood. 

Full  injormation  on  request. 

AMES  COMPANY,  INC. 

ELKHART,  INDIANA 


TUBERCULOSIS  ABSTRACTS 
(Continued  from  p.  76) 

fused  treatment  and  continued  to  work  until  they 
felt  sick  and  had  advanced  disease.  The  public 
requires  education  on  this  matter;  let  us  hope  that 
most  of  it  will  be  forthcoming  from  physicians. 

Physical  signs  are  of  still  less  value  than  symp- 
toms in  determining  activity.  Inspection,  palpa- 
tion, and  percussion  are  not  to  be  trusted  and 
auscultation  is  but  little  better.  Coarse,  or  mod- 
erately coarse,  moist  rales,  do  usually  indicate  ac- 
tivity. They  are  often  absent,  even  in  far-advanced 
disease.  Conversely,  rales  of  the  fine,  or  moderate- 
ly coarse,  dry  type  are  often  present  throughout  the 
entire  life  of  a person  with  well-healed  tuberculosis. 

Like  symptoms  and  physical  signs,  the  laboratory 
helps  us  out  by  confirming  a suspicion  of  activity, 
but  does  not  exclude  it.  The  finding  of  tubercle 
bacilli  in  the  sputum,  or  in  the  gastric  contents  is 
always  an  indication  for  treatment  and  careful 
search  should  never  be  neglected. 

Blood  studies  as  a guide  to  activity  are  of  little 
use  to  the  doctor  in  practice.  Most  clinicians  agree 
that  the  x-ray  picture  is  a more  accurate,  sensitive, 
and  dependable  barometer  of  intrapulmonic  weather 
than  the  blood  picture. 

The  superiority  of  the  x-ray  film  over  other 
guides  to  activity  in  pulmonary  tuberculosis  makes 
it  important  that  we  recognize  its  limitations  and 
use  it  to  the  greatest  advantage.  It  requires  little 
experience  for  anyone  to  learn  to  recognize  the 
“soft”  shadows,  with  indistinct  borders  which  sig- 
nify the  active  exudative,  pathological  reaction, 
and  the  “hard”  shadows,  partly  or  largely  linear  and 
with  sharply  defined  borders,  which  signify  a well- 
healed  fibrotic  reaction.  Between  these  two  ex- 
tremes is  a large  group  of  cases  in  which  the  most 
experienced  and  expert  interpreter  will  be  unable  to 
differentiate  active  from  inactive  disease  by  a 
single  film.  In  these  cases  there  is  no  substitute 
for  the  careful  and  detailed  comparison  of  serial 
films  made  at  intervals  of  one  to  three  months. 

In  making  comparisons  of  films  it  is  important 
to  keeep  in  mind  certain  sources  of  error.  The 
degree  of  exposure,  the  depth  of  inspiration  and  po- 
sition of  the  patient  in  relation  to  the  cassette  may 
give  illusory  effects  if  the  films  being  compared 
are  not  carefully  checked  for  these  factors.  Slight 
differences  in  projection  angles  or  changes  in  the 
position  of  the  clavicles  may  reveal  shadows  which 
were  partially  concealed  in  the  earlier  film,  thus 
giving  the  illusion  of  progressive  disease  or  vice 
versa. 

— The  Diagnosis  of  Activity  in  Pulmonary  Tuberculosis  (with 

case  reports  and  illustrative  films),  Raymond  C.  McKay, 

M.D.,  Postgraduate  Medicine,  May,  1947. 


EPILEPTIC  PATIENTS  IMPROVED  MOST 
BY  DIET 

Diet,  not  drugs,  is  the  most  important  factor  in 
the  treatment  of  children  who  have  epileptic  convul- 
sions, says  Haddow  M.  Keith,  M.D.,  Rochester, 
Minn.,  in  the  current  issue  of  the  American  Journal 
of  Diseases  of  Children,  published  by  the  American 
Medical  Association. 

A member  of  the  Section  on  Pediatrics  at  the 
Mayo  Clinic,  Dr.  Keith  came  to  this  conclusion  after 
studying  a large  number  of  epileptic  patients  at  the 
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clinic  who  were  treated  with  drugs,  with  a diet 
consisting  chiefly  of  proteins  and  fats  (no  sugars  or 
starches),  and  with  both  drugs  and  diet.  A larger 
proportion  of  those  in  the  last  two  groups  either 
recovered  or  were  improved. 

Epilepsy  is  a disturbance  in  the  rhythm  of  the 
brain  from  which  one  person  out  of  every  200  in 
the  United  States  is  known  to  suffer.  There  is  a 
recognizable  epileptic  rhythmic  pattern,  and  in 
studying  the  brain  through  electroencephalography 
this  pattern  has  been  found  in  a great  many  indi- 
viduals who  show  no  signs  at  all  of  having  convul- 
sions. In  some  cases  obvious  dam.age  to  the  brain 
is  held  responsible  for  the  disease,  but  usually  it 
seems  to  be  caused  by  disturbances  of  body  chem- 
istry about  which  not  very  much  is  known.  Epilep- 
tic attacks  are  most  common  in  children,  and  may 
decrease,  become  less  severe  or  disappear  in  later 
life  even  without  treatment.  These  attacks  take 
the  form  of  grand  mal,  in  which  the  sufferer  loses 
consciousness,  twitches  and  gets  blue  in  the  face; 
petit  mal,  in  which  the  blacking-out  of  conscious- 
ness lasts  for  only  a few  seconds;  psychomotor  at- 
tacks in  which  the  sufferer  seems  to  be  conscious  but 
doesn’t  remember  afterwards  what  has  happened;  or 
Jacksonian  seizures,  characterized  by  an  uncon- 
trollable jerking  limited  to  one  side  of  the  body. 

In  Dr.  Keith’s  study  two  groups  of  patients  were 
selected.  The  first  group  consisted  of  300  consecu- 
tively admitted  patients  with  epilepsy  who  were  ex- 
amined at  the  Mayo  Clinic  in  1940  or  1941  and  for 
whom  treatment  was  started  at  the  time  of  the  ex- 
amination. One  hundred  eighty-seven  of  these  pa- 
tients reported  from  time  to  time  until  1945.  All  of 
these  had  grand  mal  or  petit  mal  or  both,  and  all 
were  treated  either  with  diphenylhydantoin  sodium 
and  phenobarbital,  alone  or  in  combination,  with  the 
diet  already  mentioned  or  with  a combination  of  the 
diet  and  the  drugs.  Where  the  diet  was  used  it  was 
maintained  until  the  patient  had  been  free  of  attacks 
for  one  year  or  more.  It  was  then  gradually 
changed  to  a normal  diet,  usually  with  a moderately 
limited  amount  of  carbohydrate.  When  drugs  were 
used  in  addition  to  the  diet  they  were  usually  con- 
tinued after  the  change  in  diet  had  been  made. 

Thirty-eight  of  the  patients  suffered  from  definite 
brain  damage,  and  less  than  one  half  of  these  were 
affected  in  any  way  by  treatment.  In  those  who 
improved  the  drugs  seemed  to  have  had  more  effect 
than  the  diet.  Of  the  remaining  149  without  ob- 
vious brain  damage,  however,  approximately  27  per 
cent  of  those  receiving  the  diet  remained  completely 
free  of  the  attacks  for  periods  of  from  one  to  five 
years.  Only  about  12  per  cent  of  those  who  received 
drugs  but  no  diet  remained  well. 

Dr.  Keith’s  second  group  included  all  of  the  311 
patients  started  on  treatment  with  the  diet,  alone 
or  with  drugs,  at  the  clinic  during  the  period  from 
1921  to  1930  inclusive.  Their  records  were  studied 
up  to  and  including  1945.  Of  these,  190  patients 
had  no  obvious  brain  damage  and  gave  the  diet  a 
fair  trial.  More  than  one  half  of  the  190  patients 
improved;  67  or  35  per  cent,  remained  completely 
free  from  attacks  for  periods  of  from  four  to  22 
years;  and  33  remained  well  for  15  years  or  more. 
Patients  with  grand  mal  alone  were  most  favorably 
influenced  by  the  diet,  those  with  petit  mal  alone 
were  less  favorably  influenced  and  those  with  both 
grand  and  petit  mal  were  the  least  definitely  bene- 
fited. 


i OBJECT: 
DRAINAGE 


In  discussing  the  management  of 
chronic  cholecystitis  without 
stones,  Albrecht  states: 

“The  object  of  the  medical 
procedure  is  to  assist  in  drain- 
ing an  infected  organ.”* 

The  specific  hydrocholeretic 
action  of  Decholin  (chemically 
pure  dehydrocholic  acid)  accom- 
plishes this  purpose. 

Decholin  induces  bile  secretion 
which  is  thin  and  copious,  flush- 
ing the  passages  from  the  liver  to 
the  sphincter  of  Oddi,  and  carry- 
ing away  infectious  and  'other 
accumulated  material. 

How  Supplied:  Decholin  in  3^ 
gr.  tablets.  Packages  of  25,  100, 
500  and  1000. 

’Albrecht,  F.  K.:  Modern  Management  in  Clinical 
Medicine,  Baltimore,  The  Williams  and  Wilkins 
Co.,  1946,  p.  170. 


DfiekoUn 

BRAND  • REG.  U.  S.  PAT.  OFF. 

AMES  COMPANY,  INC. 

ELKHART,  INDIANA 
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GREEN  GABLES 


The 

Dr.  Benjamin  F.  Bailey 
Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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EDITORIAL 


WELCOME,  CHILDRENS  MEMORIAL 
HOSPITAL 

According  to  the  Omaha  World-Herald, 
more  than  30,000  people  from  Nebraska  and 
surrounding  states  have  contributed  toward 
the  Childrens  Memorial  Hospital  fund  which 
culminated  in  the  completion  of  the  Hos- 
pital and  its  dedication  in  Omaha  in  Febru- 
ary. Admission  of  patients  will  start  early 
in  March.  That  so  many  people  of  varying 
racial,  social  and  economic  status  provided 
these  huge  sums  of  money  for  the  puiT)ose 
of  building  and  furnishing  a modern  insti- 
tution with  the  latest  equipment  for  the  care 
of  children  is  an  indication  not  only  of  good- 
ness of  their  hearts,  but  as  well  of  sound 
intelligence. 

The  Childrens  Memorial  Hospital  will  add 
more  than  the  one  hundred  beds  it  can  ac- 
commodate for  the  treatment  of  sick  chil- 
dren ; it  will  likewise  make  available  improved 
facilities  for  study  and  research  in  growth 
and  development.  Also  it  will  make  possible 
the  training  of  residents  and  thus  increase 
the  necessary  supply  of  pediatricians  in  this 
area.  We  feel  confident  that  before  long 
the  Hospital  will  become  a teaching  center 
not  only  for  undergraduate  students,  but 
also  for  medical  practitioners  in  Nebraska 
and  nearby  states.  Short  or  extended  re- 
fresher courses,  we  are  certain,  will  be  wel- 
comed by  all  physicians  interested  in  this 
field. 

These  educational  advantages  can  and, 
let  us  hope,  will  be  afforded  through  the  ef- 
forts of  the  combined  staffs  of  Creighton 
University  School  of  Medicine  and  the  Uni- 
versity of  Nebraska  College  of  Medicine 
which  now  make  up  the  medical  organization 


of  the  hospital.  It  will  take  time,  to  be 
sure,  to  develop  these  facilities,  but  in  our 
opinion,  we  may  look  foi'ward  to  a new  era 
in  pediatric  education,  and  pediatric  prac- 
tice which  will  be  reflected  in  better  health 
care  for  the  children  in  this  great  Middle 
West. 

To  those  responsible  for  making  the  Chil- 
drens Memorial  Hospital  a reality,  we  send 
our  sincere  congratulations  upon  a huge 
project  well  completed.  The  task,  everyone 
knows,  was  difficult.  It  was  complicated  by 
priorities,  shortages  in  labor,  materials,  and 
equipment.  Steadily  mounting  costs  of 
everything  pertaining  to  construction  fre- 
quently brought  misgivings  over  the  finan- 
cial outlook.  All  challenges  were  met  with  a 
perserverence  sustained  by  the  enthusiasm 
and  the  conviction  that  Nebraska  needs  a 
children’s  hospital. 

May  the  institution  endure  as  a memorial 
not  only  to  the  children  for  whom  it  was 
built  but  equally  so  to  those  responsible  for 
its  conception  and  its  completion. 


WHAT  DO  YOU  KNOW  ABOUT 
BLUE  SHIELD? 

In  his  report  on  the  Blue  Shield  (Nebraska 
Medical  Service)  before  the  mid-winter  ses- 
sion of  the  Council  of  the  Nebraska  State 
Medical  Association,  Dr.  A.  J.  Offerman, 
President  of  the  Blue  Shield,  has  made  some 
observations  which  cannot  be  dismissed 
without  serious  comment.  The  Plan,  Dr. 
Offerman  stated,  has  completed  three  years 
of  successful  operation;  it  has  provided  pay- 
ments for  a high  quality  medical  care  in  a 
very  liberal  manner  and  at  the  same  time 
has  remained  actuarily  sound.  During  1947, 
according  to  his  figures,  the  enrollment  was 
100%  over  the  previous  year.  Thus  the 
people  of  Nebraska  are  responding  favorably 
to  this  type  of  prepaid  medical  care.  Need- 
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less  to  say,  there  is  room  for  improvement 
and  development  before  the  popularity  of  the 
Blue  Shield  becomes  generalized  to  the  point 
where  all  or  a reasonable  majority  of  the 
people  will  avail  themselves  of  the  opportun- 
ity of  this  type  of  insurance.  That  we  are 
headed  in  a favorable  direction  is  evidenced 
by  the  fact  that  each  year  is  marked  by  a 
consistently  progressive  enrollment.  That  we 
are  far  from  our  goal,  however,  cannot  be 
denied. 

There  is  little  to  be  gained  here  in  restat- 
ing the  importance  of  the  voluntary  prepay- 
ment plans  exemplified  by  the  Blue  Shield  as 
a means  of  averting  a complicated  system  of 
compulsory  health  insurance  under  federal 
control.  Everyone  knows  that  the  best,  and 
at  this  time  the  only  answer  to  the  threat 
of  socialization  of  medicine  is  the  voluntary 
non-profit  prepayment  plan.  It  is  true  that 
a decade  ago  there  was  some  doubt  as  to 
the  practicability  of  this  type  of  prepayment 
care.  Today,  however,  the  Blue  Shield  offers 
incontrovertible  evidence,  not  only  as  to  prac- 
ticability but  as  well  to  benefits  for  the  mod- 
erate and  low  income  groups.  The  greatest 
concern  of  organized  medicine  at  this  stage 
is  the  fact  that  while  the  huge  majority  of 
physicians  are  doing  their  utmost  to  make 
this  system  workable,  the  few  individualists 
here  and  there,  through  their  consistent  lack 
of  understanding,  are  unwittingly  hamper- 
ing the  progress  of  Blue  Shield. 

As  an  example  of  this  misapplied  philoso- 
phy we  cite  the  reluctance  on  the  part  of 
some  of  our  members  to  sign  the  agreement 
submitted  by  Blue  Shield.  Under  this  agree- 
ment the  doctor  consents  to  accept  prorated 
fees  for  service  to  contract  holders  in  the 
event  of  economic  recession.  Apparently 
there  is  little  thought  given  to  the  phenone- 
mon  that  under  a precarious  economy  fees 
tend  to  level  off  automatically  and  particu- 
larly among  the  low  income  groups.  In  many 
cases  the  service  is  given  gratis,  or  placed 
on  the  books  with  little  prospect  for  collec- 
tion. Too  many  of  us  have  had  sufficient 
experience  in  this  field  to  require  such  a re- 
minder. Thus  it  is  difficult  indeed  to  see 
the  logic  or  the  reasoning  in  not  signing  the 
agreement.  The  truth  is,  Dr.  Offerman 
points  out,  that  reluctance  to  sign  in  most 
instances  is  due  not  to  unwillingness  to  co- 
operate, but  to  failure  to  understand  the 
basic  nature  of  the  Medical  Seiwice.  This  is 
shown  by  the  fact  that  personal  interviews 
by  Blue  Shield  representatives  seldom  fail  to 
elicit  results  with  the  admission  of  previous 


lack  of  comprehension.  Numberless  articles 
in  this  Journal,  in  the  Journal  of  the  Ameri- 
can Medical  Association,  and  other  publica- 
tions for  years  have  featured  voluntary  pre- 
payment medical  care  and  its  potentialities 
as  a countermeasure  to  socialization.  The 
office  of  Blue  Shield  sends  out  many  pieces 
of  concise  literature  on  the  subject  to  all 
physicians  practicing  in  Nebraska. 

We  contend  that  it  is  the  personal  duty 
and  the  professional  responsibility  of  every 
physician  to  understand  Blue  Shield.  Knowl- 
edge on  method  and  procedure  can  be  ac- 
quired through  periodic  releases  without 
consuming  the  time  and  energy  of  the  per- 
sonnel of  the  organization.  Blue  Shield  rep- 
resentatives should  direct  their  efforts  to- 
ward educating  patients,  not  doctors,  on  the 
benefits  of  voluntary  non-profit  medical 
plans.  

OFFICIAL  CALL 


To  the  Officers  and  Members  of  the  Nebraska 
State  Medical  Association. 

The  annual  session  of  the  Nebraska  State  Medical 
Association  will  be  held  at  Lincoln,  May  3 to  6,  1948. 

The  House  of  Delegates  will  convene  for  its  first 
session  at  2 p.m.,  Monday,  May  3. 


The  scientific  meetings  will  open  Tuesday,  May  4, 
starting  at  9 a.m.,  and  will  continue  through  Thurs- 
day, May  6.  ^ g Charlton,  President, 

Rudolph  F.  Decker,  Speaker, 
House  of  Delegates, 

R.  B.  Adams,  Secretary. 


In  the  official  call  for  our  annual  meeting 
we  note  that  the  House  of  Delegates  is  to 
meet  for  its  first  session  at  2 p.m.,  Monday, 
May  3.  The  constitution  and  by-laws  will  be 
before  the  House  of  Delegates  and  much 
other  business  will  demand  the  attention  of 
the  House.  The  officers  and  Council  there- 
fore deemed  it  advisable  that  the  House  of 
Delegates  meet  on  Monday  in  order  that  its 
deliberations  might  interfere  as  little  as  pos- 
sible with  the  splendid  program,  which  the 
Committee  on  Scientific  Assembly  has  pre- 
pared for  presentation  at  this  year’s  session. 
All  delegates  are  urged  to  be  present  on  Mon- 
day afternoon  for  this  first  meeting  of  the 
House  of  Delegates. 

Members  of  the  House  of  Delegates  are 
urged  to  study  the  proposed  changes  in  the 
Constitution  and  By-laws  which  are  coming 
up  for  vote  at  the  coming  Session.  Every 
member  has  a copy  of  these  amendments. 
If  not,  he  may  write  to  the  office  in  Lincoln 
for  such  information.  Much  time  will  be 
saved  if  members  will  thoroughly  familiarize 
themselves  with  the  amendments  prior  to 
opening  of  the  session. 


Statesmanship  in  Medicine" 

EDWARD  L.  BORTZ,  M.D. 
President  American  Medical  Association 


INTRODUCTION 

Leadership  in  human  relationships  con- 
cerned with  health  and  the  control  of  disease 
should  come  from  the  medical  profession.  By 
training  and  experience,  and  by  intimate  and 
sympathetic  contact  with  their  fellow  men, 
physicians  are  close  to  human  problems — the 
hopes  and  fears,  the  traumas  and  disease 
which  daily  bring  so  much  unhappiness  and 
so  much  destruction  to  human  life.  Because 
of  these  qualifications  society  looks  to  physi- 
cians to  direct  the  search  for  better  methods 
in  the  control  of  disease,  and  for  the  building 
of  a more  vigorous  and  healthy  population. 
Society  has  made  a generous  investment  in 
training  its  physicians.  The  standards  are 
high,  the  road  long.  Yet  in  the  last  century 
the  accomplishments  of  medical  science  have 
brought  about  more  effective  control  of  dis- 
ease, increased  the  life  span,  and  extended 
the  useful  years.  This  statement  needs  some 
qualification  because  there  are  large  seg- 
ments of  our  own  population  and  throughout 
the  world  national  groups  who,  for  various 
reasons,  have  not  participated  in  the  magnif- 
icent benefits  that  modem  scientific  medi- 
cine has  to  offer.  The  time  is  appropriate 
for  a consideration  of  means  which  may 
bring  these  benefits  to  the  less  favored 
groups  of  human  society.  Examination  of 
mortality  statistics  focuses  attention  on  the 
major  disorders  which  are  incapacitating  our 
fellow  men  and  destroying  more  than  one 
million  lives  in  our  country  each  year. 

What  has  this  to  do  with  statesmanship  in 
medicine?  In  the  Pennsylvania  State  Medi- 
cal Journal  one  reads  that  “medical  states- 
manship comprises  the  art  of  changing 
health  conditions  from  what  they  are  to 
what  they  ought  to  be.”  At  many  medical 
centers  throughout  the  nation  each  year 
medical  organizations  are  carrying  on  superb 
courses  of  postgraduate  instruction  for  prac- 
ticing physicians.  Recognized  teachers  are 
presenting  important  new  data  for  physi- 
cians to  carry  back  home.  The  practice  of 
medicine  is  increasingly  effective  in  the 
treatment  of  various  common  infections,  nu- 
tritional deficiencies,  metabolic  abnormali- 
ties, and  many  kinds  of  tumor  growths. 

Members  of  the  medical  profession  too  of- 

♦Read  at  the  15th  Annual  Assembly  Omaha  Mid-West  Clinical 
Society,  Omaha,  Nebraska,  October  30,  1947. 


ten  have  neglected  their  obligations  as  citi- 
zens. Their  understanding  of  human  rela- 
tionships fits  physicians  for  participation  in 
the  formulation  of  policies  to  create  a more 
stable  society.  In  a sick  world  all  of  society’s 
resources  need  to  be  mobilized  for  its  own 
protection.  Medicine  has  so  much  to  offer. 
It  aims  to  produce  a wide  margin  of  support 
around  each  human  need.  It  hopes  to  estab- 
lish deep  wells  of  comfort  for  troubled  minds. 
It  aspires  to  help  people  meet  their  daily 
problems  with  strong  bodies,  clear  minds, 
and  stout  hearts.  Physicians  must  be  ex- 
pert in  the  art  of  human  relations.  A dis- 
tinguished jurist  has  recently  stated  that  the 
medical  profession  must  pursue  a policy  of 
vigorous  self-assertion  in  providing  the  basic 
essentials  of  human  needs.  Adequate  health 
measures  are  an  essential  foundation  of  any 
people  as  a nation,  for  the  promotion  of  the 
general  welfare,  and  for  the  preservation  of 
their  national  existence. 

Medical  men  have  frequently  become  dis- 
tinguished public  servants,  and  have  had 
their  names  engraved  in  the  nation’s  re- 
corded history.  Twenty-one  members  of  the 
First  Provincial  Congress  of  Massachusetts 
were  physicians.  Three  physicians  signed 
the  Constitution  of  the  United  States,  and  six 
signed  the  Declaration  of  Independence.  Ac- 
cording to  Browning U)  274  physicians 
served  in  Congress  between  1789  and  1910. 
Browning,  after  reviewing  the  activities  of 
doctors  in  Congress,  does  not  believe  that 
physicians  lose  their  medical  conscience 
when  they  enter  the  realm  of  politics.  He 
emphasizes  that  physicians  can  be  of  especial 
service  to  the  community  as  representatives 
of  a great  profession. 

As  far  as  I know  Browning’s  original  list 
has  not  yet  been  brought  up  to  date.  In  the 
78th  Congress  there  were  seven  physicians. 
In  the  79th  Congress  there  were  likewise 
seven.  Someone  with  a flare  for  medical  his- 
tory might  render  the  profession  and  the  na- 
tion a service  by  a review  of  the  activities  of 
medical  men  in  public  office.  Surely  a phy- 
sician should  be  able  to  furnish  the  members 
of  Congress  with  authoritative  information 
in  the  various  fields  of  medical  science.  As 
Representative  Walter  H.  Judd  of  Minnesota 
pointed  out,  one  might  believe  there  would  be 
little  difficulty  in  presenting  medical  evi- 
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dence  clearly  to  legislators.  In  practice,  ap- 
parently medical  information  which  might  be 
obtained  from  medical  members  of  Congress 
is,  for  the  most  part,  submerged  by  party 
loyalty  and  political  expediency.  Judd  was 
convinced  that  what  is  most  to  be  desired  is 
more  physicians  in  government  and,  above 
all,  more  of  the  kind  with  mental  habits  that 
good  doctors  must  possess.  Judd  makes  the 
statement  that  it  is  difficult  for  Congress  to 
obtain  infoiTnation  concerning  medicine. 

There  is  universal  praise  concerning  the 
activities  of  medical  men  during  the  war. 
The  high  efficiency  of  the  Medical  Corps 
with  the  low  mortality  rate  from  wounds  and 
infection,  the  control  of  epidemics,  and  the 
proficiency  of  phrophylactic  measures,  have 
received  much  praise.  When  representatives 
of  the  medical  profession  get  into  the  politi- 
cal arena  their  services  are  not  so  widely 
utilized.  Nevertheless  history  records  occa- 
sional individuals  who  have  played  important 
roles  in  directing  the  destinies  of  their  native 
land.  Indeed  in  the  early  history  of  our  na- 
tion the  fighting  rebel  parsons  frequently 
were  physicians ; two  were  Green  of  Hanover 
and  Darby  of  Parsippany. 

In  a splendid  article  Eagleton^^)  describes 
the  deteriorating  influences  of  the  Industrial 
Revolution  which  came  upon  the  national 
scene  in  the  middle  of  the  last  century ; then, 
politics  as  a major  interest  ceased  to  attract 
the  attention  of  medical  men. 

As  medical  science  has  broadened  its  field 
of  knowledge  and  the  medical  career  has  be- 
come more  exacting  and  time  consuming, 
physicians  have  for  the  most  part  forsaken 
the  field  of  civic  interests  and  apportioned 
their  time  almost  entirely  to  medical  service. 
The  capacity  and  ability  to  participate  in 
community  activities  and  affairs  of  the  state 
has  been  demonstrated  by  a number  of  brilli- 
ant examples.  Dr.  Charles  Robinson<3)  was 
the  first  Governor  of  Kansas,  John  Win- 
throp,  Jr.  was  the  Governor  of  Connecticut, 
William  Wyatt  Bibb  of  Alabama,  Josiah 
Clayton  of  Delaware,  and  Edward  Tiffin  of 
Ohio.  It  is  pointed  out  by  Edwards^"^>  that 
Dr.  Thomas  Wynne,  who  accompanied  Wil- 
liam Penn  on  his  first  visit  to  America,  was 
chosen  president  of  the  First  Provincial  As- 
sembly of  Pennsylvania.  In  1628  Dr.  John 
Pot  was  Deputy  Governor  of  the  Colony  of 
Virginia. 

John  Evans >,  bom  in  1814,  was  a physi- 
cian, founder  of  universities,  and  railroad 


builder.  He  attained  prominence  in  three 
states  — Indiana,  Illinois,  and  Colorado.  Dr. 
Evans  was  Professor  of  Obstetrics  at  Rush 
Medical  College  in  Chicago,  and  also  was  one 
of  the  editors  and  proprietors  of  the  North- 
western Medical  and  Surgical  Journal.  He 
was  an  alderman  in  the  city  in  1853  and  1854, 
and  was  selected  as  chairman  of  the  Commit- 
tee on  Schools.  He  took  a leading  part  with 
Orrington  Lunt  in  the  foundation  of  North- 
western University.  It  is  interesting  to  note 
that  Evanston,  Illinois,  was  named  after  him. 
He  was  appointed  the  territorial  governor  of 
Colorado  in  1862.  He  was  a military  leader 
and  fought  Indians.  In  1865  he  was  elected 
United  States  Senator,  but  because  Colorado 
had  not  as  yet  become  a state  he  never  sat  in 
Congress.  Dr.  Evans  was  the  founder  of  the 
University  of  Denver,  and  the  president  of 
its  board  of  trustees  from  its  inception  until 
his  death. 

In  more  recent  years  rather  frequently 
outstanding  medical  men  have  participated 
in  the  public  welfare  of  the  nation.  Dr.  Hu- 
bert Work,  at  one  time  President  of  the 
American  Medical  Association,  was  Secre- 
tary of  the  Interior  in  the  Cabinet  of  Calvin 
Coolidge.  Dr.  Ray  Lyman  Wilbur,  another 
President  of  the  Association,  at  one  time  held 
the  same  portfolio  in  the  Presidential  Cabi- 
net. 

General  Leonard  Wood,  1860  to  1927,  was 
described  by  the  distinguished  British  Sur- 
geon Lord  Moynihan<^)  as  “the  greatest 
Colonial  Administrator  America  has  yet  pro- 
duced.” In  1910  he  became  Chief  of  the  Gen- 
eral Staff.  In  1918  he  was  wounded  and  re- 
turned to  Washington;  he  just  missed  the 
Presidency  of  the  nation.  Clemenceau  “the 
tiger,”  a Doctor  of  Medicine  was  recorded  by 
many  as  the  saviour  of  France.  The  first 
President  of  the  Chinese  Republic,  Sun-Yat- 
Sen,  was  a medical  man. 

EXPERIMENTS  IN  DEMOCRACY 

The  ideals  on  which  our  nation  was  found- 
ed are  based  upon  freedom  and  a recognition 
of  the  rights  of  the  individual.  Government 
is  an  instrument  in  the  hands  of  the  people 
for  the  creation  of  a more  abundant  flower- 
ing of  the  human  spirit.  Under  this  prin- 
ciple laws  were  enacted  which  promised  a 
wider  distribution  of  national  assets  and  an 
encouragement  of  individual  initiative.  These 
tenets  were  firmly  imbedded  in  the  minds 
and  hearts  of  American  pioneers.  With  mod- 
em civilization  two  opposing  theories  of  gov- 
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ernment  have  become  dominant.  What  has 
this  to  do  with  medicine?  The  problems  of 
the  individual  are  the  matrix  of  the  physi- 
cian’s life  work.  His  ix)sition  in  the  family 
of  patients,  and  in  the  community,  fits  him 
for  civic  service.  He  is  trained  in  the  scien- 
tific method,  and  has  accustomed  himself  to 
the  capacity  for  critical  analysis  and  in- 
dependent thinking.  Before  the  good  physi- 
cian makes  a diagnosis  he  surveys  all  possi- 
bilities. In  brief  this  is  the  method  that  has 
driven  science  forward  and  charted  unex- 
plored seas.  The  physician  has  faith  in  the 
intelligence  of  his  patient  and  the  communi- 
ty. He  has  tolerance,  he  recognizes  the  value 
of  democracy,  that  is  to  say,  the  scientific 
method.  A free  and  open  discussion  and  a 
pooling  of  ideas  is  most  likely  to  result  in  a 
solution  satisfactory  to  all.  Scientific  discus- 
sion groups  as  described  by  Spencer are 
small  scale  experiments  in  democracy.  There 
is  no  evasion  or  criticism.  On  the  contrary, 
all  points  of  view  are  considered.  Unfortu- 
nately in  the  social  sciences  emotionalism 
and  evangelism  have  too  of  ten  replaced  scien- 
tific detachment  and  accurate  analysis. 

The  social  fabric  today,  in  order  to  guaran- 
tee the  future  of  society,  must  be  examined 
in  the  light  of  reason  and  absence  of  heat. 
Social  progress  can  be  furthered  by  the  ex- 
perimental method  which  has  proved  so 
fruitful  in  the  realm  of  the  physical  sciences. 
There  is  need  for  larger  loyalties  and  broader 
vision  to  replace  the  narrow  concept  of  tem- 
porary satisfactions. 

In  a brilliant  address  recently  W.  H.  Pren- 
tis,  Jr.(^)  remarked  that  if  our  type  of  free 
society  is  to  be  preserved  professional  and 
businessmen  must  not  only  be  good  techni- 
cians but  also  good  citizens  in  every  sense 
that  these  words  imply.  Interest  in  public 
affairs  is  one  of  the  major  responsibilities  of 
the  American  physician  even  at  the  cost  of 
less  time  in  the  office,  clinic,  or  laboratory. 
Participation  in  formulating  policies  for  so- 
cial betterment  offers  opportunities  for  ac- 
complishment in  serving  mankind.  In  the 
busy  world  of  today  the  wear  and  tear  of 
daily  living  is  producing  stresses  and  strains 
on  many  people  who  seek  medical  advice.  The 
family  physician  is  the  father  confessor  of 
weary  souls  and  troubled  minds,  who  oft- 
times  are  discouraged  with  the  turn  of 
events  from  day  to  day.  The  double  role  of 
the  physician  today  as  the  family  doctor  and 
the  father  confessor  places  him  in  a unique 
position  for  social  influence.  Historically  the 


father  of  medicine  Hippocrates  was  the 
Priest  physician;  while  in  modem  times  the 
dramatic  events  of  the  laboratory  and  the 
amphitheatre  draw  attention  to  the  material 
accomplishments,  the  greater  field  of  medi- 
cal service  falls  into  the  realm  of  the  emo- 
tions and  ambitions  of  those  whom  the  doc- 
tor serves.  One  of  the  contributions  of  con- 
temporary literature  is  a small  volume  en- 
titled “Peace  of  Mind”  by  the  distinguished 
Rabbi  Liebman<^>  of  Boston.  The  title  of  this 
book  is  the  simple  definition  of  what  all  the 
world  is  seeking.  It  deals  with  the  basic  fun- 
damentals of  enduring  human  satisfactions. 
I want  to  emphasize  that  the  medical  profes- 
sion in  its  daily  duties  meets  these  important 
human  problems.  Researches  in  the  mecha- 
nism of  mental  disorders  are  rapidly  bring- 
ing light  and  order  into  the  dark  recesses  and 
chaos  of  disordered  minds.  In  the  final  anal- 
ysis man  today  need  have  no  fear  of  the  atom 
bomb  and  other  highly  destructive  material 
forces.  Man’s  great  enemy  today  is  himself. 

LIFE  SCIENCE 

Since  the  turn  of  the  Century  science  has 
substantially  increased  its  knowledge  of  the 
human  body  and  the  elements  which  threat- 
en to  destroy  it.  During  this  same  period  the 
world  has  seen  the  two  bloodiest  wars  in  his- 
tory. Leading  scientists  have  commented  on 
the  biological  and  sociological  aspects  of  con- 
flicts between  nations.  When  he  was  Presi- 
dent of  the  American  Association  For  The 
Advancement  of  Science,  Walter  B.  Cannon 
stated  that,  in  addition  to  disease  and  the 
heavy  forces  of  poverty,  the  most  universal 
and  persistent  enemies  of  mankind  are  igno- 
rance and  moral  degradation.  He  believed 
that  those  who  are  guilty  of  starting  war  be- 
tween human  beings  are  traitors  to  all  men. 
At  the  time  when  men  should  be  directing 
their  energies  in  search  for  improving  human 
relationships  they  are  drawn  into  the  sterile 
field  of  mutual  destruction. 

Can  modern  science  be  used  to  remove 
some  of  the  major  causes  of  war?  President 
Karl  T.  Compton  of  the  Massachusetts  Insti- 
tute of  Technology  believes  that  science  may 
eliminate  certain  economic  considerations 
which  constitute  the  major  causes  of  war  by 
synthetically  replacing  the  world’s  natural 
resources.  When  science  can  manufacture 
substitutes  for  petroleum,  coal,  rubber,  and 
other  essential  materials,  the  need  for  em- 
ploying armed  force  to  acquire  territory  rich 
in  these  products  may  at  least  be  diminished. 
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Insofar  as  wars  are  caused  by  the  natural 
“cussedness’’  of  man,  science  by  analyzing 
human  nature  may  focus  attention  on  its 
anti-social  potentialities. 

Life  science  (the  term  was  popularized  by 
Sir  Thomas  Lewis  some  years  ago,  and  has 
more  recently  been  used  by  Oscar  Riddle) 
offers  the  only  possible  hope  for  the  stability 
of  society  and  international  relationships. 
Yet  the  failure  to  utilize  well  known  facts 
contributes  greatly  to  the  suffering  of  hu- 
mankind. As  the  span  of  life  is  increasing 
the  quality  of  its  existence  and  its  security 
becomes  important.  Society  which  fosters 
research  to  save  human  life  should  not  ex- 
pose the  lives  thus  saved  to  weapons  of  des- 
truction. The  scientific  method  has  yielded 
rich  rewards  in  the  conquest  of  disease  and 
other  afflictions  of  the  body.  When  this 
method  becomes  applicable  to  social  problems 
human  society  will  have  new  safeguards  for 
its  continuity. 

NON-PARTISANSHIP 

A review  of  physicians  who  have  entered 
the  political  arena  indicates  that  the  major- 
ity of  them  appear  to  have  neglected  their 
profession  and  became  active  in  the  arena  of 
partisan  politics.  To  the  extent  that  they 
failed  to  utilize  their  understanding  of  basic 
human  problems  derived  from  experience  as 
physicians,  their  value  as  physicians  was 
diminished.  By  training  and  understanding, 
they  should,  have  been  able  to  play  a domi- 
nant role  in  aiding  legislative  bodies  in  their 
search  for  social  adjustments.  If  society* 
makes  a heavy  investment  in  the  medical 
profession,  the  profession  should  rise  to  its 
height  in  its  service  to  the  nation.  States- 
manship in  medicine,  the  participation  of 
physicians  in  the  great  art  of  statecraft,  has 
much  to  offer.  The  time  is'  at  hand  for  coop- 
eration on  all  issues  in  which  there  is  com- 
mon agreement.  Known  facts  should  be 
clarified,  then  immediately  utilized  in  pro- 
ducing a healthier  society.  The  scientific 
method  should  be  encouraged  for  the  dis- 
covery of  new  and  better  ways  to  better 
health.  Social  experiments  for  the  improve- 
ment of  health  and  the  control  of  disease 
may  be  set  up  locally,  under  controlled  con- 
ditions, and  supervised  by  members  of  the 
medical  profession  and  representatives  from 
other  civic  groups,  to  study  the  issues  on 
which  there  is  a reasonable  difference  of 
opinion.  Experiment,  observe,  reason,  then 
conclude.  The  elimination  of  rancor,  emo- 


tional outbursts,  false  accusations  is  essen- 
tial to  the  rational  study  of  the  problem  of 
medical  care  for  the  entire  nation.  Then,  too, 
the  medical  profession — the  physicians  them- 
selves— should  air  their  differences  within 
the  family.  They  have  their  own  county  and 
state  bodies.  Organized  medicine  has  follow- 
ed the  democratic  method  in  the  selection  of 
its  officials.  There  is  ample  opportunity  for 
each  one  to  participate  in  the  formulation  of 
medical  policies  at  all  levels.  Loyalty  to  the 
organization  which  protects  the  interests  of 
the  profession  in  its  search  for  larger  service 
to  the  nation  is  important  to  every  physician. 
The  closest  examination  of  the  motivations 
of  American  medicine  as  crystalized  in  the 
activities  of  the  American  Medical  Associa- 
tion will  reveal  a constant  striving  for  more 
effective  ways  to  improve  the  public  health, 
control  disease,  extend  the  span  of  life,  raise 
the  level  of  medical  education,  eliminate 
quacks,  and  improve  the  state  of  health  of 
the  entire  population. 

IMMEDIATE  OBJECTIVES 

Energetic  leadership  in  American  medicine 
today  can  play  a dominant  role  in  the  follow- 
ing manner: 

First  — Public  Education.  If  health  is  the 
nation’s  most  important  asset  then  each 
grade  school,  secondary  school,  and  college 
should  immediately  place  instruction- on  mat- 
ters of  health  high  on  its  list  of  subjects  to 
be  taught,  and  give  adequate  credit  for  ac- 
quisition of  such  knowledge. 

Second  — More  adequate  medical  care 
must  be  extended  to  all  portions  of  the  popu- 
lation. Where  deficiencies  exist  does  it  not 
seem  logical  that  social  experiments  should 
be  established  under  the  leadership  of  med- 
icine in  the  search  for  ways  and  means  to 
bring  this  about  ? The  population  of  our  na- 
tion is  heterogeneous.  It  is  made  up  of  many 
nationalities  and  groups  with  every  conceiv- 
able variety.  The  needs  of  one  region  are  not 
those  of  the  whole.  By  local  experimentation 
adequate  measures  for  medical  service  to  all 
persons  can  be  more  satisfactorily  developed. 

Third  — The  promotion  of  a World  Medi- 
cal Association  with  the  following  objec- 
tives : 

(a)  To  promote  closer  ties  among  the  na- 
tional medical  organizations  and  among  the 
doctors  of  the  world  by  personal  contact  and 
all  other  means  available. 
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(b)  To  maintain  the  honor  and  protect  the 
interests  of  the  medical  profession. 

(c)  To  study  and  report  on  the  profession- 
al problems  which  confront  the  medical  pro- 
fession in  the  different  countries. 

(d)  To  organize  an  exchange  of  informa- 
tion on  matters  of  interest  to  the  medical 
profession. 

(e)  To  establish  relations  with,  and  to 
present  the  views  of  the  medical  profession 
to  the  World  Health  Organization,  UNESCO 
and  other  appropriate  bodies. 

(f)  To  assist  all  peoples  of  the  world  to 
attain  the  highest  possible  level  of  health. 

American  medicine  has  recently  sent  four 
of  its  top  statesmen  to  an  important  con- 
ference in  Paris.  As  medical  science  knows 
no  boundaries,  closer  collaboration  among 
physicians  throughout  the  world  may  foster 
better  understanding  among  all  people. 

Last  summer  one  of  our  nation’s  loyal 
medical  statesman  made  an  extensive  trip 
throughout  South  American  countries  to 
study  their  medical  needs  for  the  purpose  of 
assisting  in  the  creation  of  a higher  level  of 
medical  education  for  our  South  American 
brothers. 

“The  extension  of  medical  and  public 
health  projects  from  the  United  States  to 
Latin  America  has  served  to  introduce  much 
of  what  is  best  in  the  medical  science  of  the 
United  States  to  millions  of  people  who  pre- 
viously had  little  if  any  knowledge  of  the 
American  way  in  medicine.  Such  movements 
as  the  Confederacion  Medica  Panamericana, 
the  World  Medical  Association,  and  the 
World  Health  Organization  offer  opportunity 
never  previously  available  for  emphasizing 
the  international  character  of  medical  sci- 
ence and  its  leadership  in  promoting  world 
peace.”(io> 

Fourth  — At  a time  when  a ruthless  dic- 
tatorship is  aggressively  extending  its  power 
over  weaker  and  vulnerable  nations  our  med- 
ical profession  must  be  alerted  to  its  respon- 
sibility in  the  event  of  international  conflict. 
We  have  not  seen  our  last  war.  The  psycho- 
logical phase  of  the  next  conflict  is  already 
upon  us.  There  is  enlightened  leadership  in 
the  Medical  Corps  of  the  Armed  Forces.  In 
the  atomic  era  a coordinated  medical  pro- 
gram is  absolutely  essential  for  the  security 
of  the  nation.  Energetic  leadership  for  the 
profession  is  necessary.  Medical  statesman- 


ship is  essential  for  presenting  an  adequate 
program  to  the  members  of  Congress  and  the 
military  leaders.  Today  organized  medicine 
can  render  a great  service  to  the  national 
security  by  the  support  of  the  augmented 
medical  program  which  is  now  becoming  a 
reality  for  the  Armed  Forces.  In  the  next 
conflict  all  areas  of  the  nation  may  be  vulner- 
able. Accordingly  a nationwide  emergency 
medical  plan  is  indicated. 

Fifth  — Medical  Research.  The  acquisition 
of  additional  medical  knowledge  through  re- 
search is  vitally  necessary.  Its  application 
through  medical  statesmanship  should  be 
directed  towards  social  progress.  Support  of 
research  by  government  and  private  agencies 
should  uncover  helpful  information  in  the 
control  of  the  major  disorders  which  today 
represent  the  captain  of  the  men  of  death. 
The  degenerative  lesions  of  the  body,  cancer, 
tuberculosis,  diabetes,  rheumatism  and  the 
others,  will  eventually  yield  to  the  never 
ceasing  search  of  medical  investigators.  If 
these  are  brought  under  control,  unless  there 
is  a closer  understanding  of  human  relation- 
ships at  the  individual,  and  also  at  the  na- 
tional and  international  levels,  mankind  will 
have  gained  an  empty  victory.  Society  needs 
to  mobilize  its  forces  today  for  the  control  of 
anti-social  and  unhealthy  human  trends 
which  have  brought  two  world  catastrophes 
within  the  past  quarter  century.  The  endur- 
ing satisfactions  of  human  existence  may  be 
attained  for  mankind  when  the  scientific 
methods  which  have  brought  such  spectacu- 
lar results  in  the  control  of  somatic  diseases 
have  been  extended  into  the  sphere  of  human 
relationships.  Therein  lies  the  hope  for  the 
human  race. 

No  other  group  is  more  eminently  qualified 
by  interest,  training,  and  experience  to  direct 
the  work  of  social  stabilization  than  the  med- 
ical profession.  Individual  human  beings  and 
their  reactions,  singly  and  in  groups,  consti- 
tute the  physician’s  principle  concern.  Med- 
icine should  play  a leading  part  in  directing 
the  destinies  of  the  social  order.  “A  consoli- 
dated medical  opinion  might  speak  with  a 
voice  to  which  governments  would  listen 
(11)/’ 

References  in  reprints. 
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Prostatic  Disease:  With  Special  Reference 
to  Early  Diagnosis  and  Treatment  of 
Carcinoma  of  the  Prostate* 

ROY  B.  HENLINE,  M.D. 

New  York,  N.  Y. 


The  discovery  of  most  cases  of  early  can- 
cer of  the  prostate  rests  with  the  general 
practitioner  who  palpates  the  prostate  dur- 
ing a routine  examination.  Early  uncompli- 
cated prostatic  cancer  presents  no  symptoms 
and  hence  must  be  suspected  from  the  find- 
ings at  a routine  rectal  examination.  The 
presence  of  a hard  nodule  in  the  prostate  is 
sufficient  to  warrant  prompt  further  inves- 
tigation. These  are  the  only  patients  we  can 
cure  of  prostatic  cancer.  Too  often  these  pa- 
tients are  told  to  return  in  two  or  three 
months  to  see  whether  this  hard  area  in  the 
prostate  has  become  larger.  This  is  as  much 
a violation  of  trust  as  it  would  be  to  palpate 
a nodule  in  a woman’s  breast,  which  was  sus- 
picious of  cancer,  and  ask  her  to  return  in 
two  or  three  months  to  see  whether  glands 
had  developed  in  the  axilla! 

If  any  of  you  fail  to  do  a rectal  examina- 
tion to  feel  the  prostate  in  all  man  past  50 
years  of  age,  I trust  you  will  promptly 
change  your  habits.  It  is  as  important  in 
any  general  examination  as  taking  the  blood 
pressure,  listening  to  the  heart  and  lungs,  or 
other  routine  procedure.  If  we  wait  for  symp- 
toms of  prostatic  disease  to  develop  we  will 
fail  to  discover  some  early  pathology,  such  as 
cancer,  which  may  only  be  cured  at  that 
time. 

Diseases  of  the  prostate  present  so  many 
variations  that  it  is  necessary  to  understand 
the  underlying  pathology  before  treatment  is 
undertaken.  For  this  purpose,  most  diseases 
of  the  prostate  fall  into  one  of  three  classes. 
The  first  is  infection,  which  includes  stones 
and  fibrosis.  The  second  is  hyperplasia,  or 
so-called  enlargement  of  the  prostate,  and 
the  third  is  carcinoma.  While  it  is  true  that 
any  combination  of  these  three  pathological 
entities  may  be  present  in  the  same  prostate, 
yet  it  is  common  for  each  to  develop  in  a dif- 
ferent portion  of  the  gland.  I suspect  that 
we  urologists  do  not  differentiate  these  en- 
tities as  frequently  as  we  should.  As  a result 
we  may  not  select  the  treatment  which  will 
offer  the  patient  the  most  complete  or  per- 
manent relief.  So  commonly  do  we  refer  to 
the  various  types  of  prostatic  surgery  as  “re- 

*Read  before  15th  Annual  Session  of  the  Omaha  Mid-West 
Clinical  Society,  October,  1947. 
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moval  of  the  prostate”  that  many  of  us  for- 
get that  the  prostate  is  rarely  actually  re- 
moved. In  many  instances  only  the  hyper- 
plastic tissue,  or  so-called  adenoma,  is  re- 
moved and  the  functioning  prostatic  glands, 
or  their  remnants,  still  remain  firmly  attach- 
ed to  the  surrounding  fascia,  which,  togeth- 
er, are  referred  to  as  the  “false  capsule”  of 
the  prostate.  Often  removal  of  this  hyper- 
plastic tissue  is  all  that  is  required  to  estab- 
lish adequate  bladder  drainage;  and  the  re- 
maining compressed,  uninvolved  prostatic 
tissue  may  reasonably  be  left  behind.  It  is 
not  uncommon,  however,  for  these  remaining 
prostatic  glands,  or  their  remnants,  to  be  the 
seat  of  a pathological  process  which  also  re- 
quires removal  in  order  to  cure  the  patient. 

PROSTATIC  INFECTION 

Infection  of  the  prostate,  as  you  all  know, 
is  common  during  middle  life.  Most  of  these 
infections  are  not  the  result  of  gonorrhea, 
and  we  should  do  all  that  we  can  to  dispel 
this  impression  among  the  laity.  Many  of 
these  infections  are  blood-borne  and  others 
are  secondary  to  a mild  renal  infection.  It  is 
my  impression  that  foci  of  infection,  more 
commonly  in  the  teeth  or  tonsils,  are  the  ori- 
gin of  prostatic  infections,  and  reach  the 
prostate  frequently  by  bacteria  passing 
through  the  kidney  and  lodging  in  the  pros- 
tatic ducts;  although  some  are  undoubtedly 
carried  to  the  prostate  by  the  blood  stream. 
This  infection  actually  invades  the  function- 
ing prostatic  glands,  mostly  in  the  two  later- 
al lobes,  and  may  go  unrecognized  for  long 
periods  of  time  with  few,  if  any,  symptoms. 
The  longer  such  infections  persist,  the  more 
likely  it  is  that  fibrosis  will  develop  in  the 
prostate.  As  a result  of  prolonged  infection 
prostatic  calculi  may  form. 

TREATMENT  OF  PROSTATIC  INFECTIONS 

Treatment  of  prostatic  infections  usually 
consists  of  massage  together  with  the  admin- 
istration of  one  of  the  newer  antiseptics.  If 
the  foci  of  infection  are  eliminated,  most  of 
these  early  infections  will  respond  to  this 
treatment.  If  response  does  not  occur  in  six 
or  eight  weeks,  a complete  cystoscopy  is  in- 
dicated to  rule  out  the  possibility  of  the  pres- 
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ence  of  a renal  infection.  It  is  not  uncom- 
mon for  a large  calibered  stricture  to  develop 
with  prostatic  infections;  this  requires  the 
passage  of  sounds  to  eliminate  the  prostatic 
infection. 

When  fibrosis  develops,  or  prostatic  calculi 
are  formed,  local  treatment  will  rarely  clear 
up  these  infections.  Such  patients  are  often 
better  left  alone  unless  symptoms  develop. 
In  later  years,  if  symptoms  become  severe, 
surgical  removal  may  become  necessary. 

HYPERPLASIA  OF  THE  PROSTATE 

So-called  enlargement  of  the  prostate,  ac- 
cording to  Deming  and  Wolf  as  well  as 
others,  arises  from  a different  portion  of  the 
prostate  gland.  They  have  shown  that  fibro- 
muscular  masses  develop  from  the  ducts  of 
the  functioning  prostate  gland,  usually  near 
the  urethra  in  the  lateral  lobes.  These  masses 
lie  parallel  to  the  muscular  fibres  of  the 
urethra,  between  the  prostatic  ducts,  and 
stimulate  epithelial  hyperplasia  from  these 
ducts  of  the  prostate  gland.  It,  therefore,  is 
apparent  that  this  is  a new  growth  in  the 
prostate,  and  not  actually  an  enlargement  of 
the  functioning  normal  prostatic  glands.  This 
growth  extends  to  compress  the  true  lateral 
lobes  of  the  prostate  towards  the  capsule  and 
assumes  the  position  of  these  lateral  lobes 
on  each  side  of  the  urethra.  As  this  continues 
to  enlarge,  it  not  only  assumes  the  position 
of  the  original  functioning  prostatic  glands 
in  the  lateral  lobes,  but  may  continue  to  ex- 
tend rectally,  as  well  as  intra-urethrally,  un- 
til a urinary  retention  supervenes.  It  is  thus 
evident  that  infection  of  the  prostate,  fibro- 
sis, or  prostatic  calculi  originate  in  a differ- 
ent portion  of  the  prostate  than  hyperplasia. 

TREATMENT  OF  HYPERPLASIA 
OF  THE  PROSTATE 

If,  by  careful  examination,  we  are  con- 
vinced that  hyperplasia  of  the  prostate  is  the 
only  pathological  lesion  present  in  the  gland, 
surgical  removal  may  be  undertaken  by  any 
of  the  standard  methods.  Trans-urethral  re- 
moval of  this  obstructing  hyperplasia  of  the 
prostate  is  a rational  procedure  which  has 
assumed  an  important  place  in  prostatic  sur- 
gery. With  the  proper  selection  of  cases  and 
a skilled  surgeon,  excellent  results  can  be  ob- 
tained. Some  urologists  prefer  suprapubic 
enucleation  of  these  hypeiT)lasias,  others  per- 
ineal removal,  while  some  are  trying  the  new 
retropubic  removal  in  this  type  of  case.  I 
believe  it  is  proper  for  a surgeon  to  select  the 
procedure,  in  such  uncomplicated  cases. 


which  he  is  best  able  to  perform,  and  similar 
good  results  may  be  obtained  by  them  all. 

It  has  become  common  practice  for  us  to 
tell  a patient  that  we  are  removing  his  entire 
prostate  when  any  of  the  above  procedures  is 
performed.  Of  course,  we  realize  that  only 
the  hyperplasia  is  being  removed  and  the 
remnants  of  the  functioning  prostate,  to- 
gether with  the  posterior  lobe,  are  being  left 
behind.  While  it  is  not  necessary  to  go  into 
these  details  with  the  patient,  I believe  it  is 
well  for  us  frequently  to  make  this  remark 
to  ourselves. 

CARCINOMA  OF  THE  PROSTATE 

Carcinoma  of  the  prostate  is  very  common 
and  is,  at  least,  the  second  most  common  can- 
cer which  develops  in  men.  At  least  eight 
thousand  deaths  are  reported  annually  from 
cancer  of  the  prostate  with  the  cancer  the 
primary  cause  of  death.  While  most  pathol- 
ogists tell  us  that  14  to  18  per  cent  of  men 
past  50  years  of  age  will  develop  cancer  of 
the  prostate,  our  experience  tells  us  that, 
either  many  of  these  occult  cancers  do  not 
manifest  themselves  clinically  or  many  of 
these  patients  die  from  other  causes  before 
symptoms  referable  to  the  prostatic  malig- 
nancy are  apparent.  However,  the  frequency 
of  this  disease  demands  serious  consideration 
from  us.  Pathologists  tell  us  that  approxi- 
mately 75  per  cent  of  these  cases  develop  in 
the  posterior  lobe,  which  makes  the  suspicion 
of  cancer  readily  detectable  by  rectal  palpa- 
tion. 

The  only  cure  for  cancer  of  the  prostate  is 
complete  surgical  removal  before  it  has  ex- 
tended beyond  the  prostatic  capsule.  Unfor- 
tunately, early  uncomplicated  cancer  of  the 
prostate  produces  no  symptoms.  Only  when 
this  lesion  is  superimposed  on  other  prostatic 
pathology  are  urinary  symptoms  present. 
Thus,  many  cases  will  not  be  discovered  early 
without  routine  rectal  examinations  in  ap- 
parently healthy  males.  The  discovery  of 
these  early  uncomplicated  cancers  of  the 
prostate  is  not  primarily  the  responsibility  of 
the  urologist;  they  should  be  discovered  by 
the  general  practitioner  who  does  routine 
health  examinations.  However,  it  is  the  re- 
sponsibility of  the  urologist  to  discover  and 
adequately  treat  those  patients  with  whom 
he  comes  in  contact  w^hose  prostates  are  in- 
volved by  another  pathological  process  w’hich 
produces  symptoms,  as  well  as  an  early  car- 
cinoma. A suspicion  of  cancer  demands 
prompt  and  correct  surgery  if  w^e  hope  to 
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cure  any  of  these  patients.  I believe  we 
urologists  are  rightly  to  be  considered  inade- 
quate if  we  fail  to  give  patients  the  benefit 
of  being  cured  when  a suspicion  of  malignan- 
cy exists. 

Most  pathologists,  notably  Rich  and  Moore, 
agree  that  the  disease  begins  in  the  posterior 
lobe  in  over  75  per  cent  of  cases;  that  it  in- 
vades the  remaining  portion  of  the  gland 
slowly,  and  that  its  extension  through  the 
capsule  is  prevented  by  the  two  tough  layers 
of  Denonvilliers’  fascia,  which  are  devoid  of 
lymphatics.  By  a gradual  and  usually  slow 
progress,  the  bases  of  the  seminal  vesicles 
are  invaded,  and  finally  the  perineural  lym- 
phatics become  involved,  ultimately  produc- 
ing distant  metastases.  There  must,  there- 
fore, be  a stage  in  the  progress  of  this  dis- 
ease in  which  complete  surgical  excision  can 
be  accomplished. 

TREATMENT  OF  EARLY  CARCINOMA 
OF  THE  PROSTATE 

I believe  most  of  you  would  agree  that 
total  excision  of  early  prostatic  cancer  is  de- 
sirable since,  today,  this  offers  the  only 
chance  of  cure.  While  it  is  true  that  the  num- 
ber of  patients  presenting  themselves  for 
treatment  at  this  early  stage  is  relatively 
few,  yet  those  few  should  have  the  benefit  of 
adequate,  prompt  treatment.  Educating  the 
general  practitioner  and  the  public  may  in- 
crease this  number.  On  the  other  hand,  are 
we,  as  urologists,  preparing  ourselves  ade- 
quately to  treat  these  patients  when  they 
present  themselves  for  advice  and  treat- 
ment? It  should  be  our  aim  particularly  to 
train  younger  men  in  all  types  of  prostatic 
surgery,  not  the  least  of  which  is  perineal 
prostatectomy.  The  number  of  doctors  who 
are  doing  perineal  prostatectomies  has  in- 
creased markedly  during  the  past  few  years. 
Yet,  in  one  of  our  very  large  mid-western 
cities,  a teaching  center,  no  one  ever  did  a 
perineal  prostatectomy  until  three  months 
ago.  No  doubt,  some  of  this  was  partly  the 
result  of  fear  of  complications  or,  perhaps, 
lethargy  in  learning.  Perhaps  some  of  our 
older  urologists  have  never  learned  to  do 
adequate  transurethral  surgery.  Moreover, 
many  have  not  chosen  to  learn  perineal  sur- 
gery. However,  this  offers  no  excuse  for  not 
training  younger  men  to  do  all  types  of  pros- 
tatic surgery. 

It  is  unfortunate  that  total  removal  of  the 
prostate  through  the  perineum  is  called 
“radical  perineal  prostatectomy’’.  The  word 


“radical”  implies  a very  serious  operation 
attended  by  shock,  bleeding,  and  other  se- 
quella,  making  the  patient’s  chance  of  recov- 
ery somewhat  remote.  Total  prostatectomy 
would  be  a much  better  term  which  would 
not  frighten  the  patient  or  the  surgeon.  Ac- 
tually, in  our  experience,  patients  suffer  less 
shock,  less  bleeding  and  keep  the  house  staff 
up  few,  if  any,  hours  at  night  after  the  oper- 
ation. The  urine  is  frequently  clear  the  fol- 
lowing morning ; the  catheters  rarely  become 
blocked  with  blood  clots,  and  postoperative 
hemorrhage  is  extremely  rare.  I do  not  hesi- 
tate to  do  a perineal  prostatectomy,  either  a 
subtotal  or  a radical,  in  any  outlying  hospital 
without  a resident  staff  since  postoperative 
complications  are  so  rare.  On  the  other  hand, 
I have  refused  many  times  to  do  either  a 
suprapubic  or  transurethral  prostatectomy 
unless  a trained  house  attendant  was  readily 
available.  These  remarks  imply  that  the  post- 
operative care  of  perineal  surgery  is  much 
simpler  than  with  other  types  of  prostatec- 
tomy. 

Not  only  on  our  service  at  the  New  York 
Hospital,  but  also  in' other  institutions  which 
I have  visited,  the  bleeding,  shock,  and  other 
complications  of  other  types  of  prostatec- 
tomy caused  more  sleepless  hours  for  the 
resident  staff  than  did  perineal  cases. 

Perineal  surgery  of  the  prostate  has  im- 
proved tremendously  in  recent  years  so  that, 
today,  it  is  not  the  bloody  procedure  it  was  in 
former  years.  The  quantity  of  blood  lost  is 
almost  invariably  less  than  in  either  supra- 
pubic or  transurethral  prostatectomy.  The 
approach  to  the  prostate  suggested  by  Belt, 
and  the  minor  advances  by  others,  have  per- 
mitted one  to  approach  the  prostate  through 
normal  cleavage  planes  without  cutting  or 
disrupting  perineal  tissue.  Such  an  anatom- 
ical approach  lessens  bleeding  and  permits  an 
adequate  exposure  of  the  posterior  surface 
of  the  prostate.  The  removal  of  the  prostate 
is  done  under  vision  and  the  distal  urethra 
and  bladder  neck  sutured  over  a catheter.  No 
packing  is  used  and  only  a small  Penrose 
drain  remains  in  the  wound  for  36  hours, 
after  which  most  wounds  close  without  any 
urinary  drainage.  It  is  my  impression  that 
this  approach  is  far  superior  to  the  original 
Young  technic. 

Following  subtotal  or  total  perineal  pros- 
tatectomy, the  patient’s  urine  usually  be- 
comes clear  shortly  after  the  catheter  is 
withdrawn.  Undoubtedly,  this  is  partly  be- 
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cause  the  remnants  of  the  prostate  and  pros- 
tatic urethra  are  removed  at  the  time  of  op- 
eration and,  hence,  no  infected  or  sloughing 
area  remains  to  produce  pyuria  and  conse- 
quent urinary  distress.  In  both  transureth- 
ral and  suprapubic  prostatectomies  it  is  not 
uncommon  to  have  cloudy  urine  for  periods 
varying  from  four  to  twelve  weeks  after  the 
patients  are  discharged  from  the  hospital. 
While  most  of  these  clear  up  with  medication 
and  local  irrigations,  this  prolonged  morbid- 
ity is  sometimes  avoided  by  removal  of  the 
prostatic  capsule.  Not  infrequently  a patient 
may  not  completely  control  his  urine  when 
the  catheter  is  withdrawn,  but,  in  most  in- 
stances, this  clears  up  in  a relatively  short 
time.  In  an  occasional  case  it  may  take  two 
or  even  three  months  before  the  patient  loses 
no  urine,  but  it  is  our  impression  that  this  is 
no  more  common  in  perineal  surgery  than  it 
is  in  transurethral  or  even  suprapubic  pros- 
tatectomies. Recto-urethral  fistulas  are  ex- 
tremely rare  and  perineal  fistulas  practically 
never  occur. 

During  the  past  several  years  we  have  had 
a number  of  patients  who  have  had  either 
transurethral  or  suprapubic  prostatectomy 
who  have  returned  with  urinary  distress  and 
it  has  been  discovered  that  cancer  has  devel- 
oped in  the  unremoved  remnants  of  the  pros- 
tate. Although  I do  not  have  the  statistics, 
I am  sure  there  are  at  least  a dozen  and  prob- 
ably many  more.  It  is  logical  to  expect  that 
this  might  occur,  since  the  usual  site  of  the 
malignancy  in  the  posterior  lobe  is  not  re- 
moved by  either  of  these  procedures.  It  is 
difficult  for  these  patients  to  understand 
how  they  can  have  a cancer  of  the  prostate 
since  they  were  told  that  the  prostate  had 
been  removed. 

The  only  patients  we  hope  to  cure  by  total 
perineal  prostatectomy  are  those  with  early 
cancer  which  has  not  extended  outside  the 
capsule.  To  cure  even  one  of  these  patients 
is  a tremendous  thrill.  On  the  other  hand, 
our  indications  for  perineal  prostatectomy 
extend  somewhat  further  than  this  limited 
group  of  early  cancers.  In  these  early  cases 
we  find  a localized  nodule  which  has  not 
spread  beyond  the  capsule,  and  prompt  re- 
moval is  practiced.  Occasionally,  the  pros- 
tate is  removed  and  only  a hard,  fibrous  nod- 
ule is  found  which  is  mistaken  for  an  early 
malignancy.  This  is  not  a cause  for  embar- 
rassment since  the  patient  is  pleased  to  know 
that  he  does  not  have  a cancer  and,  further- 
more, that  he  can  never  develop  one  in  his 


prostate  in  the  future.  I,  personally,  would 
prefer  to  remove  such  a prostate  than  to  let 
a patient  wait  until  extension  has  occurred 
before  operation  is  undertaken. 

It  is  also  our  custom  to  do  complete  perin- 
eal prostatectomies  even  if  there  is  question- 
able involvement  at  the  base  of  the  seminal 
vesicles.  The  prostate  should  be  freely  mov- 
able and  not  “frozen”.  There  should  be  no 
evidence  of  metastases  and  the'  acid  phos- 
phatase should  be  normal.  The  patient  should 
be  a good  surgical  risk  with  a reasonable  life 
expectancy. 

There  are  also  those  cases  with  more  ex- 
tensive malignancy  of  the  prostate  which,  at 
the  moment,  appear  inoperable  but  which, 
following  estrogen  therapy,  either  diminish 
in  size  and  become  less  fixed  in  position  or 
there  is  a definite  decrease  in  the  hardness 
of  the  gland.  This  group  of  patients  is  sub- 
jected to  complete  perineal  prostatectomy, 
not  with  the  hope  of  cure  but  to  permanently 
relieve  the  patient  from  urinary  distress.  It 
is  extremely  rare  that  a local  recurrence  in 
the  prostatic  region  will  develop  after  total 
prostatectomy,  although  I have  one  such  case 
at  present.  Most  patients  continue  to  have 
free  urination  until  metastases  finally  devel- 
op and  cause  their  death.  In  our  experience 
these  patients  are  more  comfortable,  as  far 
as  their  urinary  tract  is  concerned,  while 
they  are  living  and  we  feel  justified  in  doing 
this  procedure  in  some  cases  in  preference 
to  transurethral  resection.  Although  I have 
no  proof  for  it,  it  seems  not  unlikely  that  re- 
moval of  the  original  cancer  in  the  prostate 
may  somewhat  diminish  the  rapidity  of 
metastatic  spread. 

In  most  of  our  extensive  cancers,  and  those 
in  the  above  group,  estrogen  therapy  is  ad- 
ministered and  castration  is  reserved  until 
metastatic  pain  develops.  Occasionally  a pa- 
tient is  benefited  by  castration  at  this  stage, 
although  patients  vary  considerably  in  their 
response  to  both  estrogens  and  castration. 

Cancer  of  the  prostate  seems  to  be  more 
common  than  in  former  years.  This  may  be 
due  to  more  careful  examination  of  the  pros- 
tates by  the  pathologist,  particularly  those 
which  have  been  entirely  removed  through  the 
perineum.  The  fact  that  life  expectancy  has 
been  prolonged  may  permit  more  prostatic 
cancers  to  develop  clinically.  And  lastly,  we 
have  all  become  more  aware  of  their  frequent 
occurrence  and  search  for  them  more  dili- 
gently. 
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We  all  hope  that  some  biologic  approach 
may  prevent  the  development  of  prostatic 
cancer.  The  temporary  relief  and  prolonga- 
tion of  life  in  most  cases  by  the  administra- 
tion of  estrogens  or  by  castration  have  been 
a tremendous  advance,  but,  to  my  knowledge, 
no  case  has  thus  been  cured.  Until  more  in- 
foiination  is  available  regarding  the  preven- 
tion or  cure  of  prostatic  cancer  it  might  be 
logical  to  remove  the  entire  prostate  by  per- 
ineum when  prostatic  surgery  is  indicated, 
even  if  carcinoma  is  not  clinically  suspected. 
By  this  procedure  we  would  permanently  re- 
lieve the  patient  of  any  future  prostatic 
troubles,  and  the  remnants  of  the  prostate  in 
which  cancer  might  develop  would  also  be  re- 
moved. We  could  then  honestly  assure  our 
patient  that  he  would  be  permanently  free  of 
prostatic  disease.  Undoubtedly,  more  cases 
of  early  prostatic  cancer  would  be  cured. 
There  comes  a time  when  the  “remnants”  of 
sexual  function  will  be  traded  for  permanent 
urinary  comfort  and  the  release  from  fear  of 
prostatic  cancer. 

SUMMARY 

1.  The  general  practitioner  should  be 
aware  of  the  frequency  of  prostatic  cancer, 
and  should  become  suspicious  of  cancer  when 
a hard  nodule  is  felt  in  the  prostate  during 
routine  rectal  examination.  Urologists  must 


be  prepared  to  treat  these  patients  promptly 
and  adequately  if  we  expect  to  cure  them. 

2.  The  prostate  is  the  seat  of  three  dis- 
tinct pathological  processes,  namely,  infec- 
tion, hyperplasia  and  carcinoma,  each  of 
which  occurs  in  a different  portion  of  the 
gland.  Each  disease  may  exist  alone,  or  in 
combination  with  the  others. 

3.  Prostatic  infection  should  not  be  con- 
sidered a venereal  disease,  and  it  usually  re- 
sponds to  local  therapy.  In  late  stages,  if 
fibrosis  or  stones  develop,  surgery  may  be- 
come necessary. 

4.  Hyperplasia,  or  so-called  enlargement, 
of  the  prostate  is  actually  a new  growth,  and 
wnen  the  hyperplasia  alone  is  removed  by 
any  method  the  remaining  prostatic  tissue  is 
left  behind. 

5.  The  only  cure  for  prostatic  cancer  is 
complete  removal  by  perineum  before  it  has 
spread  to  other  parts  of  the  body.  The  cure 
of  early  cancer  of  the  prostate  is  a joint  re- 
sponsibility of  the  general  practitioner,  who 
suspects  the  disease  in  its  early  stages,  and 
the  urologist,  who  removes  it  completely  at 
that  time.  Its  frequent  occurrence  in  one  out 
of  seven  men  past  fifty  years  of  age  should 
warn  us  to  suspect  it  often. 
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NEW  EVIDENCE  ABOUT  TRANSMISSION 
OF  POLIO 

Important  new  evidence  concerning  the  transmis- 
sion of  poliomyelitis  by  personal  contact  is  presented 
by  four  investigators  in  the  December  6 issue  of 
The  Journal  of  the  American  Medical  Association. 
The  investigators  are  F.  B.  Gordon,  M.  D.,  and 
Frank  M.  Schabel  Jr.,  S.  B.,  from  the  Department 
of  Bacteriology  and  Parasitology  of  the  University 
of  Chicago;  Albert  E.  Casey,  M.  D.,  from  the 
Birmingham  Baptist  Hospital  in  Alabama,  and  Wil- 
liam I.  Fishbein,  M.  D.,  from  the  Chicago  Health 
Department.  Their  work  was  done  with  the  coop- 
eration of  Herman  N.  Bundesen,  M.  D.,  and  the 
technical  assistance  of  Margaret  Abendroth,  A.  B., 
Chicago. 

For  some  time  it  has  been  generally  agreed  that 
poliomyelitis  is  infectious  only  during  a period  that 
begins  a few  days  before  and  ends  a few  days  after 
the  development  of  symptoms.  Studies  have  also 
shown  that  the  polio  virus  is  usually  found  in  the 
throat  for  only  a short  time  after  illness  begins,  but 
up  to  now  much  of  the  necessary  evidence  was  lack- 
ing to  establish  a relationship  between  the  period 


of  infectiousness  and  the  period  when  the  virus  is 
found  in  the  throat.  In  only  two  cases  had  tests 
been  made  for  virus  in  the  throat  before  the  devel- 
opment of  the  illness. 

Material  for  more  such  tests  was  finally  collected 
during  a polio  epidemic  in  Chicago  during  the  sum- 
mers of  1945  and  1946.  Hundreds  of  apparently 
healthy  children  in  the  afflicted  neighborhoods  were 
visited,  among  them  a number  who  had  had  contact 
with  the  sick  children  before  their  illness.  During 
daily  visits  throat  and  mouth  swabs  were  taken 
both  from  the  contacts  and  the  non-contacts.  As  ex- 
pected, poliomyelitis  eventually  developed  in  three 
of  the  children  who  had  had  contact  with  polio  cases, 
and  a similar  study  revealed  a fourth  such  case. 
The  mouth  and  throat  swabbings  taken  from  all  four 
patients  a short  time  before  they  became  ill  were 
then  tested  for  the  virus,  and  specimens  from  three 
of  them  produced  polio  in  monkeys.  Specimens 
prepared  from  the  throat  and  mouth  swabbings  of 
a non-contact  and  of  controls  proved  harmless. 

“The  laboratory  studies  make  a strong  case  for 
''drus  from  the  pharynx  as  a common  source  of  in- 
fection,” the  investigators  write. 


An  Evaluation  of  Present  Day  Treatment 
of  Cirrhosis  of  the  Liver* 
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Our  conception  of  diseases  of  the  liver  has 
changed  a great  deal  in  the  last  ten  years. 
Until  a few  years  ago  it  was  generally 
thought  and  accepted  that  catarrhal  jaundice 
was  a symptom  of  bile  duct  obstruction  due 
to  inflammation  in  the  duodenum  ascending 
into  the  common  duct.  While,  of  course,  this 
does  occur,  the  most  common  cause  is  now 
thought  to  be  acute  hepatitis  with  secondary 
involvement  of  the  bile  ducts 

In  the  more  severe  cases  this  may  ap- 
proach acute  yellow  atrophy,  — indeed  it  is 
thought  that  these  two  diseases  may  have 
the  same  common  basis,  and  differ  only  in 
degree  of  severity. 

Again,  acute  hepatitis  has  to  be  considered 
as  one  of  the  possible  etiological  factors  in 
cirrhosis  of  the  liver (2).  Among  other  etio- 
logical factors  are  dietary  deficiencies  of 
many  kinds,  and  alcohol.  Alcohoh^)  itself 
possibly  does  not  act  as  an  etiological  factor 
but  it  leads  to  bad  eating  habits  which  often 
result  in  malnutrition. 

The  fact  that  cirrhosis  of  the  liver  is  very 
frequently  encountered  in  India,  Java  and 
Ceylon,  where  alcoholism  is  rare,  and  that 
30%  of  the*  conditions  encountered  in  this 
country  have  no  alcoholic  history,  seems  to 
indicate  that  the  cause  of  the  condition  is  not 
alcoholism  but  the  malnutrition  caused  by 
alcohoh^).  This  is  particularly  emphasized 
by  the  high  incidence  of  Vitamin  B complex 
deficiency  in  cirrhosis  of  the  liver,  correlat- 
ing this  disease  with  Beri-beri  and  Pelagra 
of  either  alcoholic  or  endemic  types,  both  of 
these  being  diet  deficiency  conditions. 

The  onset  of  cirrhosis  of  the  liver  is  insidi- 
ous. There  may  be  digestive  disturbances, 
followed  by  weakness,  loss  of  weight  and  en- 
largement of  the  liver.  Later,  ascites  and 
jaundice  usually  make  their  appearance.  At 
times  the  first  definite  sign  is  hematemesis 
due  to  varicosities  in  the  esophagus.  Evi- 
dence of  multiple  vitamin  deficiencies  njay  be 
present.  Hemorrhoids  are  often  troublesome. 

Cirrhosis  of  the  liver  can  easily  be  con- 
fused with  several  other  diseases.  Chief 
among  these  are  metastatic  carcinoma  from 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1947. 


the  stomach  or  elsewhere,  primary  cancer  of 
the  liver,  alcoholic  gastritis,  chronic  constric- 
tive pericarditis,  and  possibly,  passive  con- 
gestion from  a decompensating  heart. 

Among  the  laboratory  data  that  may  be  of 
value  are  the  Cephalin  Cholesterol  floccula- 
tion, and  Bromsulfalein  tests,  and  serum 
albumen  determination.  Anemia,  positive 
Cephalin  Cholesterol  and  Bromsulfalein  tests 
with  a low  serum  albumin  may  aid  in  arriv- 
ing at  the  final  diagnosis 

Through  animal  experimentation  and  clini- 
cal observation  has  come  the  conclusion  that 
fatty  infiltration  of  liver  cells  is  at  times 
followed  by  the  death  of  those  cells.  Replace- 
ment is  by  connective  tissue,  resulting  in 
cirrhosis  of  the  liver.  The  role  that  vita- 
mins play  in  keeping  the  liver  cell  normal  is 
not  known.  In  animal  experimentation  it  has 
been  shown  that,  fed  a diet  deficient  in  Vi- 
tamin B Complex,  fatty  degeneration  and  de- 
struction of  liver  cells  ensue.  This  can  be 
prevented  by  feeding  Vitamin  B Complex  in 
some  form.  Some  evidence  exists  that  Vi- 
tamin B Complex  plays  a role  in  the  trans- 
formation of  glucose  into  glycogen. 

Fasting  decreases  the  protein  content  of 
the  liver  and  fat  is  deposited.  One  theory 
advanced  is  that  the  decrease  in  the  rate  at 
which  the  liver  disposes  of  fats  occurs  as  a 
result  of  various  toxins.  These  toxins  are 
apparently  in  some  way  neutralized  by  lip- 
otrophic  factors  in  the  amino-acids  obtained 
through  protein  digestion^^). 

Lipotrophic  factors  prevent  the  deposition 
of  fat  in  the  liver  or  increase  the  rate  of  re- 
moval. Choline  has  been  shown  to  be  such 
a substance.  Methionine  is  indirect  in  its  ac- 
tion. Choline  is  synthetized  from  methionine 
in  the  body.  Protein  itself  is  lipotrophic 
through  its  methionine  content.  The  amount 
of  fat  in  the  liver  remains  constant  if  the 
intake  of  carbohydrates  and  proteins  is  suf- 
ficient. It  is  upon  these  premises  that  the 
modern  treatment  of  cirrhosis  of  the  liver 
rests. 

Before  the  present  dietary  treatment  of  cir- 
rhosis of  the  liver  was  initiated,  treatment, 
after  the  onset  of  such  signs  as  ascites  and 
esophageal  hemorrhages,  was  considered 
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useless  except  as  a palliative  measure.  The 
diets  used  were  low  in  all  constituents  in 
carbohydrate,  in  protein,  and  in  fat.  The 
treatment  consisted  of  such  drugs  as  potass- 
ium iodide  and  calomel,  followed  by  saline 
purges.  Bile  salts  to  stimulate  bile  secretion 
were  given.  Diuretics  both  oral  and  paren- 
teral were  used:  such  as  ammonium  chloride 
by  mouth  and  the  mercurials  parenterally. 
Paracentesis  was  done  whenever  necessary 
for  the  relief  of  abdominal  distention<’^).  A 
number  of  surgical  operations  were  devised; 
none  was  very  successful. 

About  25  3^ears  ago,  due  to  the  results  ob- 
tained in  animal  experimentation,  a change 
was  made  in  the  mode  of  treatment.  Instead 
of  giving  a diet  low  in  all  the  main  constitu- 
ents, a diet  high  in  carbohydrate  but  low  in 
protein  and  fat  was  used. 

The  routine  treatment  at  one  medical  cen- 
ter was  as  follows.  The  fluid  intake  was 
limited  to  between  800  to  1200  cc.  in  24 
hours.  Ammonium  chloride  or  ammonium 
nitrate  was  administered  orally.  Mercurial 
diuretics  were  given  intravenously  every  2 
to  3 days.  The  diet  was  high  in  carbohydrate 
but  low  in  fat  and  protein.  Glucose  was  given 
intravenously,  repeatedly.  Paracentesis  was 
done  when  necessary.  On  this  regime  a few 
cases  showed  marked  improvement;  12  out 
of  143  being  well  and  living  a normal  life  at 
the  time  the  report  was  written.  This  was 
some  improvement  over  the  older  method  of 
treatment. 

During  this  period  a great  many  investiga- 
tions, animal  experimentations  and  clinical 
obseiwations  were  being  made.  It  was  found 
that  clinical  improvement  was  obtained  in 
some  patients  who  were  treated  with  large 
amounts  of  Vitamin  B complex  concentrates. 
In  rats  given  a high  protein  diet  before  pro- 
longed chloroform  anesthesia,  the  incidence 
of  liver  necrosis  was  greatly  reduced.  The 
effect  could  to  a certain  extent  be  duplicated 
by  the  addition  of  methionine  to  the  diet. 
It  was  also  shown  that  choline  and  meth- 
ionine were  effective  in  protection  against 
experimental  damage  to  the  liver  only  if  the 
fat  in  the  diet  was  reasonably  low.  Good 
results  by  the  oral  administration  of  liver 
were  reported  by  French  clinicians  at  the 
turn  of  the  century.  In  1941  Patek  and  Post 
obtained  similar  results  using  liver  extracts 
parenterally For  these  reasons  the  diet 
was  changed  from  one  with  a low  protein  to 
one  with  a relatively  high  protein;  a high 
carbohydrate  and  a relatively  low  fat  con- 


tent. Methionine  and  choline,  liver  extracts 
and  vitamins  were  added  to  the  regime. 

In  a series  of  cases  treated  in  the  same 
medical  center  before  methionine  and  choline 
came  into  use,  but  in  which  the  rest  of  the 
regime  described  was  followed,  there  was  a 
gratifying  increase  in  the  number  of  patients 
permanently  improved. 

In  a group  of  cases  treated  with  methio- 
nine and  choline,  and  a very  high  protein 
diet,  4 out  of  9 cases  were  free  from  symp- 
toms or  signs  of  disease;  only  one  in  the 
series  died.  The  diet  in  this  group  was  as 
follows:  2500  to  4000  calories  of  food  daily. 
Of  this  amount  200  to  300  gms.  were  protein, 
300  to  500  grams  carbohydrate,  and  50  to 
100  grams  fat.  To  raise  the  protein  to  the 
amount  specified,  cottage  cheese  and  six 
glasses  of  milk  were  given  daily.  Intramus- 
cular liver  3 to  5 cc.,  choline  and  methionine 
2 grams  each,  with  B Complex  and  polyval- 
ent vitamin  capsules.  The(i^>  amount  of 
protein  given  was  greater  than  usual.  The 
usual  amount  being  between  125  and  150 
grams  daily. 

The  first  somewhat  radical  departure  from 
this  method  of  treatment  was  reported  from 
the  Rockefeller  Center In  this  group  3C 
cases  were  studied  and  reported.  All  of  these 
cases  were  decompensated  as  indicated  by 
icterus,  edema,  ascites  or  esophageal  hemorr- 
hage, singly  or  in  combination.  No  strict 
supervision  of  diet  was  undertaken,  but  the 
patients  were  instructed  to  select  food  high 
in  protein  and  carbohydrate  values,  and  suf- 
ficient fat  to  make  the  diet  palatable.  Cho- 
line and  methionine  were  omitted,  and  vitam- 
in B Complex  given  only  if  clinical  signs  of 
vitamin  B deficiency  were  present. 

The  medication  consisted  of  crude  liver 
made  up  according  to  a formula  prepared  at 
the  Center  and  then  diluted  for  intravenous 
use,  the  amount  of  dilution  varying  with  the 
amount  of  the  liver  extract  used.  Before 
using  it  therapeutic  tests  were  made  on  the 
individual  patients  to  see  whether  they  were 
sensitive  to  the  extract.  If  they  were  not 
sensitive  to  the  extract  medication  was  start- 
ed. One  cc.  suitably  diluted  was  given  the 
first  day.  The  amount  given  was  increased 
daily  for  6 days,  until  the  dosage  was  20  cc. 
of  the  liver  extract  diluted  to  50  cc.  with 
distilled  water  or  isotonic  solution  of  sodium 
chloride.  This  amount  was  then  usually  giv- 
en 3 times  each  week  until  signs  of  decom- 
pensation had  disappeared.  Maintenance 
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later  was  continued  with  two  doses  each 
week. 

The  report  covers  30  cases.  All  the  cases 
were  in  the  decompensated  stage.  Twenty- 
one  had  fluid  in  the  abdomen;  in  12  cases 
there  was  complete  disappearance  of  the 
ascites;  in  7 the  frequency  of  paracentesis 
was  reduced.  Two  died.  Eleven  of  these 
cases  had  esophageal  hemorrhages.  Two 
died  from  hemorrhages.  At  the  time  of  the 
report  23  of  the  thirty  cases  were  alive  and 
much  improved.  This  is  a survival  rate  at 
the  end  of  two  years  of  77%,  the  best  seen 
in  any  of  the  numerous  reports  for  various 
types  of  therapy  that  have  appeared  in  the 
last  4 or  5 years. 

As  can  readily  be  seen  from  these  reports 
the  changes  in  therapy  have  resulted  in 
changing  cirrhosis  of  the  liver  from  an  en- 
tirely hopeless  condition  to  one  where  the 
chance  of  survival,  even  in  severe  cases,  is 
good.  Each  change  in  diet  has  worked  a 
definite  improvement  in  the  number  of  pa- 
tients temporarily  and  permanently  im- 
proved. And  while  the  cases  treated  on  raw 
liver  intravenously  plus  a diet  of  the  kind 
described  show  a higher  percentage  of  im- 
provement than  any  other  type  of  therapy, 
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TRANSFUSIONS  BLAMED  FOR  INCREASE  IN 
DISEASE  OF  BLOOD  INCOMPATIBILITY 

An  apparent  increase  in  the  incidence  of  erythro- 
blastosis, a combination  of  jaundice  and  anemia  due 
to  blood  incompatibility  which  kills  about  50  per 
cent  of  the  infants  bom  with  it,  is  probably  due  to 
transfusions  of  Rh-positive  blood  given  to  Rh-nega- 
tive  women.  This  is  the  conclusion  of  an  article 
appearing  in  The  Journal  of  the  American  Medical 
Association  for  December  10. 

The  writers,  L.  M.  Heilman,  M.  D.,  and  G.  R. 
Vosburgh,  M.  D.,  Baltimore,  from  the  Department 
of  Obstetrics  of  the  Johns  Hopkins  University 
School  of  Medicine  and  the  Johns  Hopkins  Hospital, 
point  out  that  there  are  only  two  ways  by  which 
a woman  whose  blood  is  Rh-negative  (about  15  per 
cent  of  all  women  are  in  this  group)  can  acquire 
enough  Rh  antibodies  in  her  bloodstream  to  give 
birth  to  an  erythroblastotic  child.  The  first  of 
these  is  by  repeated  bearing  of  Rh-positive  children 
— and  the  majority  of  her  children  will  be  Rh-posi- 
tive if  she  is  married  to  an  Rh-positive  man.  In 
such  an  event  her  first  and  often  her  second  child 
will  be  spared,  however. 

The  second  means  by  which  such  a woman  may 
become  sensitized  is  by  the  administration  of  an 
Rh-positive  blood  transfusion.  “Women  so  sensi- 
tized produce  Rh-positive  children  with  the  severest 
form  of  erythroblastosis  who  usually  do  not  sur- 
vive,” the  doctors  write. 


it  is  not  unreasonable  to  think  that  the  ad- 
dition of  methionine  or  choline  and  polyval- 
ent vitamins  to  this  regime  might  be  of  some 
value. 
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At  the  Department  of  Obstetrics  of  the  Johns 
Hopkins  Hospital  there  was  only  one  case  of  eryth- 
roblastosis in  1,732  deliveries  in  1937,  the  doctors 
also  report,  while  in  1946  the  incidence  was  one  in 
348  deliveries.  “Such  a phenomenon  may  well  be 
related  to  the  increased  incidence  of  transfusion 
known  to  have  taken  place,”  they  observe. 

A histoiy  of  previous  transfusions  occurs  in  but 
two  per  cent  of  all  Johns  Hopkins  patients,  yet  in 
27  instances  of  erythroblastosis  a history  of  trans- 
fusion was  present  in  seven  women  or  26  per  cent. 
Two  other  Rh-negative  women  had  also  received 
blood  transfusions  which  gravely  jeopardized  their 
subsequent  childbearing  careers,  although  the  in- 
fants safely  born  to  them  at  Johns  Hopkins  hap- 
pened to  be  Rh-negative  because  their  Rh-positive 
husbands  carried  one  Rh-negative  gene. 

“With  the  increased  use  of  transfusion  the  chance 
of  unwittingly  administering  Rh-positive  blood  to 
Rh-negative  women  is  definitely  increased,”  Dr. 
Heilman  and  Dr.  Vosburgh  conclude.  “Since  such 
transfusions  may  be  disastrous  to  future  childbear- 
ing, even  though  many  years  may  intervene,  they 
can  only  be  regarded  as  reprehensible;  and  in  our 
opinion  a high  degree  of  negligence  may  be  charged 
if  transfusion  is  ever  given  to  a female  child,  or 
women  in  the  childbearing  age,  without  first  deter- 
mining the  Rh  compatibility.  In  cases  of  dire  emer- 
gency when  time  does  not  permit  Rh  determinations, 
only  Rh-negative  blood  should  be  given.” 


Case-Finding  Value  of  Miniature  X-rays 

of  the  Chest" 

MAX  FLEISHMAN,  M.D. 

Omaha,  Nebraska 


In  the  time  allotted  for  this  paper,  I shall 
endeavor  to  establish  two  points:  to  show 
first,  that  the  x-ray  is  the  best  means  avail- 
able to  the  physician  for  detecting  pathology 
in  the  chest,  and  second,  that  the  miniature 
x-ray  can  do  this  satisfactorily,  with  a sav- 
ing of  time  and  money. 

It  is  the  common  experience  in  all  institu- 
tions where  tuberculosis  is  treated  that  the 
majority  of  patients  are  in  the  far-advanced 
stage  of  the  disease  when  they  are  first  ad- 
mitted for  treatment.  Only  a small  per  cent 
of  the  patients  are  in  the  early  or  minimal 
stage  of  tuberculosis.  The  figures  average 
around  5 to  10  per  cent  in  the  minimal  stage, 
15  to  25  per  cent  in  the  moderately-advanced 
stage,  and  70  to  75  per  cent  in  the  far- 
advanced  stage. 

Tlie  reason  for  this  delay  in  diagnosis  is 
that  tuberculosis  is  an  insidious  disease 
which  creeps  up  on  the  patient.  Dr.  J.  Arthur 
Myers  of  Minneapolis  once  stated  that  tuber- 
culosis could  be  present  in  an  individual  for 
a year  and  a half  before  he  became  aware  of 
it.  The  early  symptoms  of  fatigue,  weakness, 
loss  of  appetite,  and  loss  of  weight  are  usual- 
Iv  ascribed  to  overwork  or  insufficient  rest. 
To  overcome  the  fatigue  the  person  affected 
may  just  try  to  go  to  bed  earlier  on  one  or 
two  nights  a week,  or  else  sleep  late  on  Sun- 
day. To  restore  his  appetite  he  resorts  to 
vitamins  or  iron.  If  he  is  accustomed  to 
taking  an  occasional  drink,  he  takes  an  extra 
drink  or  two  to  restore  his  strength  and  feel- 
ing of  well-being. 

If  he  has  a dry  cough  he  blames  it  on 
cigarettes.  If  he  has  a productive  cough  he 
usually  attributes  it  to  drainage  from  his 
sinuses,  or  to  a winter  bronchitis.  Chest 
pain  is  generally  considered  due  to  a bad 
cold,  caused  by  carelessness  in  sitting  in  a 
draft.  A low-grade  fever  will  hardly  ever  be 
noticed  by  the  patient.  If  he  has  a few 
night-sweats  he  considers  them  due  to  the 
medication  prescribed  by  himself  or  a rela- 
tive, or  sometimes  by  a drug-clerk,  to  break 
up  his  cold.  Even  as  important  a symptom 
as  blood-spitting  is  passed  off  lightly  by 
many  persons,  who  still  do  not  consider  the 

♦Read  before  the  15th  Annual  Session  of  the  Omaha  Mid- 
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possibility  that  any  serious  disease  may  be 
present  in  their  chest. 

It  is  only  when  they  have  lost  a great 
amount  of  weight,  are  too  weak  to  get 
around  any  longer,  have  fever  up  to  102  de- 
grees or  so,  have  a large  pulmonary  hemorr- 
hage, or  develop  such  complications  as  pain- 
ful laryngitis  and  pharyngitis,  entero-colitis, 
or  cystitis  that  many  of  them  finally  consult 
their  family  doctor.  By  this  time,  of  course, 
the  tuberculosis  is  far-advanced,  and  in  many 
instances  past  the  stage  where  treatment  can 
hope  to  cure. 

As  physicians  we  must  recognize  the  un- 
pleasant fact  that  the  blame  for  the  delay  in 
the  diagnosis  of  tuberculosis  does  not  always 
rest  on  the  patient.  When  first  admitted  to 
sanatoria  for  treatment  many  patients  tell  of 
seeking  medical  advice  from  two  or  three 
different  doctors  for  permanent  relief  from 
their  recurring  colds  or  chronic  cough  or  ex- 
treme weakness  before  a correct  diagnosis 
was  made.  In  too  many  instances  was  the 
family  doctor  satisfied  to  exclude  tuberculo- 
sis by  physical  examination  of  the  chest, 
without  resorting  to  chest  x-ray.  In  too  few 
cases  was  the  sputum  examined  for  tubercle 
bacilli,  and  in  the  occasional  case  where  this 
procedure  was  carried  out,  not  enough  spec- 
imens were  examined  nor  were  enough  spu- 
tum cultures  or  guinea-pig  inoculations  car- 
ried out. 

For  a number  of  years  the  National  Tuber- 
culosis Association  has  attempted  to  improve 
this  situation  by  sponsoring  “Early  Diagno- 
sis” educational  campaigns  all  over  the  coun- 
try each  spring  during  the  month  of  April. 
The  campaigns  emphasized  the  value  of  ex- 
amination of  all  contacts  of  newly-found 
cases  of  tuberculosis,  and  stressed  the  value 
of  tuberculin-testing  surveys,  with  chest  x- 
ray  of  all  reactors.  Despite  these  sincere 
efforts,  hardly  a dent  was  made  in  the  ad- 
mission figures  of  tuberculosis  sanatoria. 
The  majority  of  cases  admitted  are  still  in 
the  far-advanced  stage. 

To  reduce  the  high  cost  of  chest  x-rays, 
experiments  were  begun  between  World 
Wars  I and  II  to  photograph  a patient  while 
his  chest  was  being  fluoroscoped.  To  accom- 
plish this  it  was  necessary  to  improve  the 
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fluoroscope  screen  and  the  x-ray  film  in  or- 
der to  obtain  sharper  outline  of  chest  shad- 
ows. Great  improvement  was  needed  in  the 
camera  lens  in  order  to  get  a clear  image  on 
small  film.  The  x-ray  tube  had  to  be  im- 
proved in  order  to  take  a large  number  of 
films  in  rapid  succession.  The  size  of  the 
film  used  was  35  or  70  mm.  in  rolls  or  4-in.  x 
5-in.  in  cut  film,  either  single  exposure  or 
stereoscopic. 

When  interpreted  by  experienced  chest 
specialists  and  roentgenologists,  results  ob- 
tained with  the  three  different  small  sizes 
have  been  about  the  same.  All  suspicious 
films  must  be  confirmed  by  a standard  14-in. 
X 17-in.  celluloid  film.  For  office  or  hospital 
use,  where  only  a few  patients  will  be  x-ray- 
ed daily,  the  4x5  size  is  preferable,  as  it 
comes  in  cut  film  instead  of  in  a roll,  and  can 
be  viewed  without  magnification.  Whenever 
magnification  is  desired,  the  use  of  a 3i/^ 
inch  hand  lens  works  out  satisfactorily.  Use 
of  these  small  size  films  effected  a tremen- 
dous lowering  of  the  cost  of  films  used  for 
this  purpose,  helped  reduce  the  shortage  of 
film  during  the  war  when  manufacturing 
capacity  could  not  produce  enough  photo- 
graphic and  x-ray  film  to  supply  all  demands, 
and  enabled  large  groups  to  be  processed 
rapidly,  as  many  as  a couple  of  hundred  an 
hour  with  each  photofluorographic  unit. 

Remembering  the  large  incidence  of  tuber- 
culosis in  the  armed  forces  during  World  War 
I and  its  subsequent  cost  to  this  country  of 
one  billion  dollars  for  the  care  of  tuberculous 
veterans,  leaders  of  our  armed  services  in 
World  War  II  were  quick  to  utilize  this 
measure  to  reduce  the  incidence  of  tuber- 
culosis. As  rapidly  as  these  machines  could 
be  procured  most  induction  centers  were 
supplied  with  photofluorographs.  General 
Hawley medical  chief  of  the  Veterans’ 
Administration,  has  made  these  statements : 
“During  the  period  from  April  1917  to  De- 
cember 1919,  12  per  cent  of  the  178,699  dis- 
charges for  disability,  or  22,390,  were  due  to 
tuberculosis.  In  World  War  II  up  to  Decem- 
ber 31,  1945,  only  II/2  per  cent  of  the  dis- 
charges for  disability  were  due  to  tuberculo- 
sis. It  is  estimated  that  about  150,000  cases 
of  tuberculosis  were  filtered  out  by  means 
of  chest  x-ray  examinations  at  the  induction 
centers.” 

General  Hawley  goes  on  to  say:  “The 
Veterans’  Administration  has  initiated  a 
program  which  will  prove  to  be  a factor  in 


tuberculosis  case-finding.  The  program, 
briefly,  is  this: 

(a)  Chest  roentgenograms  will  be  secured 
for  each  hospitalized  patient  and  every  domi- 
ciled member  at  the  time  of  admission  and 
each  out-patient  at  the  time  of  scheduled 
examinations,  if  none  has  been  made  within 
six  months. 

(b)  Periodic  chest  x-ray  surveys  will  be 
made  of  all  general  and  neuropsychiatric  pa- 
tients at  the  end  of  each  twelve  months  resi- 
dence in  the  hospital. 

In  other  words,  any  veteran  who  comes  to 
us,  will  get  a chest  roentgenogram  if  he 
hasn’t  had  one  within  a period  of  six 
months.” 

War  industries  also  used  photofluoro- 
graphs for  case-finding  among  civilian-em- 
ployes. Tuberculosis  associations  in  large 
cities  all  over  the  country  also  sponsored  sur- 
veys featuring  the  use  of  the  miniature  x- 
ray.  The  results  of  the  surveys  were  quite 
similar  wherever  they  were  made.  The  fig- 
ures for  many  of  them  have  been  published 
during  and  since  the  last  war.  I shall  quote 
from  two  of  them  reported  last  year.  One  <^2) 
was  a survey  conducted  in  Philadelphia,  the 
other in  Los  Angeles. 

Between  October  1942  and  May  1945,  71,- 
757  civilians  employed  in  the  Philadelphia 
Navy  Yard,  the  Frankford  Arsenal,  and  the 
Philadelphia  Signal  Depot  had  a 4-in.  x 5-in. 
chest  x-ray.  The  diagnosis  was  completed 
by  a thorough  physical  examination,  includ- 
ing history,  sputum  test,  and  a 14-in.  x 17-in. 
x-ray  film.  In  this  group,  1,633,  or  2.3  per 
cent,  showed  reinfection  tuberculosis.  Of 
this  number  1,486  were  classified,  as  follows : 
70.5  per  cent  minimal,  23.8  per  cent  moder- 
ately-advanced, and  5.7  per  cent  far-ad- 
vanced. This  survey  also  showed  that  the 
prevalence  of  tuberculosis  increases  with 
age;  Among  white  males  between  the  ages 
of  15  to  19,  the  incidence  was  0.3  per  cent;  at 
the  age  of  65  or  over,  the  incidence  was  9.4 
per  cent.  The  findings  for  colored  males  and 
for  white  and  colored  females  were  similar. 

Another  finding  was  cardiovascular  abnor- 
malities in  1,409  or  2 per  cent  of  those  x- 
rayed.  This  was  subdivided  as  follows : 
widened  aorta,  0.9  per  cent;  aneuiysm,  0.1 
per  cent;  heart  disease  as  evidenced  by  al- 
teration in  size  or  shape  of  heart  shadows, 
0.8  per  cent;  and  miscellaneous  other  abnor- 
malities 0.1  per  cent. 

The  other  report  tells  of  the  case-finding 
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project  of  the  Industrial  Health  Program  of 
Los  Angeles,  conducted  from  May  1943 
through  February  1946,  in  which  63,398  per- 
sons had  4x5  chest  x-rays  taken.  This  re- 
port features  heart  disease  in  the  case-find- 
ing program,  and  the  author,  Howard  F. 
West,  makes  these  statements: 

1.  “Hundreds  of  x-ray  films  of  the  chest 
are  being  recorded  daily  throughout  the  na- 
tion and  are  accepted  as  the  most  accurate 
and  rapid  procedure  for  detecting  early  tu- 
berculosis. 

2.  One  of  the  most  important  tools  of  the 
cardiologist  is  the  x-ray.  By  means  of  this 
medium  he  gains  important  information  as 
to  the  size,  shape,  position,  and  general  con- 
tour of  both  the  heart  and  the  great  blood- 
vessels leading  to  and  from  it. 

3.  Disease  of  the  heart  is  shown  on  these 
films  whenever  the  damaging  process  has 
produced  an  enlargement  of  any  or  several 
of  its  chambers  or  of  the  great  vessels. 

4.  It  is  generally  accepted  that  an  en- 
larged heart  is  an  abnormal  heart,  though 
the  converse  is  not  necessarily  true. 

5.  Gross  abnormalities  of  the  heart  image 
are  as  easily  detectable  on  these  small  films 
as  they  are  on  the  standard  14-in.  x 17-in. 

In  this  series  of  over  63,000  the  interpreta- 
tion of  suspected  tuberculosis  was  2.7  per 
cent,  and  of  suspicious  heart  abnormalities, 
2.0  per  cent.  A closer  analysis  was  made 
during  a five-month  period  of  8,933  indus- 
trial workers.  This  group  showed  414  total 
suspicious  films,  of  which  151  were  sus- 
picious of  cardiac  abnormality.  At  the  time 
of  this  analysis,  116  persons,  or  77  per  cent, 
had  been  reexamined  and  a final  diagnosis 
obtained.  Of  these  diagnoses,  made  by  pri- 
vate physicians  and  clinics,  87  were  positive 
and  29  were  negative  for  cardiac  disease. 
That  is,  there  was  approximately  75  per  cent 
clinical  confirmation  of  the  cardiac  interpre- 
tations made  by  the  film  readers  (radiolo- 
gists and  chest  specialists).” 

Of  course  the  figures  of  2.3  or  2.7  per  cent 
of  the  total  x-rayed  found  to  be  suspicious 
for  tuberculosis,  and  2 per  cent  suspicious  for 
cardiac  abnormality  may  sound  small,  but 
when  we  consider  the  total  adult  population 
of  this  country,  two  per  cent  would  mean 
quite  a good  many  people,  the  majority  of 
whom  have  no  previous  knowledge  of  the 
fact  that  either  their  heart  or  lungs  are  dis- 
eased. 


Now,  you  may  say  that  x-ray  surveys  are 
all  right  for  large  cities  where  there  is  a 
great  amount  of  industry,  but  what  about 
the  smaller  cities?  In  smaller  cities  a very 
practical  way  to  conduct  chest  x-ray  surveys 
is  in  the  general  hospital.  For  the  past  ten 
or  fifteen  years,  a number  of  hospitals  in  the 
eastern  part  of  the  country  have  been  con- 
ducting the  experiment  of  x-raying  the  chest 
of  all  patients  admitted  to  the  hospital,  when 
it  was  physically  possible  to  do  so.  This 
was  done  regardless  of  the  type  of  sickness 
or  disability  that  brought  the  patient  to  the 
hospital.  The  findings  were  similar  to  those 
that  I have  just  quoted  in  the  two  industrial 
surveys. 

In  order  to  extend  this  practice  of  routine 
hospital  chest  x-ray,  a campaign  was  started 
a year  ago  under  the  auspices  of  the  Ameri- 
can Hospital  Association,  the  National  Tu- 
berculosis Association  and  the  United  States 
Public  Health  Service.  They  advise  that 
every  patient  have  a chest  x-ray,  just  as  he 
has  a routine  blood-count  or  a urinalysis. 
In  large  hospitals  they  advise  the  use  of  the 
miniature  x-ray.  In  small  hospitals,  it  is 
more  economical  to  take  14-in.  x 17-in.  films, 
rather  than  make  a large  investment  in  a 
photofluorograph. 

Dr.  Francis  J.  Weber head  of  the  tuber- 
culosis division  of  the  United  States  Public 
Health  Service,  has  made  this  statement: 
“The  community-wide  chest  x-ray  survey,  a 
technique  of  case  finding  both  rapid  and 
thorough,  is  waging  highly  effective  war 
against  tuberculosis.  The  ultimate  objective 
of  the  tuberculosis  movement  in  the  United 
States  — the  complete  eradication  of  the 
disease  — can  be  attained  through  a com- 
bination of  this  and  other  techniques  if  they 
are  applied  relentlessly  in  a cooperative. 
Nation-wide  program.”  What  Dr.  Weber 
refers  to  chiefly,  when  he  mentions  other 
techniques,  is  the  provision  of  a sufficient 
amount  of  beds  in  tuberculosis  institutions 
to  treat  all  open  cases  of  tuberculosis,  that 
is,  all  patients  with  positive  sputum.  The 
Public  Health  Service  estimates  that  50,000 
more  beds  are  needed  for  this  purpose,  to 
make  a total  of  150,000. 

I shall  now  discuss  briefly  the  case  his- 
tories of  four  patients  who  were  found  to 
have  tuberculosis  by  use  of  the  4x5  film. 
Three  of  the  patients  came  for  x-ray  because 
of  known  contact,  the  fourth  because  of 
symptoms. 

Case  1.  Male,  aged  65.  Treated  for  the  flu  in 
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October,  1946.  Lungs  were  examined  by  the  family 
doctor,  a competent  physician,  and  were  pronounced 
all  right.  This  case  illustrates  that  in  minimal 
tuberculosis  there  are  not  enough  physical  signs 
present  to  lead  to  a correct  diagnosis.  Although  the 
patient  got  over  the  symptoms  of  the  flu,  he  failed 
to  regain  weight  that  he  had  lost,  he  felt  too  weak 
all  winter  to  return  to  work,  and  was  bothered  by  a 
fairly  severe  cough.  He  heard  about  the  miniature 
x-ray  and  came  in  last  April  for  a film,  stating  that 
he  did  not  expect  any  pathology  to  be  found.  His 
x-ray  showed  a small  lesion  in  the  right  apex,  which 
had  already  begun  to  fibrose.  This  is  a relatively 
benign  type  of  tuberculosis,  which  in  many  cases 
heals  without  the  patient  becoming  aware  that  he 
had  tuberculosis.  Many  elderly  patients  like  this 
one,  who  may  have  slight  exacerbations  of  their 
lesion  during  winter  weather,  consider  that  they 
have  only  a winter  bronchitis,  yet  spread  tuberculo- 
sis to  their  grand-children,  who  live  in  the  same 
household. 

Case  2.  Female,  aged  23.  X-rayed  in  small  sur- 
vey because  of  slight  contact  with  a fellow-employe. 
X-ray  showed  a dense,  right,  infra-clavivular  lesion. 
This  patient  preferred  to  rest  at  home,  rather  than 
enter  an  institution  for  treatment.  Clinically  she 
seemed  to  improve,  having  no  fever  or  cough,  and 
gaining  weight.  Serial  x-ray,  however,  showed  a 
slight  increase  in  size  of  the  infiltrate,  and  the  de- 
velopment of  a small  cavity  in  the  center  of  it. 
This  case  shows  how  rapidly  an  infra-clavicular  le- 
sion can  progress  in  a young  patient,  and  shows  the 
advisability  of  early  pneumothorax  treatment. 

Case  3.  Male,  aged  47.  Came  in  for  x-ray  be- 
cause of  the  recent  death  of  a brother,  which  post- 
mortem examination  showed  to  be  due  to  miliary 
tuberculosis.  His  history  disclosed  that  his  first 
wife  had  died  of  tuberculosis  about  twenty  years 
ago.  He  had  a troublesome  cough  at  times,  but  no 
other  symptoms.  X-ray  showed  a small  left  infra- 
clavicular  infiltrate,  sharply  delimited  on  three 
sides,  but  irregular  on  the  medial  aspect,  with 
lymphatics  extending  from  there  to  the  hilum.  In 
a patient  of  this  age,  if  the  lesion  is  sharply  de- 
limited on  all  sides,  one  must  consider  the  possi- 
bility of  carcinoma  of  the  lung. 


Case  4.  Male,  aged  27.  Came  in  for  annual  x-ray 
recheck  because  his  wife  was  under  treatment  for 
tuberculosis  at  the  State  Hospital  at  Kearney.  He 
denied  having  any  symptoms  except  slight  morning 
expectoration.  X-ray  showed  a small  right  infra- 
clavicular  lesion.  Several  sputum  smears  were  pos- 
itive for  tubercle  bacilli.  He  entered  the  State  Hos- 
pital, and  is  now  receiving  pneumothorax  treatment. 

The  fifth  4x5  film  shows  a narrow,  drop-heart,  or 
ptotic  heart,  in  a young  girl.  In  comparison  with 
this  heart  the  great  increase  in  size  of  the  heart  in 
the  remaining  four  films  can  easily  be  seen,  also  the 
tortuous  and  elongated  aorta  in  the  sixth  film.  No 
attempt  at  cardiac  diagnosis  is  made  from  the  film, 
but  the  patient  should  have  a follow-up  complete 
cardiac  study. 

In  conclusion,  chest  x-ray  survey  of  large 
groups  of  the  population  can  be  done  tvith 
relative  rapidity  and  economy  by  the  use  of 
miniature  films.  Pulmonary  tuberculosis  and 
gross  cardiac  abnormalities  can  be  detected, 
as  tvell  as  pulmonary  or  mediastinal  tumors. 
The  value  of  early  diagnosis  of  such  lesions, 
before  they  produce  symptoms,  is  easily  com- 
prehensible. The  particular  value  of  the  early 
diagnosis  of  tuberculosis,  from  the  stand- 
point of  contagion,  will  also  be  readily  recog- 
nized. 
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Following  a ten  year  study  of  4,000  chil- 
dren suffering  from  sinus  infections,  Donald 
R.  Laing,  M.  D.,  of  Pasadena,  California,  be- 
lieves that  x-rays  provide  the  most  effective 
method  of  treatment. 

Writing  in  the  January  issue  of  RADIO- 
LOGY, a monthly  journal  published  for  phy- 
sicians specializing  in  clinical  radiology. 
Doctor  Laing  says  that  x-ray  treatment  for 
'‘sub-acute  sinusitis  in  children  is  easy  on 
the  mother  and  child  and  is  an  extremely 
effective  method  of  ridding  the  patient  of 
the  infection.” 

Claiming  that  no  child  is  too  young  to 


have  sinus  trouble.  Doctor  Laing  says  the 
infection  is  often  overlooked  and  that  many 
times  it  is  passed  off  as  a lingering  cold. 

“When  a child  has  an  upper  respiratory 
infection  that  lasts  for  more  than  five  or 
six  days,”  he  writes,  “the  infection  is  cer- 
tainly not  an  ordinary  head  cold.  Involve- 
ment of  the  sinuses  is  to  be  strongly  sus- 
pected.” 

The  author  says  that  in  most  cases  it  is 
difficult  for  a doctor  to  treat  sinus  infection 
in  children  in  the  age  group  of  four  to  seven. 
Many  of  the  children  will  not  submit  to  nasal 
packs  and  all  of  them  rebel  at  irrigations. 


Infantile  Toxoplasmic  Encephalitis 
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Human  infections  with  Toxoplasma,  while 
still  considered  rare,  have  been  reported  in 
increasing'  numbers.  As  yet,  there  are  many 
problems  concerning-  the  pathogenesis  and 
epidemiology  of  the  disease  that  remain  un- 
answered At  this  time  any  reasonably 
well  substantiated  case  of  toxoplasmosis 
probably  warrants  reporting  with  the  hope 
that  as  additional  clinical  and  laboratory 
data  are  accumulated,  progress  will  be  made 
in  completing  the  story  of  such  infections  in 
man.  Our  report  concerns  the  case  of  a new- 
born infant  with  toxoplasmic  encephalitis 
and  presents  unusual  features  relating  to  the 
mother’s  previous  and  subsequent  obstetrical 
history  and  serologic  reactions  in  both  par- 
ents. 

Zuelzer has  well  summarized  the  four 
types  of  toxoplasma  infection  now  recognized 
as  occurring  in  man:  a,  a congenital  type 
with  onset  in  utero,  chiefly  appearing  as  neo- 
natal encephalomyelitis,  often  fatal  within 
the  first  few  weeks  of  life,  but  sometimes 
asymptomatic  until  later  infancy  or  child- 
hood; b,  an  acquired  encephalitic  type  in 
older  children ; c,  an  acute  febrile  disease  of 
the  “typhus  or  spotted  fever”  type,  occurring 
in  adults;  d,  a latent  asymptomatic  type 
recognized  only  by  the  presence  of  neutraliz- 
ing antibodies  in  the  serum,  occurring  in 
adults  and  probably  also  in  children. 

The  first  human  case  of  toxoplasmosis  in 
this  country  (third  case  ever  reported  in 
man)  was  reported  by  Wolf  and  Co  wen  in 
1937(10)^  Sabin^®>  had  previously  worked 
with  Toxoplasma  in  animals  and  his  studies 
with  the  human  strain  revealed  that  it  was 
identical  with  the  animal  forms.  Since  the 
original  report,  the  same  authors  have  re- 
ported additional  cases^^, 11.12  and  i3)  have 

Sabin Pinkerton  and  Henderson^^b  Stein- 
er and  Kaump^'^b  Weinman^^),  Zuelzer^^^b 
Tomlinson^^>  and  others,  until  Zuelzer  in 
1944  found  that  thirty-five  cases  had  been 
reported.  Callahan  et  aP^>  discuss  in  detail 
eighteen  cases  of  infantile  toxoplasmosis,  in- 
cluding five  of  his  own. 

In  the  infantile  forms,  the  clinical  manifes- 
tations usually  become  apparent  shortly  af- 


ter birth.  Hydrocephalus,  microcephaly, 
chorio-retinitis,  convulsions,  atypical  “menin- 
gitis” or  encephalitis  and  evidences  of  cere- 
bral calcification  are  the  more  commonly  re- 
lated findings.  In  these  infantile  cases,  even 
when  the  first  signs  occur  immediately  after 
birth,  the  histopathology  of  the  brain  lesions 
found  at  autopsy  is  that  of  a chronic  infec- 
tion and  thus  probably  of  intrauterine  origin 

(16,13,14)_ 

In  older  children,  the  disease  may  be  either 
the  late  manifestation  of  a congenital  infec- 
tion or  an  aquired  type^^-^A.B)^  Here  too,  the 
symptoms  and  findings  reported  are  mainly 
associated  with  the  central  nervous  system. 
Cerebral  calcification,  convulsions,  atjrpical 
“meningitis”  and  encephalitis  being  most 
common. 

The  cases  reported  in  adults^2,3)  have  a 
very  different  distribution  of  lesions  with 
most  of  the  findings  being  in  extraneural 
tissues,  especially  the  lungs. 

The  fourth  group  of  cases,  those  individ- 
uals with  neutralizing  antibodies  in  the  se- 
rum and  no  sign  of  active  disease,  are  as  yet, 
most  baffling.  Whether  they  represent 
acquired  or  congenital  infections  that  have 
healed,  or  whether  the  patients  harbor  a 
latent  infection,  are  questions  still  not  com- 
pletely answered.  Tomlinson(^>  in  a recent 
communication  reports  a patient  who  had  no 
symptoms  referable  to  toxoplasma  infection, 
yet  anatomically  had  parasites  in  brain  and 
myocardium.  This  is  good  evidence  in  favor 
of  a chronic  state  of  human  toxoplasmic  in- 
fection. 

CASE  REPORT 

The  case  we  wish  to  report  concerns  a newborn 
female  infant.  The  child,  calculated  to  be  at  full 
term  and  measuring  48.5  cm.  (19  inches)  in  length, 
was  noticeably  weak,  thin,  and  weighed  only  2050 
grams  (4  lbs.  — 11  oz.)  at  birth.  The  usual  signs 
of  prematurity  were  absent.  The  chest  appeared  de- 
formed with  an  increased  anterior-posterior  diame- 
ter. The  skin  was  wrinkled  and  showed  a slight 
icteric  tint.  Respirations  were  irregular  and  sug- 
gested some  weakness  of  the  musculature  of  chest 
and  abdomen.  The  cry  was  feeble  and  the  child  be- 
came cyanotic  within  the  first  hour  of  life.  Muscu- 
lar twitching  was  noticeable  after  twelve  hours  and 
definite  generalized  convulsions  began  intermittently 
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after  fifteen  hours  of  life.  The  child  had  been  placed 
in  an  incubator  after  birth,  given  continuous  oxygen 
and  stimulants,  but  expired  eighteen  hours  after 
birth. 

An  autopsy  was  performed  on  the  unembalmed 
body  one  hour  after  death.  The  gross  findings  were 
not  particularly  remarkable.  There  was  generalized 
emaciation  of  an  otherwise,  apparently  full  term 
infant.  The  thoracic  cage  appeared  elongated  in 
the  anterior-posterior  diameter.  (Postmortem  roent- 
genograms of  skeleton  showed  no  particular  ab- 
normalties  of  long  bones  or  vertebrae).  There  were 
a few  epicardial  petechial  hemorrhages  present.  The 
lungs  showed  marked  unexpansion  (so-called  con- 
genital atelectasis)  and  some  congestion.  The 
spleen  and  liver  were  grossly  normal.  The  gastro- 
intestinal tract  was  negative,  as  were  adrenals, 
kidneys  and  pelvic  viscera.  The  neck  organs,  re- 
moved en  masse,  were  entirely  normal.  The  scalp 
was  normal,  but  there  were  large  areas  lacking 


gested  toxoplasmosis.  Careful  search  for  parasitic 
bodies  was  at  first  disappointing.  A few  aggregates 
of  parasitic  bodies  (cyst-like  aggregates)  were  iden- 
tified in  areas  adjacent  to  the  actual  inflammatory 
reaction,  (figure  4)  but  were  considered  insufficient 
to  establish,  with  certainty,  the  diagnosis  of  toxo- 
plasmosis on  a morphologic  basis. 

The  microscopic  studies  of  other  organs  revealed 
no  such  inflammatory  reaction  and  no  parasites.  The 
lungs  showed  a patchy  atelectasis  with  focal  hemorr- 
hagic edema  and  bronchopneumonia.  Extramedullary 
hematopoiesis  was  not  present  to  any  significant 
degree. 

SEROLOGIC  DATA 

Frozen  serum  samples  obtained  from  both  the 
father  and  mother  about  one  month  after  the  death 
of  the  child,  were  sent  to  Dr.  Wm.  P.  Callahan,  Jr., 
Department  of  Pathology,  Washington  University, 
School  of  Medicine,  St.  Louis,  Missouri.  Neutraliza- 


Figures  1 and  2. 


(H.  & E.  X 600).  Brain  showing  subcortical  chronic  granulomatous  inflammation  of  perivascular 
distribution  and  (Fig.  1)  with  flecks  of  calcific  debris. 


ossification  in  the  membraneous  bones  of  the  skull. 
The  cerebro-spinal  fluid  was  slightly  icteric  and 
the  arachnoidal  vessels  were  congested  and  promi- 
nent. The  convolutional  pattern  appeared  normal 
for  this  age,  and  multiple  coronal  sections  showed 
no  gross  abnormalities.  The  spinal  cord  was  not 
examined.  The  placenta  was  not  available  for  gross 
or  microscopic  study. 

The  microscopic  examination  of  the  tissues  re- 
vealed findings  of  particular  interest  in  the  brain 
(figures  1,  2,  3,  4).  Sections  revealed  focal  areas  of 
chronic  inflammation  with  calcification  in  the  sub- 
cortical areas  of  the  cerebrum.  The  cellular  reaction 
consisted  chiefly  of  lymphocytes  and  large  mononu- 
clear cells  with  occasional  polymorphonuclear  cells. 
Small  flecks  of  calcific  material  were  present 
throughout  these  areas.  The  reaction  was  perivas- 
cular in  part  and  the  adjacent  brain  tissue  showed 
focal  degenerative  changes.  There  appeared  to  be 
an  increased  cellularity  in  the  overlying  meninges  of 
a fibroblastic  type. 

A chronic  encephalitis  with  beginning  calcifica- 
tion, occurring  in  a newborn  infant,  naturally  sug- 


tion  tests  for  toxoplasmosis  on  their  sera  were  re- 
ported by  him  as  exhibiting  a protective  titer  signif- 
icantly in  excess  of  controls  and  indicating  . . that 
both  have  or  have  had  toxoplasmic  infection”.  The 
sera  were  rechecked  by  him  about  ten  weeks  later 
and  the  mother’s  titer  was  the  same,  whereas,  the 
father’s  serum  failed  to  show  neutralizing  antibodies 
(this  latter  serum  had  partially  thawed  in  transit). 

Careful  physical  examination  of  both  parents,  in- 
cluding study  of  eye  grounds,  failed  to  produce  any 
clinical  evidence  of  disease  in  either  parent. 

Six  months  after  the  birth  of  the  child,  serum 
from  a pet  dog  which  had  resided  with  the  family 
was  tested  for  neutralizing  antibodies  for  toxoplas- 
ma and  none  were  demonstrated. 

OBSTETRICAL  HISTORY 

The  mother  was  25  years  of  age  and  had  had  a 
normal  gestational  course  prior  to  her  entrance  to 
the  hospital  for  delivery.  Labor  was  about  five  and 
one-half  hours  in  duration  and  entirely  uncompli- 
cated. Her  post-partum  course  was  likewise  un- 
eventful. The  mother’s  past  history  revealed  that 
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she  had  had  one  previous  pregnancy  which  terminat- 
ed in  the  fourth  month  as  a placental  mole.  This  had 
occurred  thirteen  months  prior  to  the  present  hos- 
pitalization. She  had  had  a uterine  curettage  at  that 
time.  A review  of  the  tissue  sections  was  made  on 
material  from  the  hydaditiform  mole  obtained  by 
surgical  evacuation  of  the  uterus  of  this  mother  at 
the  time  of  termination  of  her  first  pregnancy. 
There  were  focal  inflammatory  areas  present  with 
some  calcification,  but  no  parasitic  bodies  or  changes 
diagnostic  of  toxoplasma  infection  were  seen. 

It  was  then  our  good  fortune  to  have  opportunity 
to  follow  this  same  mother  through  a subsequent 


Figures  3.  (H.  & E.  600).  Brain,  showing  extreme  edema 

in  areas  not  directly  involved  in  inflammatory  reaction. 

pregnancy  beginning  about  four  months  after  the 
death  of  the  child  with  infantile  toxoplasmosis  and 
terminating  thirteen  months  after  the  above  episode. 
The  mother’s  health  was  excellent  throughout  the 
prenatal  period.  After  a normal  labor,  she  delivered 
a full  term  male  infant,  weighing  3750  grams  (7  lbs. 
9 oz.).  The  placenta  and  cord  were  grossly  and 
histologically  normal.  Her  post-partum  course  was 
uneventful.  The  husbands  health  had  remained  ex- 
cellent since  the  time  of  previous  physical  examina- 
tion. The  infant  was  clinically  a normal,  healthy 
newborn.  Roentgenograms  of  the  skull  were  entire- 
ly negative.  Mother  and  baby  were  dismissed  on  the 
11th  day  of  post-partum,  in  excellent  condition. 

A recent  follow-up  letter  reveals  that  this  child, 
now  twenty-eight  months  old,  is  in  excellent  health 
and  has  developed  normally.  Another  child,  born 
elsewhere,  to  these  parents  is  also  apparently  nor- 
mal. 

COMMENT 

Inasmuch  as  many  of  the  cases  of  toxo- 
plasmosis reported  in  the  literature  as  well 
as  the  case  presented  here,  depend  at  least  in 
part  on  the  neutralization  test  for  diagnosis, 
an  evaluation  of  the  reliability  of  that  test  is 
important.  If  the  method  of  Sabin  is  follow- 
ed(6)  as  was  done  in  this  case,  the  sensitivity 
of  the  test  is  of  little  practical  importance. 


since  in  every  case  a comparison  with  control 
solutions  is  carried  out.  The  specificity,  as 
yet,  has  probably  not  been  checked  by  suf- 
ficiently large  numbers  of  tests  to  determine 
the  possible  protective  action  of  a certain 
number  of  sera  from  the  general  population 
due  to  non-specific  antibodies.  Since  the 
question  of  latent  or  chronic  toxoplasma  in- 
fection is  still  unsolved,  it  is  difficult  to  ex- 
plain adequately  the  relatively  large  numbers 
of  asymptomatic  cases  (i.e.  those  with  neu- 
tralizing antibodies  in  their  serum).  Our  case 
report  indicated  neutralizing  antibodies  for 
toxoplasma  in  both  the  father  and  the  moth- 
er, and  yet  neither  parent  gave  any  clinical 
evidence  of  disease.  Furthermore,  the  moth- 
er’s serum  titer  was  known  still  to  be  high 
approximately  two  weeks  prior  to  the  esti- 
mated date  of  a subsequent  conception.  This 
latter  pregnancy  was  entirely  normal  and  the 
newborn  infant  was  apparently  healthy.  This 
child  may  yet  develop  signs  of  toxoplasma 
infection,  but  at  least  the  event  of  its  birth 
shows  that  mothers  of  toxoplasma  infected 
infants  may  subsequently  have  a normal 
gestation  and  an  apparently  normal  child,  af- 


Figure  4.  (Cresyl  violet  x 950).  Two  possible  cyst-like  ag- 
gregates of  toxoplasmas  in  brain,  adjacent  to  areas  of  actual 
granulomatous  inflammation.  (See  text). 


ter  maintaining  neutralizing  antibodies  in 
the  serum  up  to  the  time  of  conception. 

The  question  of  the  mode  of  transmission 
is  the  next  point  deserving  of  comment. 
Certainly,  the  character  of  the  brain  lesions 
in  the  infant  dying  eighteen  hours  after 
birth  are  of  such  chronicity  as  to  establish 
the  intrauterine  origin  of  the  lesions.  This 
is  similar  to  many  of  the  previously  reported 
cases  of  infantile  toxoplasmosis.  Our  case 
offers  the  possibility  of  speculation  regard- 
ing the  significance  of  the  placental  mole 
prior  to  the  birth  of  the  infected  infant.  Was 
toxoplasma  infection  present  in  the  mother 
at  that  time,  and  did  it  play  any  role  in  the 
termination  of  the  first  pregnancy  ? Our 
tissue  studies  did  not  furnish  proof  of  this 
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possibility.  Did  the  operative  procedure  on 
the  uterus  at  that  time  offer  a portal  of  en- 
try for  the  infection  later  transmitted  to  the 
developing  ovum?  Certainly,  we  have  no 
answer  for  this  question.  More  studies  of 
the  placenta  from  cases  of  infantile  toxo- 
plasma infections  acquired  in  utero  would 
be  helpful  in  answering  the  question  of 
transmission.  Our  efforts  to  incriminate  the 
family  dog  (based  on  knowledge  of  the  dog 
as  one  of  the  several  natural  harborers  of 
Toxoplasma)  were  of  no  avail. 

SUMMARY 

A brief  review  of  the  literature  pertaining 
to  human  toxoplasmosis  has  been  presented, 
followed  by  report  of  a case  of  infantile  toxo- 
plasmic encephalitis  with  morphologic  and 
serologic  data.  The  unusual  features  of  the 
serologic  findings  in  the  parents  and  the  pre- 
vious and  subsequent  obstetrical  history  of 
the  mother  were  discussed  in  the  light  of  our 
present  conception  of  the  disease  in  human 
beings. 
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ELECTRIC  SHOCK  USED  TO  REVIVE  BOY 

How  electric  shock  brought  about  complete  re- 
covery in  a patient  whose  heart  action  resembled 
that  of  a dying  man  is  described  in  the  December  13 
issue  of  The  Journal  of  the  American  Medical  Asso- 
ciation. The  article  is  by  C.  S.  Beck,  M.  D.,  W.  H. 
Pritchard,  M.  D.,  and  H.  S.  Feil,  M.  D.,  Cleveland, 
from  the  Departments  of  Surgery  and  Medicine  of 
Western  Reserve  University  School  of  Medicine  and 
from  Lakeside  Hospital. 

The  patient,  a 14  year  old  boy,  was  undergoing 
a chest  operation.  During  the  closure  of  the  incision 
his  pulse  suddenly  stopped  and  blood  pressure 
sounds  could  not  be  heard.  The  boy  apparently  was 
dead.  Immediately  the  incision  was  reopened  and 
manual  massage  of  the  heart  begun.  At  the  end  of 
35  minutes  of  massage  and  mechanical  respiration 
some  heart  action  could  be  detected,  but  the  ex- 
tremely irregular  rythm  showed  that  the  individual 
fibers  of  the  muscle  of  the  ventricles  were  acting 
independently  of  the  rest  of  the  heart.  This  is  the 
condition  found  just  before  death  in  50  per  cent  of 
all  patients. 

A normal  rythm  was  restored  by  two  series  of 
electric  shocks,  applied  directly  to  the  exposed  heart, 
while  manual  massage  maintained  an  adequate  cir- 
culation at  all  times.  The  boy  made  a complete  re- 


covery without  damage  to  his  heart  or  nervmus  sys- 
tem. 


SCHERING  AGAIN  REDUCES  HORMONE 
PRICES 

Again  the  initiative  in  effecting  major  reductions 
in  the  cost  of  vitally  needed  hormones  has  been  tak- 
en by  Sobering  Corporation.  Prices  for  Pranone 
(anhydrohydroxy-progesterone)  and  Proluton  (crys- 
talline progesterone)  have  been  lowered  25  per  cent 
as  a result  of  economies  gained  from  greatly  ex- 
panded production  facilities  and  new  manufacturing 
technics  in  the  Sobering  plants  at  Bloomfield  and 
Union,  N.  J.  This  is  the  fourth  major  price  drop 
for  Sobering  hormones  within  a year. 

Mr.  Francis  C.  Brown,  president  of  Sobering,  has 
announced  these  decreases  in  cost  as  part  of  the 
company’s  program  designed  to  make  potent  hor- 
mones available  for  the  treatment  of  many  more 
persons  in  need  of  their  benefits.  Pranone  and 
Proluton,  progestational  hormones  officially  recog- 
nized by  the  United  States  Pharmacopoeia,  are  em- 
ployed to  protect  pregnancy.  Many  hundreds  of 
thousands  of  potential  abortions  have  been  carried 
successfully  to  term  through  their  effective  use. 
They  are  also  employed  for  a wide  variety  of  other 
indications. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  state  office  of  Vocational  Rehabilita- 
tion has  approved  the  new  fee  schedule  in  its 
entirety. 


The  examination  by  the  Medical  Examin- 
ing Board  will  be  held  at  the  College  of  Medi- 
cine, University  of  Nebraska,  Omaha,  April 
5,  6,  7,  1948.  Applications  will  be  received 
by  the  Bureau  of  Examining  Boards,  Capitol 
Bldg.,  Lincoln,  until  March  17,  1948. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  in 
Washington,  D.  C.,  by  the  American  Board  of  Ob- 
stetrics and  Gynecology  from  Sunday,  May  16, 
through  Saturday,  May  22,  1948.  The  Shoreham 
Hotel  in  Washington  will  be  the  headquarters. 
Formal  notice  of  the  exact  time  of  each  candidate’s 
examination  will  be  sent  him  several  weeks  in  ad- 
vance of  the  examination  dates.  Hotel  reservations 
may  be  made  by  writing  direct  to  the  Shoreham 
Hotel. 

Candidates  for  re-examination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
not  later  than  April  1,  1948. 

Applications  are  now  being  and  will  be  received 
until  November  1,  1948  for  the  1949  examinations. 
For  further  information  and  application  blanks  ad- 
dress Paul  Titus,  M.D.,  Secretary,  1015  Highland 
Building,  Pittsburgh  6,  Pennsylvania. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

Practical  Examinations — 1948:  Baltimore,  May 
20-25th;  Chicago,  October  6-9th. 

Written  Qualifying  Tests  will  be  held  annually, 
probably  in  January  of  each  year.  Applicants  for 
the  January  1949  Written  Qualifying  Test  must  be 
filed  with  the  Secretary  before  July  1,  1948. 

Executive  Office:  Cape  Cottage,  Maine. 


Establishment  of  a number  of  teaching 
and  research  fellowships  in  the  field  of  tu- 
berculosis by  the  National  Tuberculosis  As- 
sociation was  announced  today  by  Dr.  Es- 
mond R.  Long,  director  of  the  NTA’s  Division 
of  Research.  The  action  was  recommended 
by  the  executive  committee  of  the  NTA’s 
medical  section,  the  American  Trudeau  So- 
ciety. 

Annual  stipends  for  the  fellowships  will 
range  from  $2,400  to  $3,200,  according  to 
Dr.  Long.  Provisions  will  also  be  made  for 
laboratory  fees  and  incidental  expenses  of 
like  character. 
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The  fellowships  will  be  limited  to  gi'adu- 
ates  of  American  schools  for  teaching  and 
investigation  in  the  United  States.  While 
preference  will  be  given  to  applicants  with 
a Doctor  of  Philosophy  or  Doctor  of  Medi- 
cine degi’ee,  fellowships  will  not  be  restrict- 
ed to  the  holders  of  these  degrees. 

Applications  will  be  considered  in  the 
fields  of  pathology  and  bacteriology,  clinical 
medicine,  epidemiology  and  social  statistical 
research.  Applicants  may  elect  the  insti- 
tutions in  which  they  wish  to  study. 

Persons  interested  in  obtaining  a fellow- 
ship should  widte  to  Dr.  James  E.  Perkins, 
managing  director.  National  Tuberculosis 
Association,  1790  Broadway,  New  York  19, 
N.  Y.,  for  further  information. 


NEWS  and  VIEWS 


Dr.  Bryant  H.  Simpson,  a former  Lincoln 
resident,  gi’aduate  of  the  University  of  Ne- 
braska Medical  College,  died  in  San  Diego, 
Calif.,  January  22,  1948,  at  the  age  of  62. 


Dr.  William  D.  Heaton,  former  Wahoo 
resident,  gi’aduate  of  the  University  of  Ne- 
braska and  Rush  Medical  Colleges,  died  in 
New  York  at  the  age  of  58.  Dr.  Heaton  was 
medical  director  for  a New  York  life  insur- 
ance company. 


Dr.  Carl  Gruenwald,  staff  physician  for 
the  State  Hospital  for  Tuberculous,  died  on 
February  2,  1948.  Dr.  Gruenwald  was  a 
graduate  of  the  University  of  Leipzig  Medi- 
cal College. 


Featured  in  the  news  recently  was  the 
death  of  Dr.  A.  M.  Harris,  graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1939.  Dr.  Hams  was  pathologist  at 
Sioux  Falls,  South  Dakota.  Shortly  before 
his  death  he  had  reported  on  a test  for 
malignancy  which  was  based  on  the  pres- 
ence in  the  urine  of  a hyaluronidase.  His 
work  was  reported  in  the  January  issue  of 
South  Dakota  Medicine  and  Pharmacy.  Dr. 
Harris  died  on  January  28,  1948,  of  malig- 
nancy of  the  brain. 


A central  office  for  orthopaedic  surgery 
in  the  U.  S.  has  been  established  in  Lincoln, 
Nebr.,  under  the  direction  of  Dr.  J.  E.  M. 
Thomson,  it  was  announced  recently. 


In  an  address  before  the  American  Acad- 
emy of  Orthopaedic  Surgeons,  Dr.  Rex  L. 
Diveley,  Kansas  City,  Mo.,  national  presi- 
dent, said  the  central  office  is  being  set  up 
temporarily  in  Lincoln  to  advance  ortho- 
paedic surgery  in  all  its  phases  and  will 
act  as  an  information  clearing  house. 

The  office  is  being  established  with  the 
support  of  four  orthopaedic  groups — Amer- 
ican Orthopaedic  association,  the  orthopaedic 
section  of  the  Amertcan  Medical  association, 
the  American  Board  of  Orthopaedic  Surgery 
and  the  Central  States  Orthopaedic  associa- 
tion. 


A mental  hygiene  clinic  has  been  set  up 
as  part  of  the  medical  division  of  the  Omaha 
veterans  administration  office. 

Dr.  LaVeme  C.  Strough,  a graduate  of 
the  University  of  Nebraska  and  a specialist 
in  psychiatry,  heads  the  clinic  staff  of  five. 

The  clinic  occupies  ten  rooms  on  the  fifth 
floor  of  the  Federal  building  and  the  staff  is 
equipped  to  care  for  40  patients  with  service- 
connected  neuropsychiatric  conditions. 


Nebraska  received  $10,509,719  from  the  federal 
government  in  the  year  ended  last  June  30  to  aid 
in'  carrying  out  health,  welfare,  education,  social 
security  and  vocational  rehabilitation  programs,  the 
federal  security  agency  reported  in  January. 

Federal  outlays  for  old  age  assistance  accounted 
for  $6,296,000  of  the  $10,509,719  received.  Under 
the  federal  system  of  old  age  and  survivors’  in- 
surance a sum  of  $1,970,000  was  also  provided. 
That  system  affords  a monthly  income  to  workers 
and  their  families  when  the  worker  retires  at  65 
or  later,  and  to  his  family  when  he  dies. 

Another  $885,000  went  to  Nebraska  for  aid  to 
dependent  children,  and  $118,000  for  aid  to  the 
needy  blind. 

The  state  itself  finances  actual  payments  under 
the  Nebraska  unemployment  compensation  pro- 
gram, but  the  federal  goveimment  contributed  $175,- 
000  to  cover  the  cost  of  administering  it. 

Other  federal  contributions  received  in  Nebraska 
under  FSA  programs: 

Health  and  welfare  services  to  mothers  and  chil- 
dren, $330,500;  local  health  departments  and  other 
general  public  health  services,  $128,359;  prevention, 
treatment  and  control  of  tuberculosis,  $54,157;  con- 
trol of  venereal  disease,  $60,015;  vocational  re- 
habilitation, $132,226.50;  vocational  education,  $240,- 
958,  and  land  grant  college  program,  $85,017. 


Dr.  Morris  Fishbein,  editor  of  the  A.M.A. 
Journal,  recently  was  awarded  a Certificate 
of  Merit  by  President  Truman  in  recognition 
of  his  “outstanding  efforts  as  Chainnan  of 
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the  Committee  on  Information  of  the  Na- 
tional Research  Council,  which  proved  to  be 
an  invaluable  contribution  to  the  war  effort 
of  the  United  States.” 

In  notifying  Dr.  Fishbein  of  the  ward, 
Commander  G.  E.  Pierce,  of  the  U.  S.  Navy, 
secretary  of  the  Civilian  Awards  "Board  in 
Washington,  said  it  is  given  to  “civilians  for 
outstanding  fidelity  and  meritorious  conduct 
which  aided  in  the  war  effort  against  com- 
mon enemies  of  the  United  States  and  its 
allies  in  World  War  II.” 

The  Certificate  of  Merit  was  presented  to 
Dr.  Fishbein  at  a brief  ceremony  in  the 
A.M.A.  headquarters  building  with  Rear  Ad- 
miral J.  Carey  Jones,  Commandant;  Rear 
Admiral  F.  L.  Conklin,  M.C.,  District  Medical 
Officer,  and  other  prominent  Navy  person- 
nel from  the  Ninth  Naval  District  at  Great 
Lakes,  111.,  in  attendance. 


At  the  annual  business  meeting  of  the 
Nebraska  Cancer  Research  and  Educational 
Society  held  in  Lincoln,  February  15th,  1948, 
the  Society  officially  commended  Dr.  W. 
H.  Petty,  Director  of  the  State  Department 
of  Health  for  his  splendid  cooperation  with 
our  Society  and  with  the  American  Cancer 
Society  during  the  past  year  in  the  work  of 
these  groups.  It  was  suggested  that  a note 
in  regard  to  this  action  be  included  in  the 
Nebraska  State  Medical  Journal. 

Dr.  Charles  Way  of  Wahoo,  was  elected 
President-Elect ; Dr.  Frank  Townsend  of 
Omaha,  Secretary ; Dr.  T.  D.  Boler  of  Omaha, 
Advisor  and  Dr.  Lucien  Stark  of  Norfolk, 
Treasurer. 


Ten  world  medical  and  research  authorities  on 
poliomyelitis  were  recently  named  presiding  officers 
for  plenary  sessions  of  the  First  International 
Poliomyelitis  Conference  to  be  held  in  New  York 
City  July  12  to  17. 

Hart  E.  Van  Riper,  M.D.,  medical  director  of  the 
National  Foundation  for  Infantile  Paralysis  who  is 
general  chairman  of  the  conference,  also  announced 
subjects  for  the  sessions.  He  said  these  “were 
selected  to  give  the  most  complete  discussions  pos- 
sible on  research  on  the  disease  and  methods  of 
treatment  approved  by  recognized  medical  stand- 
ards.” 

Each  of  the  presiding  officers  will  be  assisted  by 
a j)anel  composed  of  international  authorities  who 
have  done  especial  work  on  particular  phases  of  the 
problem.  Papers  on  polio  will  be  presented  at  each 
session  and  followed  by  open  discussions. 

Summaries  of  polio  problems  in  other  countries 
wull  be  presented  by  official  delegates  who  have 


been  invited  to  represent  their  governments.  In- 
vitations have  been  extended  through  the  State  De- 
partment to  more  than  60  nations.  In  addition, 
some  20  other  medical  and  scientific  authorities 
from  abroad  will  participate  in  the  program. 

Delegates  to  the  conference  will  be  divided  into 
three  categories  including  the  official  government 
delegates;  institutional  delegates  representing  in- 
vited universities,  societies  and  scientific  and  phil- 
anthropic organizations  interested  in  research  and 
treatment  of  virus  diseases,  and  member  delegates. 
The  last  group  will  include  physicians  and  other 
scientific  and  professional  persons  qualified  by 
recognized  standards.  A preliminary  announcement 
bulletin  outlining  plans  for  the  conference  is  being 
sent  to  recognized  professional  persons  inviting 
them  to  attend  as  member  delegates. 

Dr.  Van  Riper  noted  that  “work  must  be  done 
on  an  international  scale  to  reach  a higher  degree 
of  comparability  of  all  problems  presented  by  the 
disease,  its  treatment  and  research. 

“Collection  of  local  detailed  epidemiological  and 
immuniological  studies  from  all  parts  of  the  world 
and  correlation  of  such  studies  has  never  been  ac- 
complished on  the  necessary  scale  before,”  he  said. 

“It  is  planned  that  this  conference  will  serve  as 
a means  of  expediting  distribution  of  vital  knowl- 
edge on  a worldwide  basis. 

“The  first  response  from  medical  and  scientific 
authorities  in  all  countries  who  have  been  invited 
to  participate  in  the  program  has  been  outstanding. 
Many  in  this  country  and  abroad  have  declared  that 
the  problem  has  become  so  serious  that  poliomyelitis 
must  be  considered  on  an  international  basis  with 
complete  pooling  now  and  in  the  future  of  all  infor- 
mation available.” 


HEART  DISEASE  STILL  LEADING 

CAUSE  OF  DEATH  AMONG  DOCTORS 

Fewer  physicians  died  in  1947  than  in 

1946,  on  the  basis  of  the  obituaries  published 
in  The  Journal  of  the  American  Medical  As- 
sociation during  the  year.  According  to  the 
January  24  issue  of  The  Journal,  physician 
deaths  numbered  3,040  in  1947  as  compared 
to  3,358  in  1946  and  2,962  in  1945.  During 

1947,  however,  the  American  Medical  Direc- 
tory Report  Service  received  reports  of 
deaths  of  3,568  physicians  in  the  United 
States  and  possessions,  or  528  more  than 
those  published  in  The  Journal. 

The  average  age  of  the  3,040  whose  obitu- 
aries were  published  was  66.7  years  as  com- 
pared to  66.1  in  1946  and  65.3  in  1945.  As  in 
previous  years,  the  age  group  between  70 
and  74  showed  the  highest  number  of 
deaths : 548.  Two  physicians  lived  to  be 
more  than  100  years  old.  The  number  by 
age  groups  compares  favorably  with  1946 
except  in  the  30  to  34  age  group,  where  43 
deaths  were  recorded  during  1946  as  com- 
pared to  65  during  1947. 

Diseases  of  the  heart  continued  as  the 
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leading  cause  of  death  among  physicians, 
with  a total  of  1,406  recorded.  Coronary 
embolism,  thrombosis  and  occlusion  led  the 
heart  group  with  677  as  compared  to  738 
for  1946.  Deaths  from  angina  pectoris  and 
other  coronary  diseases  in  1947  showed  an 
increase  of  106  to  125 ; deaths  from  diseases 
of  the  myocardium  and  pericardium  in- 
creased from  123  to  152,  and  deaths  from 
other  diseases  of  the  heart  increase  from 
375  to  432.  There  was  a notable  decrease  in 
chronic  valvular  disease  and  rheumatic  heart 
disease  from  28  in  1946  to  10  in  1947. 

Cerebral  hemorrhage,  thrombosis  and  em- 
bolism took  the  lives  of  384  physicians.  Ar- 
teriosclerosis caused  252  deaths,  an  increase 
of  67  over  1946.  Hypertension,  hypertensive 
cardiovascular  disease  and  cardiorenal  dis- 
ease contributed  to  162  deaths,  an  increase 
of  71  over  1946. 

Diseases  of  the  respiratory  system  caused 
168  deaths,  and  319  others  were  attributed 
to  cancer  and  tumors.  There  were  49  deaths 
from  diseases  of  the  nervous  system,  132 
from  diseases  of  the  digestive  system. 
Chronic  nephritis  or  uremia  was  the  com- 
monest cause  of  death  among  diseases  of  the 
genitourinary  system,  with  109  recorded. 

The  suicide  rate  decreased:  40  were  re- 
corded, as  compared  to  55  during  1946.  Sev- 
enteen suicides  were  attributed  to  bullet 
wounds,  seven  to  poisoning,  four  to  cut  ar- 
teries, three  to  drugs,  two  each  to  hanging 
and  gas  and  one  each  to  anesthesia,  jump- 
ing and  burning  to  death ; in  two  the  method 
was  unspecified. 

There  were  five  homicides,  all  due  to 
shooting.  Two  physicians  were  killed  by  un- 
known assailants,  one  in  a holdup,  one  by 
cattle  thieves  and  one  by  his  patient. 

Of  the  159  accidental  deaths,  68  involved 
automobiles.  Five  were  collisions  with 
trains,  one  a collision  with  a streetcar.  Thir- 
teen died  in  airplane  crashes;  nine  were 
drowned,  one  when  his  fishing  boat  went 
over  a dam.  Six  died  of  burns.  One  physi- 
cian was  killed  when  his  tractor  toppled 
down  an  embankment,  and  two  died  in  the 
Wyencoff  Hotel  fire  in  Atlanta,  Ga. 

Among  the  decedents  were  two  former 
vice  presidents  of  the  American  Medical  As- 
sociation and  one  trustee.  Of  the  four  coun- 
cil members,  one  had  been  a chairman.  Eight 
had  been  section  officers,  two  had  served  on 
the  judicial  council  and  30  had  been  members 


of  the  house  of  delegates.  In  the  total  num- 
ber were  34  who  had  been  presidents  of  state 
medical  societies  and  one  president-elect ; 221 
were  or  had  been  presidents  of  county  medi- 
cal societies  as  compared  to  216  for  1946. 

Decedents  included  239  who  had  been 
teachers  in  medical  schools.  Ten  had  been 
deans,  and  167  were  professors  as  compared 
to  122  in  1946.  There  were  106  members  of 
boards  of  education,  193  health  officers,  102 
members  of  boards  of  health,  18  city  council- 
men,  53  coroners,  41  mayors,  25  authors,  22 
legislators,  30  pharmacists,  20  editors,  18 
bank  presidents,  nine  missionaries,  nine 
police  physicians  or  surgeons,  four  post- 
masters, village  presidents  and  dentists,  re- 
spectively, and  two  sheriffs.  One  had  been 
a lawyer  and  one  a justice  of  the  peace. 

Twenty-four  physicians  had  been  mem- 
bers of  the  U.  S.  Public  Health  Service,  21 
with  the  Public  Health  Service  Reserve,  13 
in  the  Indian  Service  and  10  with  the  Vet- 
erans Administration. 

Reports  of  physicians  killed  in  action  and 
dying  in  military  service  during  the  second 
world  war  continued  to  be  cleared  through 
official  military  channels.  Thirty  - three 
were  reported  killed  in  action  as  compared 
to  40  in  1946.  Nine  died  in  the  South  China 
Sea  when  the  Japanese  ship  on  which  they 
were  being  transported  as  prisoners  to  Japan 
was  sunk  Oct.  24,  1944.  Other  locations  of 
death  listed  were  in  the  Philippines,  four; 
the  Pacific,  four ; aboard  ship,  four ; two  each 
in  Germany  and  Okinawa;  one  each  in  Dutch 
New  Guinea,  Iwo  Jima,  Guadalcanal,  Java, 
Netherlands  and  North  Africa. 

Thirty-four  of  the  physicians  whose  deaths 
were  reported  in  The  Journal  died  while  in 
military  service  as  compared  to  128  in  1946. 

The  average  age  of  the  physicians  killed  in 
action  was  31.9  years  as  compared  to  35.2 
in  1946,  and  of  those  who  died  in  military 
service,  37.1  years  as  compared  to  42.8  for 
1946.  Deducting  the  military  deaths,  the 
average  age  at  death  of  the  remaining  physi- 
cians is  67.5  years  for  1947,  the  same  as  for 
1946. 

This  brings  the  total  deaths  of  physicians 
recorded  in  The  Journal  since  the  outbreak 
of  the  second  world  war  on  Dec.  7,  1941,  to 
290  killed  in  action  and  535  who  died  while 
in  military  service,  or  a total  of  825  military 
deaths.  Others  are  in  process  of  being 
cleared  through  official  military  channels 
and  await  publication. 
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WOMAN'S  AUmiARy 


It  is  with  ^eat  pleasure  that  we  announce 
the  organization  of  the  Woman’s  Auxiliary 
to  Scotts  Bluff  County  Medical  Society.  This 
Auxiliary  comprises  Scotts  Bluff  and  Morrill 
Counties. 

Officers  are:  President,  Mrs.  W.  C.  Har- 
vey, Gering;  Vice  President,  Mrs.  F.  T.  Her- 
hahn,  Scottsbluff ; Secretary,  Mrs.  K.  A. 
Ohme,  Mitchell,  and  Treasurer,  Mrs.  W.  E. 
Holmes,  Gering. 

Their  meetings  are  held  the  second  Thurs- 
day of  each  month  at  the  same  time  and 
place  with  the  County  Medical  Society. 

The  organizers  of  this  Auxiliary  are  to  be 
congratulated  on  their  fine  work  and  we 
wish  them  every  success. 


The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  met  Wednesday  eve- 
ning, February  4,  at  Ingleside.  After  din- 
ner with  the  doctors,  the  ladies  had  a busi- 
ness meeting  conducted  by  the  President, 
Mrs.  G.  Paul  Charlton.  Mrs.  A.  A.  Smith 
gave  the  report  of  the  nominating  commit- 
tee. President,  Mrs.  A.  E.  Harrington;  Vice 
President,  Mrs.  R.  E.  Schaeffers;  Secretary- 
Treasurer,  Mrs.  0.  A.  Kostal.  The  report 
was  accepted. 

Mrs.  D.  W.  Kingsley  introduced  Miss  Doro- 
thy Weyer  who  spoke  on  “Customs  in 
China.”  Miss  Weyer  has  just  returned  from 
two  years  in  China  with  UNRRA. 

Mrs.  F.  D.  Lovejoy,  wife  of  the  surgeon  at 
the  Navy  Depot,  was  a guest. 


The  Woman’s  Auxiliary  to  the  Omaha- 
Douglas  County  Medical  Society  will  hold  a 
guest  day  luncheon  March  9 at  1 p.m.  at  the 
Blackstone  Hotel.  Stewart  Campbell  will 
speak  about  “The  Blue  Cross  Hospital  Serv- 
ice Plan  and  the  Blue  Shield  Medical  Care 
Plan  and  the  Pre-Payment  Voluntary  Health 
Care  Plans.” 

MRS.  EARL  C.  MONTGOMERY, 
Publicity  Chairman. 


Dear  Auxiliary  Members: 

The  success  of  any  organization  depends 
on  the  individual  member,  and,  to  do  his 
part,  that  member  should  be  well-informed. 


The  program  chairman  of  the  State  Aux- 
iliary has  urged  the  County  Auxiliaries  to 
foiTn  study  groups  to  become  familiar  with 
the  program  as  outlined  by  the  National 
Chairman. 

Much  material  for  these  study  groups  can 
be  obtained  from  the  “Bulletin.”  The  infor- 
mation is  authentic  and  up-to-date,  as  the 
“Bulletin”  is  published  for  the  sole  purpose 
of  giving  members  authoritative  information 
concerning  all  Auxiliary  activities. 

Members-at-large  who  have  no  auxiliary 
in  their  counties  can  become  an  individual 
auxiliary  and  by  reading  the  “Bulletin,”  se- 
cure the  information  necessary  to  give  ad- 
vice and  assistance  to  the  health  programs 
in  their  communities. 

The  organization  report  of  the  conference 
held  in  Chicago  in  November,  states  that 
Nebraska  has  289  members.  We  have  74 
“Bulletin”  subscribers.  I feel  we  should 
have  many  more.  May  I urge  every  member 
to  send  in  your  subscription  to  your  local 
auxiliary  secretary  or  to  me,  your  state  “Bul- 
letin” chairman,  1130  North  Hastings  Ave- 
nue, Hastings,  Nebraska.  The  subscription 
price  is  $1.00  per  year. 

MRS.  L.  F.  EGEN, 
Bulletin  Chairman. 


The  Lancaster  County  Medical  Auxiliary 
under  the  able  leadership  of  Mrs.  Paul  Royal, 
has  had  a most  successful  winter.  We  have 
several  new  members,  both  in  town  and  at 
the  Veteran’s  Hospital.  Mrs.  Richard  Gar- 
linghouse,  the  program  chairman,  has  out- 
lined a very  interesting  series  of  talks  for 
the  1947-1948  year  on  “Health  in  Our  Com- 
munity.” 

The  November  meeting  was  held  at  the 
home  of  Mrs.  E.  S.  Wegner  and  Dr.  Fred 
Long,  the  new  director  of  the  city-county 
health  unit,  was  the  speaker.  At  the  Janu- 
ary meeting,  which  was  held  at  the  home  of 
Mrs.  F.  A.  Alcorn,  Dr.  Janet  Palmer  spoke 
on  the  “Health  in  the  Public  Schools.” 

A luncheon  meeting  at  the  Y.W.C.A.  was 
held  in  February,  followed  by  an  inspection 
trip  of  the  new  Student  Health  Center  at  the 
University  of  Nebraska. 


The  Woman’s  Auxiliary  to  the  Sixth  Coun- 
cilor District  meets  once  each  month  at  a 
dinner  meeting  followed  by  a business  ses- 
sion and  a social  hour. 
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Mrs.  Arthur  Offerman,  Omaha,  Public 
Relations  Chairman  was  a guest  at  our  Octo- 
ber meeting,  when  we  held  a joint  meeting 
j with  the  doctors.  Dr.  Offerman  explained 
the  “Nebraska  Medical  Service”  to  the 
group. 

At  the  November  meeting,  the  president 
gave  a report  of  the  Chicago  Conference, 
which  she  and  Mrs.  Grier,  state  president, 
attended  on  November  6th  and  7th.  Mrs. 
Brown  of  Lincoln  was  a guest,  and  told  us 
about  the  Lincoln  Auxiliary  and  their  work. 

For  the  February  meeting,  each  member 


has  been  asked  to  inform  themselves  about 
the  American  Medical  Association,  and  bring 
some  fact  for  discussion. 

Our  principal  idea  is  to  promote  friendli- 
ness and  become  better  acquainted  with 
each  other  as  women  interested  in  the  same 
thing. 

Our  meetings  are  held  at  6:30  p.m.,  the 
second  Monday  of  the  month,  at  Hotel  Mc- 
Cloud, York.  Come  see  us,  our  latch  is  al- 
ways out! 

MRS.  P.  0.  MARVEL, 
President. 
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CHILDEENS  MEMORIAL  HOSPITAL,  OMAHA,  NEBRASKA 
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BROKEN  BOW — The  possibility  of  a mod- 
ern community  hospital  for  Broken  Bow  be- 
came brighter  in  February  according  to  a 
news  report.  The  community  hospital  com- 
mittee which  has  been  at  work  nearly  a year 
on  the  project  has  received  a commitment 
from  the  Dominican  Sisters  of  Chicago,  a 
Catholic  nursing  community,  that  they  are 
willing  to  “assume  the  responsibility  of  op- 
erating a community  hospital  in  Broken 
Bow.”  The  commitment  was  announced  by 
Bishop  E.  J.  Hunkeler,  of  Grand  Island, 
through  his  representative,  the  Rev.  Fr.  A. 
E.  Egging. 


OAKLAND — With  a single  blast  of  the 
siren,  Oakland  residents  learned  late  in  Janu- 
ary that  the  second  campaign  for  funds  for 
the  Oakland  Memorial  Hospital  had  gone 
over  the  top. 

The  siren  blast  followed  an  announce- 


ment by  the  Farmers  Co-operative  Union  of 
a contribution  of  25  thousand  dollars  to  the 
fund.  A total  of  140  thousand  dollars  now 
has  been  raised  in  two  campaigns. 


GRAND  ISLAND  — With  a bulldozer  re- 
placing the  traditional  spade,  ground  was 
formally  broken  recently  for  the  new  200- 
bed  veterans’  hospital  under  construction 
here. 

E.  R.  Benke,  of  St.  Paul,  deputy  regional 
administrator  for  the  veterans’  administra- 
tion, delivered  the  main  address. 


INDICATIONS  FOR  PROTOLYSATE 

Low  residue,  high  protein  diets,  often  needed  by 
surgical  patients,  are  more  easily  formulated  when 
Protolysate  is  included.  The  ability  of  Protolysate 
to  buffer  gastric  acidity  while  providing  nitrogen 
nutrition  has  produced  increasing  clinical  evidence 
of  its  value  in  peptic  ulcer.  The  digestive  burden 
is  not  increased  when  Protolysate  is  used  as  a di- 
etary supplement. 

For  literature  and  professional  samples  of  Pro- 
tolysate write  Mead  Johnson  & Co.,  Evansville  21, 
Indiana. 
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March,  1948 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

Dr.  E.  A.  Rogers,  formerly  Director  of  the  Divi- 
sion of  Tuberculosis  Control,  who  has  been  attend- 
ing the  School  of  Public  Health,  University  of 
Michigan,  Ann  Arbor,  the  first  semester,  where  he 
completed  requirements  for  a Master’s  Degree  in 
Public  Health,  has  recently  returned  to  the  State 
Department  of  Health.  Dr.  Rogers  is  now  serving 
in  the  capacity  of  Acting  Director,  Division  of  Ma- 
ternal and  Child  Health,  due  to  the  absence  of  Dr. 
R,  H.  Loder,  former  director  of  that  Division,  who 
resigned  the  first  of  the  year  to  accept  the  position 
of  Director,  Weld  County  Health  Department, 
Greeley,  Colorado. 


Mr.  Theodore  Dappen  has  been  appointed  Assist- 
ant State  Director  in  Health  Education.  Mr.  Dap- 
pen holds  a B.S.  Degree  with  majors  in  science 
and  education,  and  an  M.A.  in  school  administra- 
tion. He  has  been  Supervisor  of  Science  at  Teach- 
ers College,  University  of  Nebraska;  Superin- 
tendent of  the  Weeping  Water  Schools;  and  recently 
Assistant  Principal  of  College  View  High  School. 


Miss  Violet  Du  Bois,  who  was  Assistant  Director 
of  Health  Education,  resigned  as  of  February  1 to 
accept  the  position  of  Health  Educator  with  the 
Omaha-Douglas  Health  Department.  In  this  posi- 
tion Miss  Du  Bois  will  establish  the  health  educa- 
tion program  in  the  City-County  Health  Depart- 
ment, give  some  time  to  the  schools,  and  teach  two 
courses  at  the  University  of  Omaha. 


The  Nebraska  Health  Conference  on  February  5 
was  a part  of  the  three-day  Organized  Agriculture 
Meeting  on  the  campus. 

The  Nebraska  Health  Planning  Committee  spon- 
sored this  meeting.  Mr.  H.  G.  Gould,  Chairman, 
presided.  The  audience  represented  professional 
and  community  groups  throughout  the  state. 

Dr.  Charles  C.  Wilson,  Professor  of  Education 
and  Public  Health,  Yale  University,  discussed  “Co- 
operation of  the  School  and  Community  in  Develop- 
ing a Workable  Health  Program.”  Dean  Leuth  and 
Dr.  Fuenning  told  of  the  health  program  at  the 
University  and  its  progress  during  the  last  year. 

Group  discussions  completed  the  morning  session. 
The  audience  divided  into  three  groups,  according 
to  their  special  interests:  (1)  Does  Your  Community 
Need  a Hospital?  (2)  Organizing  for  School  and 
Community  Health;  (3)  Health  Protection  Through 
Home  and  Farm  Sanitation  and  Safety. 

The  afternoon  session  opened  with  a discussion  of 
“Weeds  and  Their  Relation  to  Disease”  by  Dr.  E. 

A.  MacQuiddy  of  Omaha.  Dr.  Leuth  was  coordi- 
nator for  a question  and  answer  session  in  which 
many  experts  participated. 

The  State  Department  of  Health  and  the  State 
Department  of  Public  Instruction  presented  an  ex- 
hibit and  offered  material  on  many  phases  of  health. 


Kncuu  yowi 
Blue  Slueld  Vlci4t 


The  Nebraska  Medical 
Service  is  changing  from 
an  indemnity  plan  to  a 
combination  service  and 
indemnity  plan  on  April 
1,  1948. 

INCOME  CLASSIFICATION 

A.  Service  Classification:  If  member  has  estab- 

lished to  the  satisfaction  of  the  “participating  physi- 
cians” and/or  the  Association,  that  his  total  annual 
income  does  not  exceed  the  equivalent  of  $1,800  per 
year,  or  that  total  annual  income  of  himself  and  his 
dependents  does  not  exceed  the  equivalent  of  $2,600 
per  year,  payments  made  by  Nebraska  Medical  Serv- 
ice to  the  participating  physician  according  to  the 
schedule  of  payments  shall  constitute  total  pay- 
ments for  the  services  rendered  under  this  agree- 
ment. 

B.  Indemnity  Classification:  If  members  annual 

individual  or  family  income  be  in  excess  of  the 
above  stipulated  amounts,  then  the  participating 
physician  may  charge  his  usual  fee  for  any  services 
rendered,  and  the  member  agrees  to  reimburse  the 
participating  physician  directly  for  any  balance  in 
excess  of  the  respective  amounts  set  forth  in  the 
schedule  of  payments. 

C.  The  member  agrees  to  furnish  evidence  of  in- 
come status  reasonably  acceptable  to  the  participat- 
ing physician  and/or  the  Association.  Provided  that 
if  member  be  not  employed  on  a regular  salary,  he 
shall  agree  with  the  participating  physician  as  to 
whether  payments  to  which  members  shall  become 
eligible  under  the  schedule  of  payments  shall  con- 
stitute total  payment  for  the  services  rendered,  or 
be  applied  as  an  indemnity  for  credit  against  the 
participating  physician’s  usual  fees  for  such  services 
as  set  forth  in  paragraph  (B)  above. 

D.  In  the  event  of  any  dispute  between  the 
member  and  participating  physician  as  to  income 
classification  of  the  member,  the  dispute  shall  be 
submitted  to  and  determined  by  the  Nebraska  Medi- 
cal Service. 


Office  treatment  for  ordinary  medical  illnesses 
such  as  respiratory  infections,  cardio-renal  vascular 
disturbances  and  so  forth  are  NOT  COMPENSIBLE 
under  the  terms  of  the  Blue  Shield  agreement. 
Benefits  are  payable  for  services  rendered  in  the 
doctor’s  office  for  such  minor  surgical  procedures  as 
suture  of  superficial  lacerations,  removal  of  super- 
ficial foreign  bodies,  incision  and  drainage  of  super- 
ficial abcesses,  and  the  treatment  of  many  fractures 
of  the  extremities  as  well  as  the  x-ray  diagnosis 
of  these  fractures. 


The  conference  on  Summer  Health  Education 
Workshops  was  held  in  the  east  Senate  Chamber  on 
February  6.  Representatives  from  the  colleges  and 
universities  discussed  the  needs  in  the  field  of 
health  education  and  heard  from  the  State  Depart- 
ment of  Health  as  to  what  resources  were  available. 
There  will  probably  be  nine  health  education  work- 
shops this  coming  summer. 


Benefits  for  In-Hospital  medical  care  begin  on 
the  FOURTH  day  of  the  patient’s  hospitalization. 


BLUE  SHIELD  BOARD  MEMBERS 
ARE  ELECTED 

The  following  officers  were  re-elected  at  the  an- 
nual meeting  of  the  Board  of  Directors  of  the  Ne- 
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braska  Medical  Service  (Blue  Shield)  held  on  Janu- 
ary 28:  Dr.  Arthur  J.  Offerman,  President;  Dr. 

J.  Jay  Keegan,  Vice  President;  Arthur  L.  Goad, 
Treasurer,  and  E.  K.  McDermott,  Secretary. 

Elected  to  serve  as  members  of  the  Board  of  Di- 
rectors are:  Dr.  E.  W.  Bantin,  Francis  J.  Bath, 
Walker  S.  Battey,  Lincoln;  Dr.  John  W.  Duncan, 
William  F.  Fitzgerald,  Dr.  Howard  Hunt,  Dr.  Earle 
G.  Johnson,  Grand  Island;  Dr.  Bernard  V.  Kenney, 
Dr.  Glenn  Peters,  Randolph;  Dr.  Floyd  L.  Rogers, 
Lincoln;  Dr.  Donald  W.  Steenburg,  Aurora;  Dr.  E. 
M.  Walsh,  Dr.  Charles  W.  Way,  Wahoo,  and  R.  C. 
Yant.  Dr.  G.  Prentiss  McArdle  was  re-elected  Medi- 
cal Director. 

J.  H.  Pfeiffer,  Executive  Director,  reported  that 
during  1947  membership  in  Nebraska  Medical  Serv- 
ice had  more  than  doubled,  increasing  from  21,500 
to  44,447.  Claims  totaling  $198,447  were  paid  to 
physicians  in  1947  for  services  to  members. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 
January  31,  1948 


Cash  on  hand,  January  1,  1948 $ 63,893.10 

Receipts : 

From  dues  $37,134.50 

From  enrollment  fees 1,368.00 

Taxes  deducted  from  salaries 46.50 

Interest,  U.  S.  Bonds 218.75  38,767.75 


$102,660.85 

Disbursements : 

Claims  paid  $20,522.50 

Administrative  expense  5,585.31 

Salary,  Executive  Director 250.00 

Professional  fee,  E.K.M. 125.00 

Medical  Director  100.00 

Attorney  — 100.00 

Advertising  110.95 

Printing  and  Stationery 298.82 

Universal  Press  Clip.  Bureau 1.50 

Home  office  travel  and  expense 2.15 

Hospital  records  13.00 

Collection  expense  5.00 

Refunds  28.50 

Dues  16.21 

U.  S.  Bo-’ds 24,420.00 

Taxes  paid  116.40 

Exchange  1.00  51.696.34 


Cash  on  hand.  January  ■ 31,  1948 $ 50,964.51 


Bank  Balances.  Januarj^  31,  1948 : 

Packers  National  Bank.  Omaha $ 49,817.35 

First  National  Bank,  Omaha 1,147.16 


$ 50,964.51 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 


January  31,  1948 

Assets: 

Cash  in  hank 

Premiums  in  process  of  collection 

U.  S.  Bonds  (cost  plus  accrued  interest) 


$50  964.51 
9.924.40 
74,672.66 


Associated  Hospital  Service — adminis- 
tration expense  refund  account 4.040.87  $139,602.44 

Liabilities : 

Accounts  payable.  Blue  Cross $ 5,901.39 

Accounts  payable,  monthly  invoices 871.14 

Accrued  payroll  taxes 49.00 

Claims  pavable 

Unrenorted  15.500.00 

Pending  5.945.50 

Accrued  audit  expense 400  00 

Unearned  premiums  41,187.68 


$69,854.71 

Reserve  for  Publication  Relations 

Campaign  1.000.00 

Subscribers  4%  Surplus  Notes_$19,4-50.00 
Net  income  to  date 49,297.73 


68.747.73 

$139,602.44 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 
January  31,  1948 


Month  of 

Income:  January 

From  dues  $31,417.50 

From  enrollment  fees 1,368.00  $32,785.50 


Expenses : 

Claims  $22,841.00 

Administrative  expense  5,901.39 

Salary,  Executive  Director 250.00 

Professional  fees,  E.K.M 125.00 

Medical  Director  100.00 

Attorney  100.00 

Auditing  100.00 

Stationery — I.B.M.  279.54 

Advertising  3L63 

Printing  401.91 

Home  office  travel  and  expense 112.25 

Collection  expense  5.00 

Taxes  and  licenses 2.50 

Dues  16.21 

Postage  

Miscellaneous  9.00 

Insurance  $30,278.43 


Net  Gain  $ 2,507.07 


MEMBERSHIP  SUMMARY— JANUARY,  1948 


1. 

Membership,  January  1, 

1948___ 

Sub- 

scribers 

_18,496 

De- 

pendents 

25,951 

Total 

44,447 

Additions 

_ 863 

921 

1,784 

Cancellations 

148 

140 

288 

Membership,  February  1, 

1948 

-19,211 

26,732 

45,943 

2. 

Number  of  groups  now 

enrolled 

1,190 

3. 

Number  of  groups  added 

during 

January- 

24 

JANUARY  ENROLLMENT  BY  COUNTY 

ADAMS — 3 groups.  45  members. 

BANNER — 2 members. 

BOONE — 1 member. 

BOX  BUTTE — 6 members. 

BUFFALO — 2 groups,  26  members. 

CASS — 1 member. 

CHERRY- — 2 members. 

CUSTER — 1 member. 

DAWES — 1 member. 

DAWSON — 2 members. 

DODGE — 1 member. 

DOUGLAS — 9 groups,  506  members. 

GAGE — 1 member. 

GARDEN — 1 groun.  13  members. 

HALL — 13  members. 

KFAT^NEY— 1 member. 

KEITH — 5 members. 

LANCASTER — 2 groups,  122  members, 

LINCOLN — 1 group,  31  members. 

LOGAN — 9 members. 

NEMAHA — 1 member. 

NUCKOLLS— 1 member. 

PHET,PS — 1 group,  10  members, 

PLATTE — 1 group,  7 members. 

POLK — 1 member. 

RED  WILLOW— 1 member. 

RICHARDSON — 5 members. 

SALINE — 1 group,  13  members. 

SARPY — 1 member. 

SCOTTS  BLUFF— 1 groiip.  22  members. 
SHERIDAN — 1 group,  8 members, 

SIOUX — 1 group,  4 members. 


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 


January,  1948 

Number  of  claims  paid 

Number  of  services  rendered 

Females  

Males  

Subscribers  

Dependents  


Type  of  Service  Number 

Anesthesia  1 2 

Anpendectomies  — 48 

Eye  8 

Gall  ^ladders  8 

General  Surgery'  25 

Gynecologv  28 

Hemorrhoids  9 

Herniotom’es  4 

Minor  S”reery  47 

Nose  and  Throat 8 

Obstetrics  38 

Pathoiogs'  4 

Orthonedics  45 

Radia+’on  Therapy  2 

Ton«il'eetomies  67 

Transfusions  4 

Urology  14 


Per  Cent 
2.33% 
9.30% 
1.55% 
1.55C/, 
4.85% 
5.43C^ 
1.74% 
.78% 
9.11% 
1.55% 
7.36% 
.78% 
8.72% 
.39% 
12.98% 
.78% 
2.71% 


Amt.  Paid 
110.00 

4.800.00 

265.00 

1.200.00 
1.567.50 

2.470.00 
335  00 

450.00 

359.00 

375.00 

1.940.00 

35.00 

1.795.00 

175.00 

2.345.00 

70.00 

320.00 


448 

516 

2.52 

196 

166 

282 

Per  Cent 
.53% 
2.3.32% 
1.29% 
5.83% 
7.61% 
12.00H, 
1.63% 
2.19% 
1.74% 
1.82% 
9.42% 
.17% 
8.72% 
.85% 
11.39% 
.34% 
1.56% 
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TUBERCULOSIS  ABSTRACTS 


Nebr.  S.  M.  Jour. 
March,  1948 


X-rays  94  18.21%  1,059.50  5.15% 

Medical  51  9.88%  914.00  4.44% 


516  100.00%  $20,585.00  100.00% 

Recall  of  claim  paid  in  December 50.00 

$20,535.00 

Amount  of  claims  in  process  of  settlement $5,945.50 


Tuberculosis  Abstracts 

The  dia^osis  of  active  pulmonary  tuberculosis 
rests  on  three  pillars — symptoms,  roentgenology, 
and  the  finding  of  the  tubercle  bacillus.  Of  this 
triad  the  first  two  are  not  specific  for  the  disease; 
x-ray  shadows  can  only  suggest  the  diagnosis,  and 
symptoms  may  be  vague  or  appear  late  in  the  dis- 
ease. Physical  signs  and  tuberculin  tests  have  def- 
inite but  limited  diagnostic  significance.  The  dem- 
onstration of  tubercle  bacilli,  however,  establishes 
the  diagnosis  beyond  dispute.  In  this  disease,  there- 
fore, the  laboratory  can  render  a unique  service  to 
the  physician.  It  may  be  more  fully  utilized  if  the 
possibilities  and  limitations  of  bacteriological  meth- 
ods are  understood. 

THE  BACTERIOLOGICAL  DIAGNOSIS  OF 
PULMONARY  TUBERCULOSIS 

Diagnostic  Significance  of  Bacteriologic  Findings: 
The  culturing  of  sputum  and/or  gastric  contents 
is  of  paramount  importance  if  a complete  diagnostic 
picture  is  desired.  If  frequent  and  technically  ex- 
pert studies  are  made  both  positive  and  negative 
results  have  a diagnostic  importance  equalled  by  few 
laboratory  procedures  in  any  disease.  Under  the 
conditions  just  stated,  the  diagnostic  significance  of 
bacteriologic  findings  may  be  described  as  follows: 

(1)  Tubercle  bacilli  are  demonstrable  in  prac- 
tically 100  per  cent  of  patients  with  frankly  active 
pulmonary  tuberculosis.  Exceptions  to  this  dictum 
are:  In  a considerable  percentage  of  patients  with 
hematogenous  disseminations  and  without  cavities, 
tubercle  bacilli  cannot  be  demonstrated  for  long 
periods  of  time.  In  about  20  to  30  per  cent  of  pa- 
tients with  minimal,  asymptomatic  tuberculosis, 
tubercle  bacilli  cannot  be  demonstrated  with  the 
methods  at  present  available. 

(2)  Failure  to  find  tubercle  bacilli  on  frequent 
subsequent  examinations  in  patients  who  previous- 
ly had  positive  findings,  strongly  suggests  that  the 
process  has  become  arrested. 

(3)  Failure  to  find  tubercle  bacilli  on  at  least 
ten  specimens,  if  all  available  methods  have  been 
used,  practically  excludes  the  diagnosis  of  active 
pulmonary  tuberculosis  with  the  exceptions  noted 
above. 

(4)  Demonstration  of  tubercle  bacilli  in  sputum 
or  gastric  contents  proves,  for  all  practical  purposes, 
the  existence  of  acti’v^e  pulmonary  tuberculosis.  In 
rare  cases,  however,  tuberculous  lesions  occur  in  the 
upper  respiratory  tract  (including  trachea  and  large 
bronchi)  which  may  shed  bacilli  in  the  absence  of 
demonstrable  pulmonary  tuberculosis.  Nonpatho- 
genic  acid-fast  bacilli,  which  resemble  but  are  not 
tubercle  bacilli,  have  occasionally  been  observed  and 
cultured  from  human  secretions.  In  case  of  doubt, 
acid-fast  bacilli  must  be  identified  by  animal  inocu- 
lation. 

The  diagnostic  significance  of  negative  bacteri- 
ologic findings  depends  on  the  clinical  and  roent- 
genological picture:  In  patients  with  moderate  or 


large  amounts  of  purulent  sputum,  with  obviously 
active  pulmonary  lesions,  even  three  or  four  nega- 
tive smears  and  concentrates  are  a strong  argument 
against  the  diagnosis  of  pulmonary  tuberculosis. 
On  the  other  hand,  in  patients  with  minimal  or 
no  sputum  and  in  whom  the  pulmonary  lesions  are 
small,  without  cavitation  and  of  questionable  activ- 
ity, negative  bacteriologic  findings  assume  diag- 
nostic importance  only  after  many  cultures  have 
remained  negative. 

Prognostic  Significance  of  Bacteriologic  Find- 
ings: Disappearance  of  tubercle  bacilli  from  previ- 
ously bacilliferous  secretions  suggests  that  the 
process  has  become  arrested.  Absence  of  tubercle 
bacilli,  at  least  in  smears  and  concentrates,  is  one 
of  the  requirements  in  the  National  Tuberculosis 
Association’s  Diagnostic  Standards  for  classsifying 
a patient  as  “apparently  arrested”  or  “arrested.” 

Fluctuations  in  the  number  of  tubercle  bacilli  in 
sputum  and  gastric  contents  are  frequent  and  have 
little  prognostic  significance.  Grading  of  sputum 
records  by  the  Gaffky  scale  should  be  discouraged. 
For  clinical  purposes  it  is  sufficient  to  grade  re- 
ports according  to  gross  distinctions,  such  as  “many 
bacilli,”  “few  bacilli”  and  “very  rare”  on  direct 
smear;  “bacilli  present  only  in  concentrates;” 
“sputum  or  gastric  postive  on  culture.” 

Methods  for  reasonably  accurate  estimation  of 
the  number  of  bacilli  have  been  worked  out  but  they 
are  too  complicated  for  routine  use. 

An  irksome  problem  is  the  patient  who,  after 
adequate  treatment,  fulfills  the  requirements  for 
the  classification  “arrested,”  but  from  whose  sputum 
or  gastric  contents  an  occasional  positive  culture 
is  obtained.  Many  such  patients  live  normal  lives 
without  breakdown.  There  is,  however,  some  evi- 
dence that  such  patients  reactivate  their  disease 
more  frequently  than  those  in  whom  all  cultures  are 
negative. 

Evaluation  of  Bacteriologic  Methods:  Under  the 
assumption  that  competent  laboratory  work  is  done, 
one  may  expect  that  cultures  of  sputum  and  gastric 
contents  may  together  contribute  between  30  and 
40  per  cent  to  the  total  positive  findings.  Between 
60  and  70  per  cent  of  the  new  admissions,  upon 
whom  a positive  diagnosis  will  be  established  by  the 
examination  of  smears  and  concentrates,  will  be  so 
diagnosed  by  one  of  the  first  three  examinations. 

These  figures  indicate  general  trends;  they  are, 
of  course,  largely  dependent  on  the  type  of  patients 
under  consideration. 

Even  with  the  best  available  methods  it  is  not 
possible  to  demonstrate  tubercle  bacilli  in  all  pa- 
tients with  active  tuberculosis.  This  is  due  to  tech- 
nical deficiencies  and  because  some  patients  expel 
bacilli  only  at  irregular  intervals. 

Collection  of  Specimens.  Sputum:  Sputum  is 

collected  in  sterile  wide-mouthed  bottles  with  steril- 
izable  screw-tops.  At  least  15  cc.  should  be  col- 
lected, even  if  it  takes  several  days  to  do  so.  Pa- 
tients must,  of  course,  be  instructed  to  collect  only 
sputum — that  is,  secretions  coming  up  from  below 
the  larynx,  and  not  saliva  or  postnasal  discharge. 

Gastric  Contents:  Fasting  gastric  contents  must 

be  examined  in  all  patients  who  have  no  sputum 
and  those  in  which  sputum  examinations  have  been 
negative.  Such  specimens  must  be  sent  to  the 
laboratory  immediately  after  withdrawal  and  must 
be  promptly  prepared  for  culture,  since  prolonged 


Volume  33 
Number  3 


DEATHS— HUMAN  INTERESTS  TALES 


109 


j I 


i contact  with  gastric  juice  seems  to  impair  the  via- 
I ! bility  of  tubercle  bacilli. 

■ — The  Bacteriological  Diagnosis  of  Pulmonary  Tuberculosis, 

Max  Pinner,  M.D.,  Veterans  Administration  Technical  Bulle- 
tin, October  10,  1946.  (Original  paper  includes  laboratory 
directions  and  bibliography). 


DEATHS 

f Dr.  John  A.  Waggoner,  Humboldt,  Nebr.  Born 
j in  Kentucky,  October  6,  1852.  Graduated  from  the 

I Louisville,  Ky.,  Medical  College  in  1876.  He  prac- 

I ticed  in  Kentucky  until  November  1878  when  he 
! came  to  Richardson  County  where  he  remained  in 
practice  until  he  retired  in  1946,  on  his  94th  birth- 
day. The  doctor  was  the  oldest  living  pioneer  in 
I medicine  in  Nebraska.  He  enjoyed  an  active  civic 
I and  professional  career  taking  leadership  and 
jj  initiative  in  all  phases  of  community  welfare.  He 
I was  a member  of  many  fraternal  organizations;  he 

i was  a charter  member  of  the  Richardson  County 

i Medical  Society,  and  retained  his  membership  until 
I the  time  of  his  death.  In  February  of  1947  a scroll 
of  his  life  was  portrayed  in  a radio  network  coast- 
to-coast  under  the  title  “Doctors  Then  and  Now,” 
sponsored  by  the  American  Medical  Association. 
Death  occurred  January  20,  1948.  Surviving  are 
Mrs.  Waggener,  a daughter,  and  three  sons,  all 
physicians:  Dr.  Hewitt  of  Los  Angeles,  Dr.  William 
of  Denver,  and  Dr.  Todd  of  Adams,  Nebr. 


Dr.  Millard  Lewis  Wilson,  Falls  City.  Bom  in 
Nebraska  City  1866.  Graduated  from  Cotner  Uni- 
versity Medical  School,  Lincoln,  in  1896.  That  year 
he  established  a practice  in  Humboldt,  where  he  re- 
mained for  nine  years.  He  located  in  Falls  City 
in  1907.  where  he  remained  until  the  time  of  his 
death  January  28,  1948.  Dr.  Wilson  was  a member 
of  the  Richardson  County  Medical  Society  and  the 
American  Medical  Association.  Surviving  are  his 
wife  and  two  brothers,  one  of  whom  is  Dr.  J.  S. 
Wilson  of  Johnson,  Nebr. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


Dr.  and  Mrs.  C.  B.  Dorwart  presided  as  hosts 
at  a meeting  of  the  Tri-County  Medical  Association 
Thursday  evening,  Jan.  29,  1948.  Present  were 
Dr.  and  Mrs.  B.  H.  Grimm,  Dr.  and  Mrs.  Carl  Sham- 
berg  of  Kimball,  Dr.  J.  B.  Pankau  of  Dalton,  Dr. 
and  Mrs.  C.  H.  Babbitt,  Dr.  and  Mrs.  Chris  Bitner 
and  Dr.  Hull  Cook.  Dinner  was  served  at  the 
Country  Club  and  after  dinner  hours  were  spent  at 
the  Dorwart  home,  the  ladies  enjoying  a social  eve- 
ning while  the  doctors  held  their  business  session. 


Dr.  Stanley  Draskey  was  elected  president  of  the 
Lincoln  County  Medical  Association  at  the  January 
meeting  of  the  organization  held  in  Memorial  hos- 
pital, succeeding  Dr.  Edward  Stevenson. 

Other  officers  elected  were  Dr.  O.  C.  Kreym- 
borg,  vice  president  and  Dr.  G.  T.  Anderson,  secre- 
tary-treasurer. 

Dr.  J.  B.  Redfield  was  appointed  to  the  com- 
mittee of  censors,  succeeding  Dr.  T.  J.  Kerr. 


The  Phelps  County  Medical  Society  held  a regular 
monthly  meeting  on  February  6th,  1948,  at  the 
Hotel  Dale  in  Holdrege.  Following  a dinner  a pro- 
gram was  given  by  Doctor  Best  of  Holdrege.  His 
subject  was  “The  Use  of  Radium  in  the  Treatment 
of  Recurrent  Adenoid  Tissue  of  the  Naso-Pharynx.” 


At  the  meeting  at  the  Platte  Hotel  in  Gothenburg 
Monday  evening,  January  26,  Dr.  Charles  Hranac  of 
Cozad  was  elected  president  of  the  Dawson  County 
Medical  Association;  Dr.  M.  J.  Ayres,  vice  presi- 
dent; Dr.  P.  B.  Olsson,  secretary-treasurer;  Dr. 
Pyle,  0.  R.  Rosenau  and  E.  C.  Stevenson,  censors. 
Dr.  Ray  S.  Wycoff  was  elected  as  a deelgate  to  the 
state  medical  convention  and  Dr.  A.  W.  Anderson 
was  named  as  an  alternate.  Dr.  M.  C.  Smith,  execu- 
tive-secretary of  the  State  Medical  Association, 
Lincoln,  was  the  speaker  of  the  evening. 


Dr.  Ernest  Colglazier  of  Grant  was  elected  presi- 
dent last  week  when  the  Garden-Keith-Perkins 
County  Medical  Society  held  its  annual  meeting  in 
Ogallala  in  January. 

Dr.  E.  A.  Harvey,  Ogallala,  was  named  vice 
president  and  Dr;  John  L.  McFee,  also  of  Ogallala, 
was  elected  secretary  and  treasurer. 


Dr.  R.  H.  Kohtz  of  Bloomfield  was  elected  presi- 
dent of  the  Madison  Six-County  Medical  Society 
at  a dinner  meeting  held  in  the  Hotel  Waldorf, 
Norfolk  in  January.  He  succeeded  Dr.  M.  H.  Car- 
rig,  also  of  this  city. 

Dr.  Earl  Slaughter,  Norfolk,  was  chosen  vice 
president,  and  Dr.  E.  G.  Surber,  also  of  Norfolk, 
secretary-treasurer. 

Two  Sioux  City  doctors  were  the  speakers.  Dr. 
C.  J.  Goebel,  speaking  on  “The  Surgery  of  Peptic 
Ulcer”  and  Dr.  E.  M.  Honke,  on  “Hematuria.”  Dr. 
A.  E.  Mailliard,  Osmond,  had  charge  of  the  pro- 
gram. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,^  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ins:,  Omaha. 

Dr.  Donald  Dickson  has  located  at  Peru. 

Dr.  and  Mrs.  J.  B.  Redfield  vacationed  in  Florida 
in  January. 

Dr.  Clyde  W.  Wilcox,  formerly  of  Alliance,  has 
located  in  Broken  Bow. 

Dr.  H.  H.  Morrow  of  Fremont  attended  clinics  in 
Chicago  early  in  February.  • 

Dr.  G.  W.  Pugsley.has  located  in  Scottsbluff  with 
practice  limited  to  radiology. 

A new  physician  in  Crawford  is  Dr.  Kenneth 
Bauman  formerly  of  Rochester,  Minn. 

Heart  disease  was  the  topic  of  Dr.  Louis  Dickin- 
son before  the  McCook  Rotary  Club. 

Dr.  Fred  Kolouch,  Jr.,  son  of  Dr.  F.  G.  Kolouch 
of  Schuyler  has  located  at  Twin  Falls,  Idaho. 

Dr.  Lucien  Stark  addressed  the  Rotary  Club  of 
Norfolk  on  heart  diseases  early  in  February. 
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Dr.  and  Mrs.  J.  J.  Bruce,  Dr.  and  Mrs.  H.  R. 
Palmateer  of  Madison  are  vacationing  in  Mexico. 

Dr.  M.  A.  Harrison,  formerly  of  West  Point,  has 
joined  the  staff  of  the  State  Hospital  for  Tuber- 
culous at  Kearney. 

Dr.  George  Lytton  of  the  Norfolk  State  Hospital 
addressed  the  Monroe  P.T.A.  in  Norfolk,  on  mental 
hygiene  in  January. 

Dr.  J.  A.  Rosenau  of  Scottsbluff  is  serving  a 
three-year  residency  in  opthalmology  at  Cook  Coun- 
ty Hospital  in  Chicago. 

Dr.  J.  E.  M.  Thomson  of  Lincoln  attended  a meet- 
ing of  the  American  Academy  of  Orthopedic  Sur- 
geons in  Chicago  in  January. 

Dr.  G.  Lee  Sandritter  of  the  Norfolk  State  Hos- 
pital addressed  the  Fremont  Kiwanis  Club  in  Janu- 
ary on  “What  Shall  Nebraska  Do  About  Its  Mental 
Health  Problem.” 

Dr.  Wilbur  A.  Muehlig,  a member  of  the  facul- 
ty of  Creighton  University  School  of  Medicine,  has 
returned  to  Omaha  following  a residency  in  neuro- 
surgery at  the  Mayo  Clinic. 

Dr.  Arthur  Greene,  Omaha,  addressed  a joint 
section  meeting  of  District  Two  Nebraska  State 
Nurses’  Association  in  February.  His  subject  was 
“Current  Developments  in  Medicine.” 

Associated  vdth  Dr.  W.  C.  Bartlett  of  Alma  is 
Dr.  Donald  E.  Pohl,  formerly  of  Council  Bluffs, 
Iowa.  Dr.  Pohl  is  a graduate  of  the  University  of 
Iowa  School  of  Medicine  and  served  with  the  U. 
S.  Army  Medical  Corps  in  World  War  II. 

Dr.  James  Kyle,  Eddyville,  Nebr.,  was  honored 
in  February  at  a reception  for  his  38  years  of  serv- 
ice in  this  community.  The  entire  community  at- 
tended the  reception  at  which  gifts  were  presented. 
Dr.  Kyle  has  served  an  area  approximately  35  miles 
long  by  25  miles  wide. 

A new  addition  to  the  medical  staff  of  Hastings 
State  Hospital  at  Ingleside  is  Dr.  Robert  G.  Carna- 
han, a graduate  of  the  University  of  Tennessee 
Medical  School  and  a former  fellow  of  the  Com- 
monwealth Fund  in  psychiatry.  He  studied  psychi- 
atry at  the  University  of  Colorado  Medical  School. 


JOSIAH  KIRBY  LILLY  DIES 

Josiah  Kirby  Lilly,  chairman  of  the  Board  of  di- 
rectors of  Eli  Lilly  and  Company,  died  on  February 
8,  1948.  He  was  86  years  old. 

Mr.  Lilly  was  born  in  Greencastle,  Indiana.  His 
father.  Colonel  Eli  Lilly,  founded  the  company  on 
May  10,  1876.  Josiah  Kirby,  as  “a  boy  with  a wick- 
er basket,”  delivered  the  first  pound  of  a Lilly  prod- 
uct to  a nearby  wholesale  druggist.  He  was  then 
14  years  old. 

In  1880,  he  entered  the  Philadelphia  College  of 
Pharmacy  and  Science,  from  which  he  graduated 
in  1882.  Upon  returning  to  Indianapolis  he  became 
superintendent  of  the  plant,  in  which  capacity  he 
continued  for  about  sixteen  years.  When  Colonel 
Lilly  died  in  June,  1898,  his  son  was  elected  presi- 
dent of  the  company.  After  thirty-four  years  as 
president,  Mr.  Lilly  became  chairman  of  the  board 
of  directors  in  1932.  He  retired  from  active  serv- 
ice with  the  company  on  January  1,  1945. 

Under  his  management  Eli  Lilly  and  Company  be- 


came one  of  the  outstanding  organizations  in  the 
pharmaceutical  field,  with  international  distribution. 

In  recognition  of  his  services  in  civic,  scientific, 
educational,  and  cultural  organizations,  eight  col- 
leges and  universities  conferred  honorary  degrees 
upon  him.  Among  his  active  hobby  interests  were 
his  apple  orchards,  the  music  of  Stephen  Foster, 
and  the  growing  of  orchids. 

Mr.  Lilly’s  relations  with  those  who  worked  for 
his  company  were  singularly  happy.  He  was  gen- 
erous in  giving  credit  to  his  associates  for  accom- 
plishments and  promoted  harmony  that  brought 
teamwork  in  the  organization.  His  sympathetic 
interest  in  the  individual  problems  of  company  per- 
sonnel endeared  him  to  all  employees. 


BOOKS  RECEIVED 

ADVANCES  IN  MILITARY  MEDICINE 

(To  be  published  January  26,  1948 — An  Atlantic  Monthly 
Press  Book). 

This  two-volume  work  is  the  fourth*  in  the  series  on  the 
history  of  the  Office  of  Scientific  Research  and  Development 
and  describes  the  work  of  one  of  its  subdivisions,  the  Com- 
mittee for  Medical  Research.  In  his  foreword,  Alfred  N. 
Richards,  Chairman  of  CMR,  calls  this  “a  report  to  the  public 
of  advances  in  medicine  which,  although  primarily  designed 
to  promote  the  health  and  welfare  of  our  armed  forces  in 
camp  or  in  field,  cannot  fail  to  accrue  to  the  permanent  ad- 
vantage of  the  civilian  population.” 

The  Committee  for  Medical  Research  was  established  in  June, 
1941,  by  the  same  executive  order  of  President  Roosevelt’s 
which  set  up  the  parent  organization  (the  above-mentioned 
OSRD  headed  by  Dr.  Vannevar  Bush)  under  which  it  func- 
tioned. Nearly  1,700  doctors  and  3,800  scientifically  trained 
researchists  were  associated  with  CMR.  The  Committee  was 
divided  into  6 sections : Medicine,  Surgery,  Physiology,  Chem- 
istry, Aviation  Medicine  and  Malaria.  ADVANCES  IN  MILI- 
TARY MEDICINE  is  likewise  divided  into  corresponding  sec- 
tions with  an  additional  chapter  on  penicillin.  The  Medicine 
section  is  edited  by  Dr.  E.  Cowles  Andrus,  Johns  Hopkins  Hos- 
pital ; Surgery  by  Dr.  John  S.  Lockwood,  Columbia ; Aviation 
Medicine  by  Dr.  Detlev  W.  Bronk,  University  of  Pennsylvania  ; 
Physiology  by  Dr.  Joseph  T.  Wearn,  Western  Reserve;  Chem- 
istry by  Dr.  Milton  C.  Wintemitz  of  Yale ; Malaria  by  Dr. 
George  A.  Carden,  Jr.  of  Columbia ; Pencillin  by  Dr.  Chester 
S.  Keefer,  Massachusetts  Memorial  Hospitals. 

Tuekerman  Day  is  Associate  Editor. 

*SCIENTISTS  AGAINST  TIME,  James  Phinney  Baxter  3rd, 
Pulitzer  Prize  for  History,  1946. 

NEW  WEAPONS  FOR  AIR  WARFARE,  Joseph  C.  Boyce, 
1947. 

COMBAT  SCIENTISTS,  Lincoln  R.  Thiesmeyer  and  John  E. 
Burchard,  1947. 

OPERATIVE  GYNECOLOGY  by  Harry  Sturgeon  Crossen, 
M.D.,  Professor  Emeritus  of  Clinical  Gynecology,  Washing- 
ton University  School  of  Medicine ; Consulting  Gynecologi-t  to 
the  Barnes  Hospital.  St.  Louis  Maternity  Hospital,  St.  Luke’s 
Hospital.  DePaul  Hospital,  and  Jewish  Hospital,  and  Robert 
James  Crossen,  M.D.,  Assistant  Professor  of  Clinical  Gyne- 
cology and  Obstetrics,  Washington  University  School  of  Medi- 
cine ; Assistant  Gynecologist  and  Obstetrician  to  the  Barnes 
Hospital  and  the  St.  Louis  Maternity  Hospital  : Gynecologist 
to  St.  Luke’s  Hospital  and  DePaul  Hospital.  Sixth  Edit'on, 
entirely  revised  and  reset.  999  pages  including  index ; 1,334 
illustrations  including  30  in  color.  The  C.  V.  Mosby  Co.,  St. 
Louis,  Mo.,  1948. 


CANCER  OF  CHILDREN  UNDER  14 

A cancer  control  program  for  children  is 
urgently  needed,  according  to  Harold  W. 
Dargeon,  M.  D.,  New  York,  writing  in  the 
February  14  issue  of  The  Journal  of  the  Am- 
erican Medical  Association. 

•“Only  comparatively  recently  have  cancer 
and  related  diseases  received  attention  as  an 
important  child  health  problem,”  he  points 
out.  “In  the  last  decade  cancer,  leukemia,  and 
other  tumors  have  exceeded  almost  all  com- 
mon diseases  among  the  causes  of  death  in 
certain  age  groups  during  childhood.” 
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Dr.  Darg-eon  is  from  the  Children’s  Tumor 
Registry  and  Pediatric  Service  of  Memorial 
Hospital,  Center  for  Cancer  and  Allied  Dis- 
eases, New  York.  His  article  is  the  ninth  of 
a series  on  cancer  to  be  published  by  the 
American  Medical  Association  in  cooperation 
with  the  American  Cancer  Society.  When 
complete,  the  series  will  be  published  in  book 
form  by  the  W.  B.  Sanders  Company. 

“Among-  the  causes  of  childhood  moriality 
in  1942  in  the  United  States  cancer  and  allied 
diseases  stood  tenth  in  the  two  year  age 
group,”  Dr.  Dargeon  observes;  “third,  from 
three  to  10  years  of  age,  and  sixth,  from  10 
to  14  years  of  age.  In  New  York  in  the 
three  year  period  1942  to  1944  the  deaths 
from  neoplastic  diseases  during  childhood 
exceeded  those  from  all  forms  of  tuberculo- 
sis. Wider  recognition  of  this  high  mortal- 
ity would  stress  the  need  for  gi'eater  effort 
toward  the  estabhshment  of  early  diagnosis 
of  neoplasms  in  children. 

“Parents  often  remark  that  treatment  for 
their  child  was  not  sought  earlier  because 
they  had  supposed  that  cancer  was  always 
fatal  in  a child.  The  prognosis  is  often  un- 
favorable, but  a constantly  hopeless  attitude 
in  the  presence  of  cancer  in  a child  is  not 
justified.  A particularly  important  age 
gi’oup  in  which  reduction  in  the  death  rate 
might  be  realized  is  that  from  birth  to  five 
years  of  age.  Not  only  do  the  largest  num- 
ber of  deaths,  by  five  year  age  gi’oups  in 
children,  occur  in  the  age  period  from  birih 
to  five  years  of  age,  but  also  a large  number 
of  the  curable  types  of  cancer  are  found  in 
the  preschool  child. 

“Most  types  of  tumors  present  in  children 
are  seldom  observed  after  maturity,  al- 
though they  have  been  described  in  the 
adult.  Studies  of  large  series  of  cases  in- 
dicate that  there  are  six  sites  most  frequent- 
ly affected  by  cancer  in  children:  (1)  the 
bones;  (2)  the  kidneys;  (3)  the  eye  and  or- 
bit; (4)  the  lymphatic  and  blood-fonning 
organs;  (5)  the  soft  somatic  (body)  tissues, 
and  (6)  the  nervous  system. 

“The  need  for  collaboration  in  the  study 
of  tumors  in  children  has  been  recognized  by 
all  those  engaged  in  this  field.  The  Ameri- 
can Academy  of  Pediatrics  has  endorsed 
such  a coordinated  study  as  part  of  its  na- 
tional child  health  program,  by  the  establish- 
ment of  a Children’s  Tumor  Registry.  The 
combined  experience  of  various  clinics  is  re- 
quired to  evaluate  results,  incidence  and 
diagnostic  criteria,  because  the  type  of  tu- 


mors observed  in  each  hospital  may  vary 
considerably. 

“No  member  of  the  entire  group  of  phy- 
sicians concerned  with  the  problem  of  cancer 
in  children — the  surgeon,  radiologist,  path- 
ologist, pediatrician  or  health  officer — is 
more  important  than  the  family  physician, 
who  usually  sees  the  patient  first  and  whose 
opinion  and  recommendations  are  the  basis 
for  the  family’s  decisions.” 


PROBLEM  OF  PRISONERS  WHO  VOLUN- 
TEER IN  MEDICAL  EXPERIMENTS 

A committee  appointed  by  Gov.  Dwight 
H.  Green  of  Illinois  has  submitted  a report 
to  the  Illinois  Department  of  Safety  on  the 
ethical  principles  which  govern  the  service 
of  prisoners  as  subjects  in  medical  experi- 
ments. The  report  appears  in  the  February 
14  issue  of  The  Journal  of  the  American 
Medical  Association. 

Members  of  the  committee,  all  from  Chi- 
cago, were:  Robert  S.  Berghoff,  M.  D.,  Mor- 
ris Fishbein,  M.  D.,  Rabbi  George  Fox,  Fath- 
er Ralph  Gallagher,  A.  C.  Ivy,  M.  D.,  chair- 
man, Kaywin  Kennedy  and  Oscar  Mayer. 

“During  the  war,”  the  committee  says, 
“the  Governor  of  the  State  of  Illinois  and  the 
Department  of  Public  Safety  permitted  pris- 
oners in  one  of  the  state  penitentiaries  in 
Illinois  to  serve  voluntarily  and  without  any 
prior  promise  of  a pardon  or  a reduction  of 
sentence  in  prison  as  subjects  in  medical 
experiments.  These  experiments  were  de- 
signed to  find  a better  preventive  and  cura- 
tive treatment  of  malaria.  The  question 
has  arisen  of  giving  a reduction  of  sentence 
in  prison  as  a reward  for  such  service  in 
addition  to  that  ordinarily  allowed  because 
of  good  conduct.” 

Established  ethical  rules  under  which  hu- 
man beings  have  served  as  subjects  in  med- 
ical experiments  were  summarized  as  fol- 
lows: 

“1.  Consent  of  the  human  subject  must 
be  obtained.  All  subjects  have  been  volun- 
teers in  the  absence  of  coercion  in  any 'form. 
Before  volunteering,  the  subjects  have  been 
infoiTued  of  the  hazards,  if  any. 

“2.  The  experiment  to  be  performed  must 
be  based  on  the  results  of  animal  experi- 
mentation and  oil  a knowledge  of  the  natural 
history  of  the  disease  under  study  and  must 
be  so  designed  that  the  anticipated  results 
will  justify  the  performance  of  the  experi- 
ment. The  experiment  must  be  such  as  to 
yield  results  unprocurable  by  other  methods 
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of  study  which  are  necessary  foi’  the  good  of 
society. 

“3.  The  experiment  must  be  conducted 
(a)  only  by  scientifically  qualified  persons 
and  (b)  so  as  to  avoid  all  unnecessary  phy- 
sical and  mental  suffering  and  injury  and 
(c)  only  after  the  results  of  adequate  animal 
experimentation  have  eliminated  any  a priori 
reason  to  believe  that  death  or  disabling  in- 
jury will  occur.  If  there  is  any  a priori  rea- 
son that  accidental  death  or  disabling  injury 
may  occur,  as  in  such  experiments  as  those 
of  Walter  Reed  in  which  the  mosquito  was 
demonstrated  to  transmit  yellow  fever,  then 
medical  scientists  should  serve  or  should 
have  served  as  volunteers  along  with  non- 
scientific  personnel.” 

The  committee  members  point  out  that  the 
reduction  of  sentence  in  prison  under  the 
parole  system  is  viewed  as  a reward  for  good 
conduct  and  that  service  as  a subject  in  a 
medical  experiment  is  rightly  considered  to 
be  a form  of  good  conduct.  They  neverthe- 
less warn  that  if  a prisoner’s  sole  motive  for 
such  seiwice  is  to  obtain  a drastic  reduction 
in  sentence  he  cannot  be  considered  a volun- 
teer. 

“A  reduction  of  sentence  in  prison,  if  ex- 
cessive or  drastic,  can  amount  to  undue  in- 
fluence,” they  write. 

“Regardless  of  a prisoner’s  motives  for 
volunteering  for  an  experiment,  a habitual 
criminal  or  a prisoner  who  has  committed  a 
notorious  or  heinous  crime  should  not  be  con- 
sidered an  acceptable  volunteer. 

“Obviously  no  one  may  make  representa- 
tions to  a prisoner  concerning  the  extent  and 
types  of  reward  which  may  accrue  as  a re- 
sult of  his  seiwice.” 


INFLUENZA  VACCINES  NOT  YET  RELI- 
ABLE FORM  OF  PROTECTION 

Further  investigations  are  necessary  to 
increase  the  effectiveness  of  present  influ- 
enza vaccines,  according  to  two  articles  ap- 
pearing in  the  February  14  issue  of  The 
Journal  of  the  American  Medical  Associa- 
tion. 

Both  papers  report  on  influenza  epidemics 
in  schools  where  a large  number  of  the  stu- 
dents had  previously  been  vaccinated.  In 
both  schools  the  vaccinated  students  seem 
to  have  been  as  susceptible  to  the  disease 
as  the  unvaccinated.  This  failure  of  the 
vaccine  to  afford  protection  was  explained, 
at  least  partially,  in  both  instances  by  the 
fact  that  the  epidemic  strain  of  virus, 


though  belonging  to  the  same  general  type, 
differed  from  the  strains  present  in  the  vac- 
cine. 

The  writer  of  the  first  article,  Arie  C.  Van 
Ravenswaay,  M.  D.,  Boonville,  Mo.,  states 
that  in  December  1946,  237  of  527  cadets  at 
Kemper  Military  School,  Boonville,  received 
a commercial  vaccine  consisting  of  strains  of 
influenza  virus,  types  A and  B.  Until  mid- 
February  1947  relatively  little  respiratory 
disease  was  observed  in  the  cadet  corps.  Dur- 
ing the  period  from  February  15  to  March 
1,  however,  48  patients  with  influenza  A 
were  admitted  for  hospitalization  in  the 
school  dispensary  from  the  vaccinated  group 
of  237  and  79  from  the  unvaccinated  group 
of  284.  This  represented  an  incidence  of 
20.2  per  cent  from  the  immunized  group 
and  27.8  per  cent  from  the  non-immunized 
group. 

Blood  studies  indicated  that  the  vaccine 
as  administered  had  been  potent,  but  eventu- 
ally it  was  shown  that  the  strain  of  influen- 
za A prevalent  during  the  winter  of  1946- 
1947  had  been  quite  dissimilar  from  those 
contained  in  the  influenza  virus  vaccine 
available  at  that  time.  “Vaccine  now  avail- 
able contains  this  strain  which  has  been  des- 
ignated as  FM-1,”  Dr.  Ravenswaay  com- 
ments. 

The  authors  of  the  second  article  are  M.  M. 
Sigel,  Ph.  D.,  F.  W.  Shaffer,  M.  D.,  M.  Wie- 
ner Kirber,  Ph.  D.,  A.  B.  Light,  M.  D.,  and 
W.  Henle,  M.  D.,  from  the  Children’s  Hos- 
pital of  Philadelphia  (Department  of  Pedi- 
atrics, University  of  Pennsylvania  School  of 
Medicine)  and  the  Department  of  Bacteriolo- 
gy, Women’s  Medical  College,  Philadelphia. 

They  write  that  early  in  March  1947  an 
epidemic  of  influenza  type  A occurred  in  a 
school  for  boys  in  New  Jersey,  88  per  cent 
of  the  521  students  having  been  vaccinated 
early  in  December  1946.  (Here,  too,  the 
vaccine  used  was  a commercial  one  of  com- 
bined types  A and  B.)  Of  those  who  had 
received  the  vaccine,  54  per  cent  were  con- 
sidered to  have  been  affected  either  moder- 
ately or  mildly,  whereas  this  was  true  of 
only  49  per  cent  of  the  small  group  of  un- 
vaccinated students. 

“There  are  two  points  which  require  par- 
ticular notice,”  the  doctors  observe:  “(a)  the 
epidemic  occurred  three  months  after  vac- 
cination, and  (b)  the  epidemic  strain  of  virus 
was  notably  different  from  the  strains  in 
the  vaccine.  It  seems,  then,  that  one  must 
aim  at  prolongation  of  the  immune  response 
and  increased  cross  protection.” 
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was  well  ahead  of  his  time,  for  physicians  of  his  day 
knew  little  of  the  function  of  the  heart  or  the 
treatment  of  its  diseases,  although  da  Vinci's 
knowledge  of  such  anatomy  was  extensive. 
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Vast  areas  of  the  country  would  have  to  be 
considered  wasteland,  so  far  as  human  nutri- 
tion is  concerned,  were  it  not  for  the  ability  of 


livestock  to  feed  on  the  grasses  and  roughage 
growing  in  the  many  areas  which  do  not  lend 
themselves  to  cultivation. 
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Thus  livestock  makes  land,  which  otherwise 
would  be  useless  for  human  nutrition,  produce 
an  outstanding  protein  food  for  man.  This  is  of 
added  importance  today  because  of  the  world- 
wide scarcity  of  high-quality  protein  foods. 
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SKIN  COMPLAINTS  OFTEN  FIRST  SIGNS 
OF  UNDERLYING  MENTAL  DISEASE 

Certain  skin  complaints  often  are  among  the 
first  signs  of  an  underlying  mental  disease,  accord- 
ing to  two  Chicago  doctors,  Theodore  Combleet, 
M.  D,,  and  Meyer  Brown,  M.  D.,  from  the  Depart- 
ment of  Dermatology  of  the  University  of  Illinois 
College  of  Medicine  and  the  Department  of  Nervous 
and  Mental  Diseases  of  Northwestern  University 
Medical  School, 

Writing  in  the  January  17  issue  of  The  Journal 
of  the  American  Medical  Association,  the  writers 
observe  that  disturbed  sensations  of  the  skin  which 
cannot  be  traced  to  any  rational  source  should  al- 
ways be  suspected.  Some  of  the  most  common  of 
these  are  intense  itching  which  develops  suddenly, 
a feeling  of  numbness,  tingling,  burning,  drawing, 
heat  or  cold,  a sensation  of  insects  crawling  or  of 
droplets  falling  on  the  skin. 

An  actual  skin  disorder  may  sometimes  be  ac- 
counted for  by  excessive  washing  or  cleansing  of 
the  skin  which  springs  from  a delusional  idea,  the 
doctors  point  out.  Unreasonable  concern  over  the 
appearance  of  some  simple  condition  such  as  a few 
additional  facial  hairs  or  moles  or  increased  dryness 
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or  oiliness  of  the  skin,  as  well  as  complete  indiffer- 
ence to  serious  skin  disease,  also  may  indicate  that  a 
psychiatrist’s  services  are  needed.  Excessive  sweat- 
ing, feelings  of  warmth,  blanching  or  flushing  or 
blushing  may  or  may  not  be  part  of  a set  of  psy- 
chiatric symptoms.  More  obvious  are  bizarre  delu- 
sions involving  the  skin  and  self-induced  injuries. 


In  ^kellltiA  from  LIPSTICK 

Intractable  exfoliative  lip  dermatoses  may  often  be  traced  to  eosin 
lipstick  dyes.  Remove  the  offending  irritants,  and  the  symptoms 
often  disappear.  In  lipstick  hypersensitivity,  prescribe  AR-EX  NON- 
PERMANENT LIPSTICK — so  cosmetically  desirable,  yet  free  from  all 
known  irritants.  Send  for  Free  Formulary. 


AR-EX  COSM  ETICS,  INC.  io36  w.  van  buren  ST.  Chicago  7,  ill. 
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or  15  to  45  minims  oral  solution,  as  a sus- 
taining agent  in  pneumonia  and  congestive 
heart  failure. 
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MANY  MATERNAL  DEATHS  DUE  TO 
HEMORRHAGE  ARE  PREVENTABLE 

“Hemorrhage  today  outranks  all  other  single 
causes  of  maternal  death  in  the  United  States,” 
writes  John  Totterdale  Cole,  M.D.,  in  the  Septem- 
ber 20  issue  of  The  Journal  of  the  American  Medical 
Association.  And  yet,  he  reports,  since  the  method 
of  blood  replacement  now  used  at  the  Woman’s 
Clinic  of  the  New  York  Hospital  has  been  adopted 
there  has  not  been  a single  death  from  hemorrhage 
during  7,500  gynecologic  operations.  On  the  ob- 
stetric service  only  one  death  from  this  cause  has 
occurred  during  14,000  deliveries. 

In  his  article  Dr.  Cole,  who  is  a member  of  the 
Department  of  Obstetrics  and  Gynecology  at  Cor- 
nell University  Medical  College  and  at  the  New  York 
Hospital,  points  out  the  general  need  for  procedures 
similar  to  those  used  by  his  hospital  in  combating 
that  dreaded  complication  of  pregnancy:  great  loss 
of  blood.  “The  basis  of  successful  therapy,”  he 
writes,  “is  the  rapid  restoration  of  blood  volume  by 
the  intravenous  use  of  blood  or  plasma,  preferably 
the  former.”  Dr.  Cole  believes  that  fewer  American 
women  would  die  if  the  importance  of  the  time 
factor  were  more  generally  appreciated.  When 
blood  transfusion  is  delayed  abnormally  low  blood 
pressure  can  quickly  progress  to  impending  shock, 
impending  shock  to  irreversible  shock. 

Among  the  practices  of  the  Woman’s  Clinic  of  the 
New  York  Hospital  which  he  emphasizes  are: 

— Determination  of  the  blood  group  and  the  Rh 
type  of  all  patients  at  their  first  “before  delivery” 
visit. 


— Cross  matching  of  the  blood  of  all  patients  be- 
fore delivery  if  it  appears  that  a large  loss  of  blood 
may  occur.  One  or  more  pints  of  blood  will  then 
be  held  on  call  for  immediate  use  at  the  central 
blood  bank — or,  in  case  of  Cesarean  section,  in  the 
operating  room  itself. 

— Measuring  the  patient’s  loss  of  blood  as  it  oc- 
curs, so  that  it  will  not  be  underestimated. 

— When  hemorrhage  has  occurred,  shortening  the 
duration  of  anesthesia  by  avoiding  surgical  proce- 
dures which  can  be  postponed. 

— Keeping  a small  obstetric  blood  bank  for  emer- 
gencies on  the  delivery  floor  itself  in  addition  to  the 
large,  active,  general  blood  bank.  The  blood  in  the 
small  bank  should  be  of  a type  which  may  be  used 
for  any  patient  without  preliminary  typing  or  cross 
matching. 

— When  an  exceedingly  large  volume  of  blood  has 
been  lost,  rapid  replacement  by  a simple  pressure 
mechanism  added  to  the  ordinary  transfusion  ap- 
paratus. In  such  cases  the  drip  method  of  trans- 
fusion is  too  slow. 

— The  administration  of  alkali  agents  to  combat 
transfusion  reactions  and  to  delay  the  onset  of  irre- 
versible shock  until  enough  blood  and  plasma  are 
available. 

“Since  the  method  was  adopted,”  Dr.  Cole  con- 
cludes, “there  have  been  no  deaths  from  hemorrhage 
during  3,600  major  and  3,900  minor  gynecologic  op- 
erations. On  the  obstetric  service  one  death  due 
to  hemorrhage  has  occurred  during  14,000  deliveries. 
While  the  method  has  been  in  use  there  have  been 
250  postpartum  hemorrhages.” 
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EDITORIAL 


1 READ  THE  MINUTES  OF  THE  COUNCIL 

f 

j At  its  mid- winter  session  February  15th 
I the  Council  spent  a full  day  discussing  many 

I of  the  problems  pertaining  to  organized 

I medicine  in  Nebraska.  The  minutes  of  the 
i proceedings  are  published  on  page  132.  The 
I recommendations  made  by  the  Council  are 
subject  to  approval,  modification,  or  rejec- 
tion by  the  House  of  Delegates  which  is  the 
final  authority  and  we  feel  confident  that 
your  delegates  would  like  to  know  your  reac- 
tions to  matters  upon  which  they  are  called 
to  decide.  Furthermore,  they  are  entitled  to 
your  opinion,  because  it  is  your  organization. 
If  you  agree  with  the  policies  expressed  by 
the  Council,  ask  your  delegate  to  vote  for 
them.  If  you  are  against  them,  ask  your 
Councillor  for  further  information. 

Whether  the  Nebraska  State  Medical  Asso- 
ciation is  to  progress  or  to  remain  static  de- 
pends entirely  upon  the  disposition  of  the 
majority  of  its  members.  The  officers  will 
abide  by  the  decision  of  the  House  of  Dele- 
gates. One  of  the  important  issues  to  come 
before  meeting  of  the  House  next  month  is 
the  recommended  increase  in  annual  dues  of 
the  Association.  A similar  recommendation 
by  the  Council  last  year  was  turned  down  by 
the  House  of  Delegates.  The  Council  is  re- 
peating its  recommendation  this  year  on  the 
plea  by  the  Board  of  Trustees.  This  Board 
feels  that  the  activities  of  the  Association 
are  restricted  because  of  lack  of  funds.  There 
are  many  functions  which  as  an  organization 
we  cannot  perform  because  of  budgetary  in- 
adequacies. Outstanding  among  the  needs 
as  they  appeared  to  the  Council  are  a pro- 
gram for  public  relations,  the  purpose  of 
which  would  be  to  acquaint  the  people  of  this 


area  with  the  truth  about  American  Medicine 
and  medical  services  in  this  country  in  an  ef- 
fort to  forestall  government  regimentation; 
also  a program  of  professional  and  lay  educa- 
tion which  would  allow  sparsely  settled  areas 
well  organized  scientific  programs  at  periodic 
intervals  on  a county  or  district  society  basis 
and  at  the  same  time  afford  the  public  a 
wholesome  knowledge  of  health  and  its  mean- 
ing. These  and  other  pro  j ected  functions  are 
discussed  in  Mr.  Smith’s  report  on  page  145. 

In  order  to  undertake  these  activities  it  is 
obvious  that  the  revenue  of  the  Association 
must  be  enhanced.  Again  it  is  up  to  the 
members  themselves  through  their  delegates 
to  express  approval  or  opposition  to  these 
proposals  of  the  Council.  We  urge  every 
member  of  the  Association  to  read  carefully 
the  minutes  of  the  mid-winter  session  and 
particularly  the  reports  submitted  by  the 
various  committees.  We  likewise  urge  our 
readers  to  discuss  these  minutes  openly  and 
sensibly  with  one  another,  and  especially 
with  their  delegates  so  that  the  latter  may 
have  a basis  upon  which  to  vote  at  the  meet- 
ing of  the  House  on  Monday,  May  3. 


PLAN  NOW  TO  ATTEND  THE  ASSEMBLY 
OF  THE  ASSOCIATION  IN  LINCOLN 
AT  HOTEL  CORNHUSKER 

We  always  look  forward  to  this  time  of 
the  year  when  we  can  again  call  attention  of 
the  members  of  our  Association  to  the  com- 
ing Assembly  in  the  spring.  This  reminder 
always  brings  pleasurable  prospects  of  meet- 
ing old  friends  and  classmates,  and  making 
new  friends  among  our  colleagues.  Annual 
sessions  are  more  than  a means  of  acquiring 
new  knowledge;  they  are  a change  from  the 
routine  grind  which  makes  for  diversion 
as  well  as  freshening  up  on  the  newer  things 
in  medicine.  If  you  have  not  yet  made  your 
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reservations  in  the  hotel,  it  is  well  to  do  so 
at  once  since  hotel  space  in  Lincoln,  as  indeed 
in  all  other  areas  we  know  of,  is  still  at  a 
premium. 


ON  PROFESSIONAL  OBLIGATION 

\\"e  publish  the  following  excerpts  from  an 
editorial  in  the  American  Medical  Associa- 
tion at  the  request  of  Dr.  George  F.  Lull, 
the  Secretary  of  the  A.M.A.  We  believe  it 
is  a timely  topic.  It  has  been  a problem  to 
medical  societies  in  practically  every  metro- 
politan area.  We  suppose  night  calls  will 
always  be  with  us,  and  we  are  sure  that  most 
of  us  consider  them  the  bane  of  our  profes- 
sional existence. 

However,  people  do  get  sick  at  night. 
Many  of  them  it  is  true,  have  been  ill  for 
several  days  before  the  family  decides  to 
call  a doctor,  and  that  frequently  happens  in 
the  middle  of  the  night.  However,  as  long 
as  medicine  remains  a public  service,  night 
and  holiday  emergencies  must  be  met,  and 
organized  medicine  should  be  the  agency  by 
which  such  emergencies  may  be  met.  Ob- 
viously, each  locality  has  its  own  problems, 
therefore  these  problems  must  be  solved  in 
accordance  with  the  local  need  and  local  fa- 
cilities which  may  be  made  available. 


“The  American  Medical  Association  calls  on  county 
medical  societies  to  meet  the  public  demand  for 
emergency  medical  service  at  night. 

“From  many  sections  of  the  United  States,”  says 
an  editorial  in  a recent  (March  6)  issue  of  The 
Journal  of  The  American  Medical  Association,  “com- 
plaints have  come  lately  that  persons  who  have 
called  physicians  late  at  night  have  been  unable  to 
secure  attendance  from  either  those  whom  they  con- 
sidered their  family  physicians  or  from  specialists 
or,  indeed,  from  any  physician.” 

The  American  Medical  Association  says  that  large 
county  medical  societies  or  urban  groups  should 
maintain  a physicians’  telephone  exchange  which 
would  take  the  responsibility  for  locating  physicians 
if  response  is  not  made  to  the  ringing  of  the  tele- 
phone in  the  home  or  in  the  office. 

The  solution  is  simple  and  practical,  requiring 
only  a minimum  of  community  organization.  A 
number  of  county  medical  societies  already  main- 
tain a physicians’  telephone  exchange  where  doc- 
tors’ calls  may  be  received  and  doctors  located  if 
their  office  or  home  telephones  do  not  respond. 
Such  an  exchange  can  be  utilized  as  at  night  or 
on  holidays,  simply  by  furnishing  the  exchange  with 
a list  of  physicians  who  are  able  and  willing  to 
make  night  calls.  Such  physicians  would  probably 
include  the  younger  general  practitioners,  new- 
comers to  the  community,  and  others  in  general 
practice.  If  such  a roster  were  available,  and  its 
availability  widely  publicized,  night  calls  for  medical 


service  would  soon  gravitate  to  this  center  and  the 
patient  would  be  assured  the  services  of  a physician. 

Under  such  a system  the  necessity  for  calling 
many  doctors  would  be  eliminated.  Two  calls  at 
most  would  be  necessary.  Where  there  is  no  physi- 
cians’ telephone  service,  it  might  be  possible  to  have 
the  hospitals  cooperate  by  handling  such  night  calls. 

The  Medical  Society  of  the  District  of  Columbia 
and  the  Milwaukee  County  Medical  Society  have 
found  such  a plan  practical,  as  have  a number  of 
other  societies. 

By  this  simple  and  practical  expedient,  which  is 
doubtless  in  effect  in  modified  form  in  a number 
of  communities,  the  sick  can  be  served  and  the 
medical  profession  can  redeem  its  pledge  of  unselfish 
public  service. 

It  is  highly  important  that  where  such  arrange- 
ments exist  they  be  brought  to  the  attention  of  the 
lay  people  in  the  community  through  appropriate 
public  channels,  not  once  but  repeatedly,  to  keep 
the  shifting  populations  well  informed. 

Few  problems  in  the  field  of  medical  service  have 
aroused  so  much  public  discussion.  Whether  re- 
sentment against  physicians  is  justified  or  not,  it 
does  harm.  The  solution  for  this  problem  is  so 
eminently  simple  and  would  reflect  so  favorably 
upon  physician-patient  relationships  that  medical 
societies  everywhere  are  urged  to  give  it  serious 
consideration  immediately. 


SEVEN  ORGANIZATIONS  URGE  NATIONAL 
RABIES  CONTROL  PROGRAM 

Rabies  in  the  United  States  is  serious  enough  to 
justify  a rabies  control  program  on  a national  basis, 
according  to  representatives  of  seven  organizations 
whose  recommendations  appear  in  The  Journal  of 
the  American  Medical  Association  of  November  22. 

The  organizations  are  the  American  Public  Health 
Association,  the  American  Medical  Association,  the 
U.  S.  Public  Health  Service,  the  Bureau  of  Animal 
Industry  of  the  U.  S.  Department  of  Agriculture, 
the  U.  S.  Livestock  Sanitary  Association,  the  Amer- 
ican Animal  Hospital  Association  and  the  American 
Veterinary  Medical  Association.  They  believe  that: 

— The  federal  government  should  participate  in 
means  for  the  control  of  rabies  through  cooperation 
with  the  states,  contributing  funds  and  personnel. 

— Rabies  in  man  is  generally  reportable  to  local 
and  state  health  authorities,  but  it  should  also  be 
required  that  all  cases  of  animal  rabies  be  reported 
by  states  to  a central  federal  agency  for  analysis 
and  distribution. 

— Prime  consideration  must  be  given  to  adequate 
facilities  for  the  diagnosis  of  rabies,  mass  immuniza- 
tion of  susceptible  animals,  particularly  dogs,  and 
control  of  animals  capable  of  transmitting  the  dis- 
ease. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
MEETING 

The  Annual  Session  of  the  Nebraska  State  Medi- 
cal Association  will  be  held  in  Lincoln,  May  3 to  6, 
1948.  The  House  of  Delegates  will  convene  for  its 
first  session  at  2 p.m.,  Monday,  May  3.  The  scien- 
tific meetings  will  open  Tuesday,  May  4,  starting  at 
9 a.m.,  and  will  continue  through  Thursday,  May  6. 


The  Despecialization  of  Psychiatry" 

FRANKLIN  G.  EBAUGH,  M.D. 

Denver,  Colorado 


Medicine  has  always  recognized  that  there 
is  no  sharp  dividing  line  between  the  physi- 
cal and  the  psychological,  no  dichotomy  of 
mind  and  body,  no  concept  of  “either  — or”, 
but  rather  that  in  any  illness  it  is  the  total 
person  who  is  sick  and  that  for  the  complete 
knowledge  of  a clinical  problem  we  must 
have  a full  understanding  of  the  patient  as 
an  individual,  functioning  in  the  social  en- 
vironment 20.  25.  26.  30)^  However,  the  struc- 
tural concepts  and  school  of  tissue  pathology 
introduced  by  Virchow  still . carries  over  to 
the  modern  physician  who  feels  that  he  must 
discover  a defect  in  structure  whenever  he 
is  faced  with  an  individual  who  is  ill  and 
comes  to  him  for  help^^^’^^h 

Properly  viewed  the  terms  “organic”  and 
“functional”  are  never  contradictory,  but  al- 
ways complementary.  Function  and  struc- 
ture are  mutually  dependent.  For  too  long 
a time  the  internist  has  interested  himself 
in  “syndromes”,  and  “symptom-pictures”, 
and  “diseases”  of  a particular  organ  with- 
out any  significant  understanding  of  the  per- 
son who  was  sick,  and  how  that  person  was 
reacting  to  his  illness Any  disease  has 
its  objective  and  its  subjective  facts.  That 
your  patient  has  tuberculosis  is  an  objective 
fact  which  can  be  demonstrated  by  any  com- 
petent physician ; how  your  patient  feels 
about  having  tuberculosis  is  the  subjective 
fact  which  is  equally  important,  always  pres- 
ent and  often  ignored.  The  real  secret  of  the 
success  of  many  physicians  is  the  thorough- 
ness with  which  they  grasp  and  apply  the 
principle  of  treating  the  patient,  as  well  as 
the  disease 

Physicians  have  always  been  psychiatrists, 
and  many  of  them  are  better  psycho  thera- 
pists than  they  know  or  pretend  to  be^i-^.  26) _ 
Dr.  Louis  Hamman,  my  revered  teacher,  has 
said:  “Indeed  I find  it  impossible  to  formu- 
late a clear  expression  of  the  relation  of  psy- 
chiatry to  medicine,  so  intimately  and  inex- 
tricably are  they  bound  together.  The  phy- 
sician studies  and  practices  psychiatry  con- 
tinuously, even  when  he  protests  that  he  has 
not  the  least  knowledge  of  formal  psychia- 
try. It  is  the  chief  instrument  of  his  suc- 
cess, even  though  he  may  practice  it  uncon- 
sciously In  reality,  the  idea  of  psycho- 

somatic medicine  is  so  old  that  it  is  now  an 

^Presented  at  meeting  of  Omaha  Mid-West  Clinical  Society, 
Omaha.  Nebr.,  Oct.  28,  1947. 


accepted  part  of  every  day  speech  (28).  How 
many  times,  in  ordinary  lay  conversation, 
have  we  heard  such  remarks  as:  “He’s  a 
pain  in  the  neck”,  or  “I  can’t  swallow  that”, 
or  “I  got  a load  off  my  chest”,  or  “I  felt  a 
lump  in  my  throat”.  All  these  are  reflec- 
tions of  our  native  understanding  of  the  role 
emotions  play  in  bodily  health.  Alexander 
stresses  that  all  ‘our  emotions  are  expressed 
by  physiological  processes:  sorrow,  by  weep- 
ing ; amusement,  by  laughter ; and  shame,  by 
blushing.  And  all  our  emotions  are  accom- 
panied by  physiological  changes : fear  by 
heart  palpitation;  anger  by  increased  heart 
activity,  elevation  in  blood  pressure,  and  a 
change  in  carbohydrate  metabolism;  despair 
by  deep  inspiration  and  expiration  called 
sighing(^h 

It  is  thus  no  surprise  that  functional  ill- 
nesses constitute  so  great  a part  of  any  med- 
ical practice.  It  has  been  generally  estimat- 
ed that  from  30  to  50  percent  of  all  persons 
seeking  medical  advice  are  suffering  from 
functional  disorders^^^’  26.  34)_  Certain- 
ly no  physician  in  general  practice  — even 
in  these  busy  times  — can  afford  to  ignore 
1/3  of  the  people  who  come  to  him  for  help 
(19).  With  the  increasing  numbers  of  older 
persons  in  our  society,  the  importance  of 
emotional  factors  become  even  greater,  for 
chronic  illnesses  commonly  impose  some  re- 
adjustment to  life,  and  the  process  of  aging 
itself  brings  to  the  fore  the  patient’s  per- 
sonal limitations  and  idiosyncrasies  (-^2). 

Moreover,  every  chronic  illness  demands  a 
prolonged  and  close  relationship  between  doc- 
tor and  patient  and  hence  requires  from  the 
physician  an  understanding  of  the  emotional 
factors  which  are  always  an  important  part 

of  such  a relationship  (22). 

In  view  of  all  these  facts,  it  is  interesting 
that  even  today  neither  the  patient  nor  the 
doctor  tolerates  well  the  recognition  that  the 
complaints  of  the  patient  are  largely  func- 
tional or  psychogenic (®'22),  In  analyzing  this 
situation,  it  becomes  evident  that  three  peo- 
ple share  a mutual  responsibility;  the  pa- 
tient, the  general  practitioner,  and  the  psy- 
chiatrist. Let  us  examine  each  of  them  in 
turn.  First,  the  patient  is  prejudiced  against 
the  recognition  of  emotional  disorders  be- 
cause of  social  attitudes,  ignorance,  and  fear 
(2).  To  the  public  the  field  of  psychiatry  is 
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still  somewhat  associated  with  institutions 
and  the  treatment  of  the  major  psychoses 
In  addition  to  this,  the  usual  patient  comes 
to  the  doctor  with  his  own  preformed  ideas 
as  to  what  his  illness  is,  what  caused  it,  and 
how  he  expects  to  have  it  treated  — all  based 
on  knowledge  acquired  from  movies,  radio 
commercials,  magazine  reading,  or  talks  with 
his  neighbors.  Such  explanations  of  illness 
are  always  the  “usual  and  ordinary”  ones, 
are  anxiety  defenses  and  are  intended  to 
forestall  inquiry  into  any  personal  or  emo- 
tional factors It  is  worth  while  to  realize 
that  all  of  these  attitudes  will  bring  those 
with  functional  illnesses  to  the  general  prac- 
titioner, who  therefore  needs  an  understand- 
ing of  emotional  illness  as  much  as  he  needs 
a knowledge  of  biochemical  or  physiological 
changes (27)^  Moreover,  such  cases  are  often 
difficult  diagnostic  problems  and  require  the 
broad  training  in  the  use  of  clinical  and 
laboratory  methods  which  is  part  of  the  in- 
ternist’s background  Occasionally  in  the 
mind  of  the  public,  the  psychiatrist  is  iden- 
tified with  his  patients,  and  the  individual 
contemplating  treatment  unconsciously  won- 
ders : “Is  it  really  safe  for  me  to  consult  this 
doctor  who  deals  so  closely  with  mental  ill- 
ness? Can  he  remain  normally  adjusted 
himself  when  he  deals  with  these  patients  so 
constantly (2 ) ?” 

Secondly,  we  must  consider  the  general 
practitioner  and  his  own  attitudes.  For  many 
physicians,  a functional  disorder  is  interest- 
ing only  so  long  as  it  is  a diagnostic  prob- 
lem In  our  present  medical  education, 
the  greatest  emphasis  in  training  is  placed 
on  differential  diagnosis  and  the  neurotic  pa- 
tient is  viewed,  as  “unfair”  if  his  anxiety 
produces  symptoms  which  are  similar  to  or- 
ganic disease ^ -^2 )_  However,  if  the  physician 
overlooks  this  “fault”  of  the  patient  and  con- 
tinues to  treat  him,  he  expects,  or  at  least 
hopes,  that  the  patient  will  stop  having 
symptoms,  when  examined  carefully  and 
when  told,  that  he  has  “nothing  the  matter 
with  him”. 

This  happy  result  occurs  just  often  enough 
to  sustain  the  hope  that  all  patients  will  re- 
spond to  authoritative  reassurance  When 

this  fails  to  occur,  the  patient  is  treated 
symptomatically  (with  the  resultant  in- 
creased focus  on  the  patient’s  body)  ; the 
psychiatric  condition  continues ; and  with  the 
progi'ess  of  the  personality  disorder  the  phy- 
sician becomes  baffled,  and  more  annoyed 
Rarely  is  this  annoyance  recognized  for  what 


it  is,  namely  a defense  for  the  physician’s 
own  ignorance  Eventually,  either  the  pa- 
tient or  the  physician  gives  up,  and  the  pa- 
tient goes  to  another  doctor,  or  to  an  osteo- 
path, a chiropractor,  or  to  some  cultist. 

Another  factor  of  importance  to  the  gen- 
eral practitioner  is  the  change  in  the  rela- 
tionship between  the  family  physician  and 
the  patient.  Less  often  nowadays  does  the 
physician  know  the  family  background,  the 
circumstances,  past  life,  home  situation,  and 
other  vital  facts  about  his  cases  through  hav- 
ing had  contact  with  them  as  human  beings 
(26).  And  rarely  in  his  busy  office  does  he 
want  to  take  the  time  needed  to  acquire  an 
adequate  picture  of  the  patient’s  personal 
background.  Everyone  rationalizes  his  lack 
of  knowledge  and  understanding,  his  failures 
and  his  successes.  Thus  both  the  patient  and 
the  physician  constantly  tend  to  rationalize 
the  patient’s  complaints  and  avoid  the  ac- 
knowledgment of  an  emotional  disorder  (22). 
It  is  well  to  remember  that  one’s  inability  to 
see  psychic  etiology  does  not  necessarily  in- 
dicate its  absence(i2.25).  Many  physicians 
have  a fear,  which  is  at  times  almost  an  ob- 
session, of  being  guilty  of  overlooking  physi- 
cal disease  in  diagnosing  a functional  illness. 
Psychiatrists  have  heard  frequently  of  the 
occasional  patient  in  whom  diagnosis  of  neu- 
rosis was  made  and  who  later  proved  to  have 
an  organic  disease.  However,  if  there  have 
been  sins  of  omission,  there  are  also  sins  of 
commission.  Too  often  has  over-examination 
calcified  neurotic  symptoms,  and  too  fre- 
quently does  the  physician  fail  to  recognize 
psychiatric  implications  and,  in  spite  of  nega- 
tive findings,  treat  the  patient  “as  if”  there 
were  an  organic  disease ; for  example  by  ex- 
ploratory laparotomy,  vitamin  therapy,  glan- 
dular injections,  or  non-specific  supportive 
medication.  If,  finally,  the  internist  realizes 
the  need  for  psychiatric  treatment,  the  pa- 
tient is  then  too  fixed  in  his  preoccupation 
with  the  organic  to  profit  from  referral (2). 

Thirdly,  we  must  consider  the  responsibili- 
ty of  the  psychiatrist,  who  too  long  has  also 
been  at  fault  in  this  separation  of  psychiatry 
and  general  medicine (^).  Until  recently,  psy- 
chiatry was  chiefly  a descriptive  science, 
with  no  adequate  understanding  of  etiology, 
pathology,  pathogenesis,  or  treatment(2D. 
Only  through  the  understanding  of  psycho- 
logical mechanisms,  both  conscious  and  un- 
conscious, has  work  in  psychosomatic  medi- 
cine become  possible  ( 21 ).  Even  yet,  the  prob- 
lem of  semantics  in  psychiatry  makes  for 
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continued  misunderstanding  in  the  medical 
profession ('^-25).  Often  the  language  is  too  in- 
volved, too  technical,  and  verges  on  the  mys- 
tical<i6>.  An  analyst,  psychobiologist,  and 
neuro-physiologist  can  express  the  same  gen- 
eral idea  in  such  different  language  that  it 
hardly  seems  similar^^s)^  Further,  it  has  on- 
ly been  a short  while  since  psychiatry  has 
come  out  of  the  institution  and  associated 
with  other  specialties.  Until  recently  psy- 
chiatric research  was  carried  on  independent 
of  other  branches  of  medicine Even  yet, 
the  contact  of  the  general  practitioner  with 
the  psychiatrist  is  too  often  limited  to  the 
medical  school,  the  large  clinic,  or  the  teach- 
ing hospitah^>.  However,  it  is  probable  that 
the  greatest  failure  of  psychiatry,  until  quite 
recently,  was  in  the  field  of  medical  educa- 
tion. Surveys  which  I have  done  showed 
statistically  that  the  average  physician  re- 
ceived inadequate  training  in  psychiatry  in 
medical  schoohi'^h  Moreover,  in  general,  pre- 
medical courses  in  college  offered  no  broad 
cultured  background  concerning  the  contri- 
butions to  human  personality  by  sociology, 
anthropology,  and  philosophy. 

Psychiatry  must  become  a basic  medical 
subiect:  the  universality  of  emotions,  and 
their  effect  on  the  human  body,  makes  it  im- 
perative that  the  physician  be  as  firmly 
grounded  in  psychiatry  as  he  is  in  anatomy, 
physiology,  or  pathology At  present, 
medical  students  dealing  with  the  concrete 
facts  of  the  basic  subjects  develop  an  obtuse- 
ness for  all  problems  of  body  functioning 
which  are  not  readily  explainable  in  organic 
concepts  and  acquire  a negativistic  attitude 
to  the  psychological  approach ^29)^  phy- 

sician comes  to  regard  the  field  of  psychiatry 
with  doubt  and  with  feelings  of  insecurity. 
Nowhere  in  medical  school  does  the  physician 
acquire  a knowledge  of  the  principles  of  psy- 
chiatry or  a practical  basis  that  will  ensure 
his  ability  to  diagnose  and  treat  emotional 
illness.  At  no  point  in  his  schooling  does  he 
acquire  a capacity  to  deal  with  his  fellows  on 
a human  basis,  with  a sense  of  human  values, 
and  a knowledge  of  human  emotions  and  con- 
flicts. 

These  deficiencies  in  the  patient,  the  phy- 
sician, and  the  psychiatrist  — are  not,  how- 
ever, necessary  and  can  be  remedied.  It  is 
important  that  we  recognize  this  basic  lack 
in  our  profession  and  take  active  steps  to 
meet  this  need  because  in  our  failure  we  are 
lending  aid  to  the  quack  and  charlatan,  and 


we  are  wasting  a powerful  instrument  of 
treatment. 

Many  of  the  measures  required  to  solve 
this  problem  lie  in  the  despecialization  of 
psychiatry  within  the  medical  profession. 
This  can  be  accomplished  in  several  ways. 
The  need  for  a revision  of  the  medical  school 
curriculum  has  already  been  indicated.  There 
should  also  be  established  in  all  teaching  hos- 
pitals a psychiatric  liaison  department  to 
provide  consultation  and  treatment  services 
for  the  medical,  surgical,  obstetrical,  and 
pediatric  staffs. In  every  general  rotating 
internship  there  should  be  a period  of  psy- 
chiatric service,  and  hence  there  must  be  a 
psychiatrist  on  the  attending  staff  of  every 
hospital.  For  the  growth  of  the  practicing 
physician,  papers  on  psychiatry  should  be 
frequently  found  on  medical  programs  and 
vice  versa.  (23)  Such  papers  would  especially 
stress  the  inter-relationship  of  these  fields. 
Refresher  post-graduate  courses  in  medicine 
for  the  psychiatrist,  and  in  psychiatry  for 
the  internist,  would  keep  us  mutually  alert. 
In  our  daily  practice,  a close  working  rela- 
tionship, with  consulting  assistance,  between 
the  internist  and  the  psychiatrist  is  of  prov- 
en value  to  both. (2)  Further,  it  is  my  own 
feeling  that  in  qualifying  a man  for  his  spe- 
cialty in  either  internal  medicine  or  psychi- 
atry, the  candidate  should  be  examined  for 
his  knowledge  of  both  fields  by  his  respective 
American  Board. 

In  regard  to  our  ability  to  modify  public 
opinion  toward  mental  illness,  the  whole 
problem  seems  to  be  closely  related  to  the  in- 
herent fear  of  every  individual  that  he  him- 
self may  be  a little  “different”  or  exception- 
al, (is ) Menninger  postulates  that  the  indi- 
vidual then  safeguards  himself  by  dis- 
tinguishing on  an  emotional  basis  the  mental- 
ly ill  as  belonging  to  an  entirely  different 
stratum  of  mankind  than  he  himself.  Be- 
cause of  this  mental  mechanism,  a com- 
munity clinic  program  of  mental  health  and 
child  guidance  will  help  the  public  to  remove 
the  stigma  still  attached  to  functional  dis- 
ease. 

If  we  now  assume  that  you  and  I — as  an 
internist  and  as  a psychiatrist — are  agreed 
on  the  basic  inter-relationship  of  our  fields 
of  medicine,  it  becomes  highly  important  to 
make,  as  a routine  procedure,  a definite  in- 
quiry into  emotional  factors  in  all  individual 
histories,  with  the  possible  exception  of  the 
acute  infections. We  must  seek  to  estab- 
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lish  positive  data  in  regard  to  the  personality 
structure  of  the  patient,  and  the  relationship 
of  symptom  to  conflict^^*^).  Emotional  ill- 
ness is  not  diagnosed  by  the  exclusion  of  or- 
ganic disease  to  explain  the  complaints. 
Rather,  the  presence  of  a personality  disor- 
der is  indicated  by  the  following  clinical 
data: 

1.  The  presence  of  a multiplicity  of  complaints, 
which  are  frequently  of  a shifting,  changeable  na- 
ture, and  which  often  involve  several  body  systems 
simultaneously. 

2.  A past  history  of  illnesses  or  complaints  that 
have  been  chronologically  correlated  with  periods  of 
stress,  and  that  have  responded  favorably  to  psycho- 
therapy or  mild  sedation,  and  that  have  been  allevi- 
ated or  increased  depending  on  the  change  in  the 
social  situation.  Also  important  in  the  past  history 
is  the  presence  of  a prolonged  illness  or  a prolonged 
convalescence,  especially  if  precipitated  by  accident 
or  operation  and  associated  with  emotional  conflict. 
Treatment  of  the  same  complaint  by  a great  many 
physicians  is  likewise  of  interest.  Symptoms  or  com- 
plaints out  of  proportion  to  the  somatic  factors,  or 
about  which  the  patient  expresses  undue  concern,  are 
also  indicative  of  emotional  disorder. 

3.  The  presence  of  important  conflicts  or  malad- 
justments, and  the  degree  of  insight  of  the  patient 
concerning  these  factors.  This  is  evaluated  in  terms 
of  the  patient’s  general  personality  structure  and 
development.  The  same  conflict  will  differ  in  its 
effects  on  the  personality  depending  on  whether  it 
occurred  in  the  first  five  years  of  life,  in  the  pre- 
puberty, in  adolescence,  or  in  adulthood.  The  com- 
plaints are  then  evaluated  in  terms  of  their  possible 
relationship  to  the  underlying  conflicts. 

4.  The  existence  of  an  unfavorable  early  home 
environment  and  the  development  of  neurotic  traits 
in  childhood.  This  includes  also  the  exposure  of  the 
patient  in  childhood  to  disease  experienced  by  the 
parent,  relative,  or  others  in  close  relation  to  him. 
Instability  of  the  parents,  insecurity,  rejection,  hos- 
tility — all  these  influence  the  emotional  life  of  the 
child,  and  determine  to  some  degree  his  later  adult 
adjustments  and  satisfactions. 

Since  these  positive  factors  exist,  it  is  not 
necessary — to  diagnose  an  illness  as  psycho- 
somatic only  because  there  is  no  demon- 
strable structural  pathology.  In  psychiatry 
and  in  medicine,  we  know  that  any  illness 
may  originate  in  several  ways^^^’^o-^o.si) . 

1.  The  symptoms  may  be  entirely  due  to  emotion- 
al factors.  This  is  seen  in  the  actual  psychoneuroses 
(hysteria,  obsessive  states,  neurosthenia),  but  also 
as  the  result  of  simple  anxieties  in  response  to  en- 
vironmental situations. 

2.  The  symptoms  may  be  due  to  definite  struc- 
tural changes  that  are  thought  to  be  due,  at  least  in 
part,  to  psychological  disturbances.  Such  disorders 
as  peptic  ulcer,  asthma,  hypertension,  mucous  colitis, 
and  the  arthritic  disturbances  are  some  of  these. 

3.  The  functional  symptoms  may  exist  with  a 
coincident  organic  disorder,  the  two  having  no  etio- 
logical relation  to  each  other. 


4.  The  functional  symptom  may  develop  as  a re-  I 
action  to  the  knowledge  of  an  organic  disorder  and  I 
to  the  change  in  habits  that  result.  Thus  the  patient  I 
may  be  more  handicapped  by  the  neurosis  than  by  I 
the  physical  effects  of  the  organic  disorder  itself.  I 
Moreover,  by  means  of  acute  episodes  of  emotional  I 
origin,  the  patient  may  increase  the  severity  of  the  I 
organic  illness  itself.  I 

In  this  discussion  we  have  examined  the  I 
inter-relationship  of  psychiatry  and  general  I 
medicine;  we  have  analyzed  some  factors  I 
which  hamper  the  early  recognition  of  emo-  I 
tional  illness;  we  have  considered  some  rem-  I 
edies  to  correct  this  emotional  blocking  on  I 
the  part  of  the  patient,  the  general  physician,  I 
and  the  psychiatrist;  we  have  suggested  I 
some  positive  factors  which  indicate  func-  I 
tional  illness;  and  we  have  described  the  I 
forms  which  psychosomatic  illness  may  take.  ] 
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SURGICAL  PROGRESS  IN  LITTLE-PUBLICIZED 
LUNG  CANCER 

The  number  of  cases  of  cancer  of  the  lung  is  ap- 
parently increasing  every  year,  and  this  type  of 
cancer  is  now  more  frequently  encountered  than 
any  other  except  cancer  of  the  stomach,  according 
to  three  members  of  the  Department  of  Surgery  of 
Tulane  University  of  the  Louisiana  School  of  Medi- 
cine, and  the  Ochsner  Clinic  of  New  Orleans. 

“The  relative  frequency  and  the  clinical  im- 
portance of  gastric  cancer  have  been  generally 
realized  for  a long  time,”  write  Alton  Ochsner,  M.D., 
Michael  DeBakey,  M D.,  and  J.  Leonard  Dixon, 
M.D.,  in  the  October  11  issue  of  The  Journal  of  the 
American  Medical  Association.  “There  has  been  no 
comparable  appreciation  of  the  frequency  and  clin- 
ical importance  of  pulmonary  cancer.”  And  yet,  the 
three  writers  point  out,  the  survival  rate  in  cancer 
of  the  lung  is  now  actually  better  than  the  survival 
rate  in  cancer  of  the  stomach. 

The  writers  base  their  conclusions  on  12  years’ 
surgical  experience  with  cancer  of  the  lung,  during 
which  412  patients  were  observed  on  the  Tulane 
University  School  of  Medicine  service  in  the  Charity 
Hospital  of  Louisiana  at  New  Orleans  and  in  private 
practice  at  the  Ochsner  Clinic.  Of  this  number, 
246  patients  underwent  surgical  exploration,  147 
having  the  diseased  lung  removed. 

Cancer  o'  the  lung  probably  represents  about  10 
per  cent  of  all  cancers,  the  doctors  report.  It  is 
more  commonly  found  in  men  than  in  women,  in 
white  patients  than  in  Negroes,  and  in  those  50 
years  of  age  or  older.  The  right  lung  is  involved 
somewhat  more  frequently  than  the  left. 

The  disease  begins  without  much  warning.  The 
commonest  symptoms  are  a cough,  loss  of  weight, 
pain  or  discomfort  in  the  chest,  a history  of  previ- 
ous respiratory  infection,  spitting  of  blood,  and 
labored  breathing. 
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A routine  x-ray  examination  is  most  valuable  in 
diagnosing  the  disease;  bronchoscopic  examination 
is  the  most  accurate,  but  in  about  one  half  of  the 
cases  in  the  doctors’  series  the  tumor  was  not  within 
visual  range  of  the  bronchoscope.  In  about  one  third 
of  the  cases  it  was  necessary  to  make  a surgical  in- 
cision of  the  chest  wall  to  confirm  the  diagnosis. 

Removal  of  the  lung  before  the  cancer  has 
spread  elsewhere  is  the  only  possible  cure.  The  doc- 
tors report  that  in  only  about  three  fifths  of  the 
cases  could  an  operation  be  recommended,  however, 
and  in  only  about  three  fifths  of  the  operations  that 
took  place  was  it  considered  advisable  to  remove  the 
lung.  The  total  surgical  mortality  was  24.5  per 
cent,  but  it  improved  over  the  12-year-period:  the 
mortality  was  46.4  per  cent  for  the  group  operated 
on  before  1942,  no  more  than  19.3  per  cent  for  those 
operated  on  after  that  date.  Cardiovascular  dis- 
ease was  responsible  for  47  per  cent  of  the  cases 
ending  fatally  while  the  patient  was  still  in  the 
hospital. 

“Of  the  patients  in  whom  resection  of  the  lung 
was  possible  and  who  were  operated  on  five  years 
ago  or  more,  23.3  per  cent  are  still  alive,”  the  doctors 
state.  “This  gives  about  an  eight  per  cent  five- 
year  survival  rate  for  all  cases  of  carcinoma  of  the 
lung.”  It  is  significant  that  the  five-year  survival 
rate  among  patients  whose  cancers  had  not  yet 
spread  to  regions  outside  the  lung  was  nearly  seven 
times  as  great  as  for  those  patients  whose  growths 
were  no  longer  localized. 

“When  the  physician  becomes  cognizant  of  the 
relative  frequency  of  primary  pulmonary  malignant 
neoplasms  and  recognizes  these  cases  earlier,  much 
better  results  will  be  obtained,”  the  writers  ob- 
serve. “The  fact  that  a better  than  20  per  cent  five- 
year  salvage  rate  can  be  obtained  in  cases  of  resec- 
tion, in  many  of  which  only  palliative  resections  are 
performed,  indicates  that  the  lesion  is  relatively 
slow-growing  and  that  the  ultimate  outlook  is  not  as 
pessimistic  as  it  has  been  considered  in  the  past.” 


The  Plastic  Repair  of  Major  Cutaneous  Defects'" 


CHAS.  w.  McLaughlin,  jr.,  m.d. 

Omaha,  Nebraska 


The  basic  principles  employed  in  the  graft- 
ing of  skin  were  first  outlined  by  a group  of 
French  and  German  surgeons  during  the  lat- 
ter part  of  the  nineteenth  century.  These 
principles  were  more  clearly  stated  as  a re- 
sult of  the  experience  in  World  War  I,  devel- 
oped and  perfected  during  the  following 
twenty-five  years  and  successfully  used  on  a 
tremendous  scale  during  the  recent  world 
conflict.  There  is  no  question  that  a wider 


These  principles  of  therapy  demand  that 
every  effort  be  directed  toward  early  cover- 
ing from  the  defect.  From  the  first  day  of 
treatment  preparation  of  those  areas  which 
will  require  grafts  should  be  considered, 
maintaining  the  condition  of  the  recipient 
area  and  that  of  the  patient  so  that  succes- 
sive takes  will  be  possible.  On  the  earliest 
possible  date  those  areas  with  minimal  or  no 
infection  should  be  grafted  while  preparing 


FIGURE  I. 

Third  degree  burn — 20%  body  surface.  Patient  32  years  of  age.  Areas  involved  included  one  forearm  and  hand,  flank, 
hip.  buttocks,  and  one  lower  extremity  to  ankle.  Burn  was  grossly  infected  requiring  complete  excision  of  entire  slough 
prior  to  grafting.  Patient  required  seven  months  hospitalization  and  fifteen  operative  procedures  to  cover  defects.  In  this 
time  si.xteen  whole  blood  transfusions  (total  8,000  ccs. ) and  fourteen  plasma  transfusions  (total  12,700  ccs.)  were  necessary 
to  maintain  blood  and  protein  levels.  The  curved  heavy  line  in  the  bottom  column  indicates  the  appearance  and  control  of 
peripheral  edema  when  the  serum  protein  level  was  permitted  temporarily  to  fall  below  the  normal. 


employment  of  these  established  principles 
in  the  plastic  repair  of  cutaneous  defects  will 
be  demanded  in  present  day  civil  surgery. 

The  three  common  conditions  responsible 
for  massive  loss  of  cutaneous  tissue  are: 
(1)  Traumatic  injuries;  (2)  Burns;  (3)  Spe- 
cific infections.  Devitalized  tissue  and  infec- 
tion are  common  to  wounds  resulting  from 
any  of  these  agents,  varying  only  in  degree. 
The  basic  principles  of  treatment  employed 
in  all  these  w'ounds  are  similar,  special  or 
specific  measures  being  indicated  in  only  the 
rare  infectious  processes  such  as  the  anae- 
robic lesions. 

*Read  at  Annual  Meeting  Nebraska  State  Medical  Associa- 
tion. Omaha,  Nebraska,  May,  1947. 


other  grossly  infected  areas  for  future  proce- 
dures. 

There  are  a number  of  factors  which  make 
early  closure  of  these  denuded  areas  highly 
desirable.  The  tremendous  loss  of  protein 
through  wound  secretion  soon  produces  a 
striking  hypoproteinemia.  A severe  anemia 
develops  promptly  in  these  individuals  due 
to  loss  of  appetite,  reduced  food  intake, 
hypoproteinemia  and  the  associated  infec- 
tion. Vitamin  C levels  rapidly  fall  unless 
supplemented,  which  interfere  with  natures 
‘healing  process.  Within  a very  short  time 
these  patients  evidence  malnutrition  which 
if  not  fatal  is  accompanied  in  the  healing 
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process  by  excessive  scarring,  contractures 
and  prolonged  disability. 

The  general  care  of  these  patients  in  prep- 
aration for,  and  between  the  stages  of  graft- 
ing often  determines  the  success  or  fail- 
ure of  the  operative  procedures.  The  hemo- 
globin, red  cell  count,  and  the  blood  serum 
protein  must  be  maintained  constantly  at 


■ 


checked  at  weekly  intervals  and  the  blood 
picture  twice  each  week.  Fig.  I,  II  and  III. 

Ideally  the  adult  patient  with  an  extensive 
cutaneous  defect  should  consume  from  3,000 
to  4,000  calories  per  day  with  vitamin  C in 
amounts  ranging  from  300  to  500  nigms.  In 
practice  this  is  rarely  possible  since  food  in 
these  amounts  is  neither  desired  or  tolerated. 


FIGURE  II. 

Third  degree  burn  involving  15%  body  surface  of  boy  aged  13.  Burn  seen  five  months  after  injury 
when  slough  had  separated  and  all  surfaces  were  granulating.  Patient  required  two  months  hospitaliza- 
tion for  grafting  of  defects  done  in  six  procedures.  In  this  period  patient  received  eleven  whole  blood 
transfusions  (total  2,700  ccs.)  and  three  plasma  transfusions  (total  1,400  ccs.). 


high  noiTnal  levels  if  skin  is  to  be  successful- 
ly transferred  to  denuded  areas.  Failure 
to  do  this  with  a resultant  drop  in  one  or 
more  of  these  essential  factors  below  normal, 
may  sacrifice  large  areas  of  recently  grafted 
skin.  To  maintain  the  hemoglobin,  red  count 
and  serum  protein  levels  requires  repeated 
transfusions  of  whole  blood  and  plasma. 
Routinely  the  serum  protein  level  should  be 


For  this  reason  blood  plasma  is  given  at 
frequent  intervals  to  assist  in  maintaining 
the  serum  protein  level.  Recently  we  have 
tried  several  of  the  oral  protein  concentrates 
with  encouraging  results  as  they  become 
more  palatable.  The  necessary  vitamin  C 
requirements  are  administered  either  orally 
or  subcutaneously.  In  addition,  these  pa- 
tients must  be  assured  adequate  rest  and 
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freedom  from  pain  through  judicious  medi- 
cation. The  prolonged  use  of  opiates  is  to 
be  avoided  for  obvious  reasons. 

The  principles  governing  the  local  closure 
of  any  major  cutaneous  defect  are  similar 
regardless  of  etiology.  Certain  well  estab- 
lished facts,  however,  are  worthy  of  con- 
sideration with  different  types  of  defects. 

1.  TRAUMATIC  WOUNDS 

In  these  secondary  suture  is  often  feasible 
and  should  always  be  considered  even  when 
very  extensive.  As  shown  in  the  recent  war. 


will  heal  without  skin  grafting  if  they  re- 
ceive initial  therapy.  At  the  present  time  it 
is  felt  that  carefully  applied  pressure  dress- 
ings represent  the  method  of  choice  after  the 
initial  wound  cleansing.  Third  degree  burns 
with  complete  loss  of  skin  invariably  require 
skin  grafts.  These  wounds  should  be  de- 
brided  promptly  in  preparation  for  the  early 
transfer  of  skin.  Due  consideration  should 
be  given  in  third  degree  burned  areas  of 
limited  size  to  immediate  excision  and  appli- 
cation of  split  grafts  as  a means  of  reducing 
the  period  of  disability. 


• 0t 

ff 


V 

A 


A 


A 


I 


t'b' 


7^ 


1 ' mtAi. 


»«>«***# 




/A 
/ A 


t« 

** 

JT9 


\ . 
V 


— ’-tr 


7-S 

StPum  fi'tihirt  L,*>>**1 


■r«ti  J>*»  /«# 


.M-.. 


"P  :- 

i-I 


.M- 


FIGURE  III. 


Third  degree  burn,  grossly  infected,  involving  30%  body  surface  of  boy  aged  12.  In  the  eight  Aveeks  this 
boy  has  been  under  treatment  he  has  been  grafted  once  each  week,  approximately  half  the  burned  surface  now 
being  covered.  He  has  received  seventeen  blood  transfusions  (total  8,500  ccs)  and  thirteen  plasma  transfusions 
(total  6,500  CCS.)  during  this  two  month  period. 


the  optimum  of  time  is  usually  between  the 
fifth  and  seventh  day  after  the  injury.  If 
extent  of  the  wound  or  devitalized  tissue, 
early  debridement  is  indicated  with  prepara- 
secondary suture  is  impossible  because  of  the 
tion  of  the  wound  for  grafts. 

2.  BURNS 

First  degree  and  most  second  degree  burns 


3.  INFECTIONS 

The  most  frequent  offender  producing 
major  cutaneous  loss  is  the  microaerophilic 
non-hemolytic  streptococcus.  This  organism, 
if  present,  may  produce  widespread  destruc- 
tion of  skin  and  subcutaneous  loss  following 
drainage  of  an  empyema  thoracis,  suppura- 
tive cholecystitis  or  appendicitis.  Treatment 
demands  wide  excision  of  the  gangrenous 
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wound  edges,  preferably  with  the  electro- 
surgical  knife,  together  with  the  administra- 
tion of  penicillin  and  the  local  use  of  fresh 
zinc  peroxide. 

In  the  local  preparation  of  any  granulat- 
ing surface  for  skin  grafts  all  dead  and  non- 
viable  tissue  must  be  removed,  preserving 
any  epithelial  islets  which  remain.  Pyruvic 
acid  paste  (Connor  & Harvey)  promises  to 
be  a valuable  aid  in  the  removal  of  extensive 
slough  from  infected  burns.  Tyrothricin  and 
penicillin  solutions  locally  have  proven  their 
value  in  the  control  of  superficial  infections. 
As  soon  as  pink  non-edematous  granulation 
tissue  is  visible  in  an  area  one  may  proceed 
with  grafting  while  continuing  the  local 
preparation  of  adjacent  grossly  infected 
areas.  The  parenteral  administration  of 
penicillin  and  sulfanomides  has  been  shown 
to  have  little  effect  in  reducing  infection  in 
these  granulating  wounds. 

There  are  three  general  types  of  skin 
grafts  available  to  the  surgeon  in  covering 
a given  cutaneous  defect. 

1.  Split  grafts. 

a.  Dermatome. 

b.  Thin  free-hand  split  grafts. 

2.  Pinch  grafts. 

3.  Full  thickness  grafts  (rarely  employed) . 

In  general  the  type  of  graft  selected  is 
governed  by  the  location,  extent  and  condi- 
tion of  the  recipient  site  and  the  amount  and 
location  of  the  available  donor  skin. 

Dermatome  or  large  split  grafts  are  indi- 
cated over  the  patella,  popliteal  space,  axilla 
and  over  the  elbow  and  anticubital  fossae. 
Their  use  is  highly  desirable  on  all  areas  sub- 
jected to  moderate  trauma  and  on  all  ex- 
posed surfaces  because  of  the  better  cosmetic 
result  if  sufficient  donor  skin  is  available. 

Thin  free-hand  split  grafts  are  ideal  to 
cover  large  body  surfaces  with  patches  when 
the  recipient  area  is  large  and  donor  skin 
limited.  Thin  free-hand  split  grafts  are  par- 
ticularly indicated  when  the  same  donor  site 
must  serve  repeatedly  at  intervals  and  in 
areas  where  infection  is  not  well  controlled. 
The  ultimate  cosmetic  result  is  satisfactory 
but  inferior  to  that  obtained  with  derma- 
tome grafts. 

Pinch  grafts  are  useful  in . seeding  large 


non-exposed  areas  when  donor  skin  is  limit- 
ed and  in  areas  where  infection  is  only  fairly 
well  controlled.  They  should  be  cut  very 
small  and  never  include  the  full  thickness  of 
the  skin.  The  principal  disadvantage  of  this 
type  of  graft  is  its  poor  cosmetic  result  in 
both  donor  and  recipient  areas. 

We  have  found  certain  procedures  to  be 
of  great  value  in  the  actual  technique  of  ap- 
plying grafts  to  major  cutaneous  defects. 
Extensive  granulation  tissue,  especially  that 
which  is  edematous,  should  be  gently  scraped 
away  with  a dull  knife  down  to  the  firm 
underlying  yellow  vascular  bed.  Oozing  from 
this  surface  is  controlled  by  the  immediate 
application  of  large  hot  packs  and  spraying 
with  topical  thrombin  just  before  the  grafts 
are  applied.  Blood  loss  from  this  procedure, 
in  only  a moderate  sized  area,  may  be  very 
extensive  and  during  each  operative  stage  a 
whole  blood  transfusion  should  be  given  the 
patient. 

All  grafts,  whether  dermatome,  free-hand 
split  or  pinch  in  type  are  dipped  in  blood 
plasma  to  facilitate  their  adherence  before 
application  to  the  recipient  surface.  Only 
dermatome  grafts  require  sutures  to  stretch 
the  graft  and  cover  the  maximum  surface 
Multiple  puncture  holes  in  these  grafts  in- 
crease the  area  that  can  be  covered  and  allow 
the  escape  of  serum  without  interfering  with 
the  viability  of  the  graft.  Bettman’s  Scarlet 
R or  Zeroform  ointment  impregnating  very 
fine  mesh  gauze  is  carefully  applied  to  the 
grafted  area  followed  by  a firmly  wrapped 
pressure  dressing.  Technically  it  is  of  great 
importance  to  prevent  dislodging  the  grafts 
while  applying  these  dressings.  The  grafted 
areas  are  inspected  every  six  to  seven  days 
in  the  operating  room  under  anaesthesia 
with  additional  grafting  at  each  procedure. 

SUMMARY  AND  CONCLUSIONS 

1.  The  process  of  covering  major  cutane- 
ous defects  is  slow,  time  consuming  and  very 
costly  in  blood  and  plasma,  hospital  days, 
drugs  and  supplies,  but  it  is  lifesaving. 

2.  The  necessity  for  skin  grafting  in  a 
given  case  can  usually  be  determined  a few 
days  after  the  original  injury  occurs. 

3.  It  is  to  be  emphasized  that  months  of 
hospitalization  and  many  lives  may  be  saved 
if  an  early  decision  is  reached  to  proceed 
with  grafting  when  indicated. 


Rheumatic  Fever* 
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Rheumatic  fever  is  today  the  greatest 
single  cause  of  death  among  individuals  un- 
der twenty  years  of  age.  It  causes  more 
deaths  than  pulmonary  tuberculosis  and 
more  than  poliomyelitis,  scarlet  fever,  diph- 
theria, meningococcus  meningitis,  measles 
and  pertussis  combined.  In  all  age  groups 
rheumatic  fever  ranks  third  among  the 
chronic  infectious  diseases,  being  exceeded 
only  by  tuberculosis  and  syphilis Al- 
though it  is  not  a reportable  disease  in  Ne- 
braska, figures  indicate  that  it  is  probably 
as  frequent  in  this  state  as  tuberculosis 

The  exact  etiology  of  this  disease  is  still 
unknown  although  much  investigative  effort 
has  been  expended  on  it.  Most  of  the  work 
to  date  has  been  concerned  with  the  role  of 
the  streptococcus,  although  two  or  three  oth- 
er hypotheses  have  had  limited  support  from 
time  to  time. 

This  disease  has  probably  existed  for  many 
hundreds  of  years,  but  correlation  of  the 
joint  symptoms,  the  heart  disease  and  the 
lesion  of  the  myocardium  described  by 
Aschoff,  into  a clinical  entity  known  as  rheu- 
matic fever  has  been  relatively  recent.  These 
developments  were  taking  place  during  the 
19th  century  and  the  early  part  of  the  20th 
century. 

For  about  50  years  prior  to  1930,  a “post 
infectious’’  theory  was  given  wide  attention 
by  those  interested  in  this  disease.  Shortly 
after  1880  it  stressed  the  relationship  be- 
tween rheumatic  fever  and  tonsillitis.  This 
developed  into  the  concept  of  “focal  infec- 
tion” which  held  sway  until  very  recently 
and  is  still  the  subject  of  some  controversy. 
At  the  present  time,  most  authorities  agree 
that  rheumatic  fever  is  an  infectious  disease. 
There  are  three  theories  in  respect  to  the 
nature  of  the  infectious  agent.  They  will  be 
discussed  in  the  following  paragraphs. 

The  first  theory  is  that  the  disease  is 
caused  by  an  unknown  agent.  Those  who 
espouse  this  view  emphasize  that  the  lesions 
found  in  acute  rheumatic  fever  are  specific 
in  character  and  are  seldom  found  in  other 
infectious  diseases They  have  not  been 

*This  report  is  the  first  of  a series  and  inaugurates  a re- 
search program  which  is  being  supported  by  the  Alamito 
Dairy  Rheumatic  Fever  Research  Fund. 
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satisfactorily  reproduced  experimentally,  and 
typical  verrucous  rheumatic  endocarditis 
does  not  occur  spontaneously  in  any  species 
of  animal  except  man. 

The  second  theory  with  respect  to  the  eti- 
ology is  that  the  disease  is  the  result  of 
streptococci,  either  as  an  immediate^  infec- 
tion of  the  valves  or  other  tissues  involved, 
or  as  a phenomenon,  allergic  or  otherwise, 
due  to  streptococcic  infection  remote  from 
the  parts  involved. 

For  many  years  there  have  been  those  who 
believe  that  rheumatic  heart  disease  is 
caused  by  a generalized  infection  with  non- 
hemolytic or  alpha-hemolytic  streptococci.  It 
is  true  that  such  organisms  can  be  obtained 
from  blood  cultures  and  from  autopsy  mater- 
ial, but  there  is  insufficient  evidence  that 
their  presence  is  more  than  accidental.  It 
has  been  shown^^.is)  even  higher 

percentage  of  positive  blood  cultures  can  be 
obtained  from  non-rheumatic  patients  suf- 
fering from  upper  respiratory  infections.  Al- 
so, it  has  not  been  possible  to  reproduce  the 
disease  in  laboratory  animals  with  experi- 
mentally produced  bacteremias. 

Coburn  and  his  associates have  been 
leaders  in  presenting  evidence  of  the  close 
relationship  apparently  existing  between  in- 
fection with  beta-hemolytic  streptococci  and 
the  development  of  a rheumatic  episode  some 
two  or  three  weeks  later.  In  an  attempt  to 
discover  a specific  causative  agent,  they  did 
extensive  work  in  isolating  and  typing  strep- 
tococci. They  found  a variety  of  types  of 
beta-hemolytic  streptococci  present  in  blood 
cultures  and  in  synovial  fluid  from  infected 
joints.  However,  in  a large  percentage  of 
such  cases  it  was  not  possible  to  culture  any 
organism. 

Evidence  that  the  beta-hemolytic  strepto- 
coccus is  somehow  concerned  in  the  rheu- 
matic process  is  given  by  the  presence  in  the 
blood  of  such  patients  of  significantly  in- 
creased amounts  of  specific  streptococc?! 
antibodies  — antihemolysins,  agglutinins, 
precipitins,  complement  fixing  antibodies, 
and  antifibrinolysins.  Coburn in  1936, 
demonstrated  that  in  non-rheumatic  patients 
the  production  of  such  antibodies  was  rapid. 
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whereas,  in  the  rheumatic  subject,  the  con- 
centration rose  slowly  and  persisted  for  a 
long  period  of  time,  sometimes  for  as  long  as 
six  months.  In  his  opinion  this  is  an  abnor- 
mal type  of  antibody  response  to  streptococ- 
cal infection  and  may  result  in  sensitization 
of  the  individual.  The  sensitization  may  be 
to  the  primary  streptococcus  antigen  or, 
more  probably,  to  an  antigenic  complex  de- 
rived from  the  bacteria  and  the  host  tissues. 

This  concept  of  sensitization  has  largely 
replaced  the  earlier  allergic  hypothesis  as 
proposed  by  Swift 1925  he  pointed 
out  that  rheumatic  fever  was  similar  to 
tuberculosis  and  syphilis  in  that  the  patho- 
logic lesions  were  gi’anulomatous  reactions  in 
each  instance.  Noting  also  the  similarity  be- 
tween the  polyarthritic  pains  of  acute  rheu- 
matic fever  and  of  serum  sickness,  he  postu- 
lated a hypersensitivity  theory.  Experiments 
with  animals,  which  were  sensitized  to  horse 
serum  and  then  given  a second  injection  into 
a joint  or  intravenously,  resulted  in  changes 
in  other  organs.  That  these  lesions  were  like 
those  of  rheumatic  fever  was  a debatable 
point  and  failed  to  gain  widespread  support. 

The  third  important  etiological  theory  is 
one  of  virus  infection.  Schlesinger  and  his 
associates  in  1935,  recovered  particles  re- 
sembling elementary  bodies  by  high  speed 
centrifugation  of  pericardial  fluid  and  other 
rheumatic  exudates.  In  some  cases  these 
particles  were  agglutinated  by  the  serum 
from  rheumatic  individuals.  In  1937  another 
group  of  British  investigators  headed  by 
Eagles*^ demonstrated  the  infectivity  for 
monkeys  of  these  virus-like  bodies,  both 
alone  and  in  combination  with  streptococci 
and  rheumatic  materials.  Although  they 
obtained  some  clinical  evidence  of  cardiac 
damage,  the  results  were  largely  inconclu- 
sive. 

In  1946,  MacNeal  and  his  associates'^) 
were  successful  in  cultivating  what  they 
claim  is  the  rheumatic  fever  virus.  They  in- 
oculated embryonated  eggs  with  material 
from  the  plasma  of  a rheumatic  patient. 
Some  of  the  embryos  died,  and  others  were 
killed  after  a given  interval.  The  chorio-al- 
lantoic  membranes  were  ground,  suspended 
in  saline  and  used  to  inoculate  other  eggs.  It 
was  possible  to  maintain  the  culture  through 
several  passages  with  the  extra-embryonic 
fluids  remaning  bacteriologically  sterile.  Re- 
sults of  their  attempts  to  infect  animals  with 
this  material  have  not  been  published. 


Of  the  theories  just  described,  the  one  of 
hypersensitivity  to  the  beta-hemolytic  strep- 
tococcus supported  by  Coburn  seems  to  be 
the  most  widely  accepted. 

In  the  course  of  a rheumatic  attack,  there 
appear  three  distinct  clinical  phases : 

Phase  I,  the  acute  streptococcal  respiratory  in- 
fection lasting  from  3 to  5'  days. 

Phase  II,  a quiescent  period  of  about  14  days  dur- 
ing which  the  patient  is  symptom  free. 

Phase  III,  the  acute  rheumatic  period  which  may 
be  either  monocyclic  or  polycyclic.  In  the  latter  type, 
there  are  periods  of  activity  of  10  to  14  days  dura- 
tion separated  by  7 to  10-day  periods  of  remission. 

Coburn  and  Pauli  in  1938,  began  a se- 
ries of  studies  on  serological  tests  which 
might  be  useful  in  the  diagnosis  of  rheumatic 
fever.  Prior  to  this  time,  other  investigators 
had  observed  that  serum  complement  levels 
were  often  lowered  at  the  onset  of  an  acute 
rheumatic  episode,  returning  to  normal  with 
recovery.*  With  the  exception  of  acute 
nephritis  and  serum  sickness,  a wide  variety 
of  other  diseases  show  relatively  no  varia- 
tion of  serum  complement. 

In  a comprehensive  study  of  the  serums  of 
rheumatic  subjects  taken  during  the  qui- 
escent stage,  Coburn  and  Pauli  confirmed 
this  finding  of  a decrease  in  serum  comple- 
ment. Such  a decrease  in  complement  level 
was  known  to  occur  in  the  presence  of  both 
antigen  and  antibody  when  the  former  was 
in  excess.  These  facts  led  them  to  believe 
that  during  Phase  II  an  antigen  might  be 
present  and  in  excess.  If  this  were  true,  then 
with  the  return  to  normal  of  the  complement 
level,  an  antibody  might  dominate  in  the 
blood  stream.  If  so,  serum  taken  during  one* 
period  might  cause  precipitation  with  serum 
taken  at  a different  period. 

Serial  blood  samples  were  taken  every 
few  days  from  rheumatic  subjects  recover- 
ing from  hemolytic  streptococcus  pharyn- 
gitis and  also  from  similar  non-rheumatic 
controls.  Samples  were  also  taken  from  pa- 
tients suffering  from  other  febrile  diseases 
and  from  apparently  healthy  individuals. 
Preparatory  to  testing  they  were  divided  into 
“antigen  serums”  and  “antibody  serums.” 
The  test  followed  the  usual  procedure  of  lay- 
ering “antibody  serum”  over  an  equal  amount 
of  “antigen  serum.” 

It  was  obseiwed  that  serums  taken  at  the 

♦Complement  is  a thermolabile,  enzyme-like  substance  in  tbe 
blood  and  lympb  wbicb,  in  combination  witb  an  amboceptor, 
accomplishes  destruction  of  bacteria  and  other  cells.  The 
amount  of  complement  in  serum  may  be  measured  by  titrating 
the  serum  with  sensitized  red  blood  cells. 
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height  of  an  attack  showed  definite  precipi- 
tation with  other  specimens  taken  within  a 
week  prior  to  the  onset  of  symptoms.  Phase 

II  serum  of  one  individual  would  show  a pre- 
cipitate when  mixed  with  Phase  III  serum  of 
another  rheumatic  patient.  Phase  II  and 

III  serums,  when  tested  against  other  sam- 
ples of  the  same  phase  or  against  Phase  I 
serums,  showed  no  precipitation.  Rarely  was 
there  precipitation  in  any  combination  of 
serums  from  non-rheumatic  subjects  or  the 
other  controls.  Precipitation  occurred,  it 
seemed,  only  between  Phase  II  (antigen) 
serums  and  Phase  III  (antibody)  serums. 
These  studies  apparently  showed  the  exist- 
ence of  a disease-specific,  but  not  patient- 
specific,  precipitin  in  the  serums  of  rheu- 
matic patients  when  they  were  tested  during 
the  appropriate  stages  of  the  disease  . 

A similar  series  of  experiments  was  re- 
ported in  1946  by  Wedum  and  Wedum^^^) 
with  confirmatory  results.  They  discovered 
that  Phase  III  serum  caused  precipitation 
with  serum  from  a convalescent  patient  as 
well  as  with  Phase  II  serum.  They  also  noted 
that  these  “phase  substances,”  as  they  pre- 
ferred to  call  the  antigen  and  antibody  of 
Coburn,  were  present  in  a few  cases  of  naso- 
pharyngitis and  atypical  pneumonia  and,  oc- 
casionally, in  apparently  normal  blood  do- 
nors. 

At  about  the  same  time  Cavelti^^^  reported 
the  production  of  autoantibodies  to  kidney 
tissue  in  animals  by  immunization  with  mix- 
tures of  Group  A streptococci  and  kidney 
tissue  of  the  same  species.  In  such  animals 
acute  glomerulonephritis  developed.  Later 
he  proved  that  autoantibodies  to  heart,  skel- 
etal muscle,  and  connective  tissue  could  be 
produced  in  a like  manner.  These  results, 
coupled  with  the  fact  that  rheumatic  fever, 
like  glomerulonephritis,  is  also  preceded  by 
a streptococcal  infection,  suggested  to  Cavel- 
ti  the  possibility  that  autoantibodies  to  cer- 
tain tissues  might  play  a role  in  the  develop- 
ment of  the  disease. 

To  check  this  possibility,  he  tested  serums 
from  patients  with  acute  rheumatic  fever 
with  an  antigen  prepared  from  saline  ex- 
tracts of  human  heart.  In  about  75%  of  the 
serums  from  rheumatic  cases,  autoantibod- 
ies to  human  heart  were  demonstrated  in 
dilutions  of  serum  as  high  as  1:40  and  1:320. 
There  was  no  reaction  with  the  majority  of 
control  serums. 

Mention  is  made  by  Coburn in  1945  of  a 
complement  fixation  test  for  rheumatic  fe- 


ver. The  antigen  was  prepared  from  the 
liver  of  a person  dying  during  fulminating 
rheumatic  fever.  Complement  was  fixed  by 
serums  from  rheumatic  patients  and  not  by 
normal  control  serums,  but  an  irregularity 
was  noted  in  that  serums  from  persons  of 
the  AB  blood  group  also  fixed  the  comple- 
ment. 

SUMMARY: 

Rheumatic  fever  is  today  one  of  the  three 
most  serious  and  widespread  chronic  diseases 
among  all  age  groups.  Although  the  etiology 
is  not  fully  understood,  many  authorities  be- 
lieve that  an  abnormal  antibody  response  to 
infection  by  the  beta-hemolytic  streptococ- 
cus is  responsible.  This  is  emphasized  by 
the  results  of  extensive  serological  testing  of 
rheumatic  patients. 
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PERIODIC  DISEASE  PRESENTS  PUZZLE 
TO  MEDICAL  INVESTIGATORS 

The  mystery  of  periodic  disease — symp- 
toms of  unknown  origin  which  last  several 
days  and  recur  for  years  at  remarkably  reg- 
ular, short  intervals — is  reviewed  in  the  Jan- 
uary 24  issue  of  The  Journal  of  the  Ameri- 
can Medical  Association.  The  author  is  Ho- 
bart A.  Reimann,  M.D.,  Philadelphia,  from 
the  Jefferson  Medical  Colleg’e  and  Hospital. 

Dr.  Reimann  reports  the  cases  of  six  pa- 
tients with  periodic  diseases  who  are  still 
under  observation,  comparing  them  with  22 
cases  reported  by  other  doctors.  Twentv-one 
of  the  28  were  men  patients.  Although  the 
symptoms  differed — fever  and  abdominal 
pain  were  apparently  among  the  most  com- 
mon— all  cases  shared  the  following  fea- 
tures : 

1.  There  were  periods  of  temporary  dis- 
ability, recurring  for  years  with  predictable 
accuracy  and  uniformity,  followed  by  inter- 
vals during  which  the  patient  felt  well. 

2.  No  cause  for  the  condition  could  be 
discovered. 

3.  The  interval  between  attacks  was  about 
seven  days  or  some  multiple  of  seven. 

Referring  to  the  last  feature,  the  widter 
comments : 

“Some,  so  inclined,  may  attach  mystic  sig- 
nificance to  this,  particularlv  in  respect  to 
the  age-old  importance  associated  with  the 
numeral  seven  and  of  the  numerous  allusions 
to  it.  It  was  suggested  that  a latent  or  overt 
cyclic  rhythm  of  this  duration  in  mankind 
led  to  the  establishment  of  the  seven  day 
week  not  on  an  astrologic  or  religious  basis, 
but  as  the  projection  of  a physiologic  peri- 
odicity.” 

Dr.  Reimann  concludes  that  these  cases 
“may  be  unrelated  medical  curiosities,  or 
more  probably,  some  or  all  of  them  may  have 
a common  underlying  basis  to  weld  them  as  a 
syndrome  of  periodic  disease  with  different 
manifestations.  It  is  important  to  know  that 
such  benign  periodic  conditions  exist  in  order 
to  protect  the  victims  from  unnecessary 
diagnostic  expense  and  discomfort  and  from 
the  hazards  of  unnecessary  therapeutic  and 
surgical  procedures.” 


SCHOLARSHIPS  ATTRACT  YOUNG  DOCTORS 
TO  RURAL  AREAS 

What  the  various  states  are  doing  to  attract 
young  physicians  to  rural  areas  is  described  in  an 
editorial  in  the  December  13  issue  of  The  Journal 
of  the  American  Medical  Association. 

According  to  the  Committee  on  Rural  Medical 
Service  of  the  A.  M.  A.,  “in  Kentucky  a scholarship 
fund  was  created  in  a campaign  sponsored  by  the 
Kentucky  State  Medical  Association  and  the  Uni- 
versity of  Louisville  School  of  Medicine.  Within  a 
few  months  $150,000  was  subscribed.  From  this 
fund  loans  for  tuition  are  made  to  students  who 
pledge  themselves  to  practice  after  graduation  in 
Kentucky’s  rural  areas. 

“The  Indiana  State  Medical  Association  offers 
six  $500  scholarships  annually  to  students  who  agree 
to  practice  in  counties  which  the  committee  consid- 
ers to  be  most  urgently  in  need  of  medical  service. 
The  association  bears  the  principal  cost  of  these 
scholarships,  although  its  scholarship  committee  is 
authorized  to  accept  donations  from  other  sources. 
While  these  scholarships  are  available  only  to  resi- 
dents of  Indiana,  the  students  are  not  compelled  to 
attend  school  in  Indiana. 

“Alabama’s  program  provides  for  one  $400  schol- 
arship for  each  of  the  67  counties  in  the  state,  and  a 
student  must  first  he  admitted  to  the  Medical  Col- 
lege of  Alabama  before  receiving  a scholarship.  The 
aim  is  to  stimulate  graduates  to  return  to  their  local 
rural  communities,  but  no  commitment  is  required 
by  the  recipient  concerning  the  location  of  his  sub- 
sequent practice  of  medicine. 

“The  Medical  Society  of  the  State  of  Wisconsin 
is  sponsoring  a bill  which  would  give  financial  aid 
to  physicians  in  rural  areas.  Under  this  plan  doc- 
tors would  be  appointed  as  special  medical  officers 
and  would  receive  up  to  $1,800  a year  for  part  time 
public  health  service.  A number  of  Wisconsin’s 
graduates  go  into  rural  practice,  as  a result  of  a 
preceptor  plan  whereby  students  spend  one  fourth 
of  their  senior  year  with  general  practitioners  in  the 
state. 

“The  house  of  representatives  of  South  Carolina 
last  May  approved  the  establishment  of  14  scholar- 
ships at  the  state  medical  college.  The  recipient 
must  agree  to  practice  in  a rural  community  for  a 
time  equivalent  to  that  for  which  he  receives  the 
scholarship.  Failure  to  carry  out  the  agreement 
would  require  the  recipient  to  repay  the  value  of  the 
scholarship,  which  is  fixed  at  $550  a year. 

“The  Mississippi  state  legislature  appropriated 
$300,000  in  1946  for  similar  scholarships,  with  a 
maximum  loan  to  students  of  $1,250.  In  Mississippi 
since  this  program  was  inaugurated  more  than  250 
applications  and  inquiries  have  been  received. 

“The  University  of  Virginia  Medical  School  has 
10  scholarships  for  students  who  will  practice  in 
rural  areas,  and  they  are  all  now  filled.  These 
scholarships  amount  to  $550  each  and  the  student 
after  graduation  must  practice  in  a rural  area  for 
as  long  as  he  held  a scholarship. 

“The  Committee  on  Rural  Medical  Service  of  the 
American  Medical  Association  is  continuing  to  re- 
ceive additional  reports  and  will  present  the  sum- 
mary to  the  House  of  Delegates  at  the  Interim  Ses- 
sion in  Cleveland  in  January.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive. medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


WOMAN'S  AU)ULmy 


WOMAN’S  AUXILIARY  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 
Founded  at  St.  Louis,  Missouri,  May,  1922 
OBJECTS 

1.  To  extend  the  aims  of  the  medical  profession 
to  all  organizations  which  look  to  the  advancement 
of  health  and  health  education; 

2.  To  cultivate  friendly  relations  and  promote 
mutual  understanding  among  physicians’  families; 

3.  To  participate  in  any  endeavor  on  the  request 
of  the  American  Medical  Association; 

4.  To  coordinate  and  advise  concerning  the  ac- 
tivities of  constituent  auxiliaries;  and 

5.  To  assist  in  the  entertainment  at  all  conven- 
tions of  the  American  Medical  Association. 

— National  Constitution,  Article  II 


Constitution  for  the  auxiliary  of  the  Scotts 
Bluff  County  Medical  association  was  read 
and  accepted  at  a meeting  held  at  the  Meth- 
odist hospital  Thursday  evening,  February 
12.  Nineteen  members  were  present,  attend- 
ing also  a dinner  at  the  Gingham  Inn  which 
preceded  the  business  meeting.  Mrs.  J.  N. 
Stoops  told  of  her  recent  trip  to  Cuba  and 
Guatemala,  and  Miss  Martina  Nelson  told  of 
nurses’  home  needs.  Hostesses  were  Mrs.  W. 
E.  Holmes  and  Mrs.  Stuart  Wiley. 


Newly  elected  officers  of  the  Women’s 
Auxiliary  of  the  Adams  County  Medical  So- 
ciety were  in  charge  Wednesday  evening, 
March  3,  as  the  auxiliary  held  its  monthly 
business  meeting  following  a joint  dinner 
with  the  medical  society.  The  sessions  were 
held  at  the  Hastings  State  Hospital. 

Presiding  was  Mrs.  A.  E.  Harrington,  pres- 
ident; who  was  assisted  by  Mrs.  R.  H. 
Schaefers,  vice  president,  and  Mrs.  0.  A. 
Kostal,  secretary-treasurer.  Committees  for 
the  year  were  appointed  by  Mrs.  Harrington 
and  the  annual  dues  collected.  A contribu- 
tion was  voted  to  the  Red  Cross. 

An  informal  program  followed  the  busi- 
ness meeting.  Twelve  members  were  in  at- 
tendance. 


The  Woman’s  Auxiliary  to  the  Omaha-Douglas 
County  Medical  Society  held  a Guest  Day  luncheon 
at  the  Blackstone  Hotel  at  1 o’clock,  Tuesday,  March 
9.  Mr.  Stewart  Campbell  gave  a very  informative 
talk  on  ‘The  Blue  Shield  and  Blue  Cross  Prepayment 
Medical  and  Surgical  Plan.” 

There  will  be  a joint  meeting  of  the  Auxiliary  and 
members  of  the  Omaha-Douglas  County  Medical  So- 
ciety on  Tuesday,  April  13. 
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TWENTY-THIRD  ANNUAL  MEETING  OF 

WOMAN’S  AUXILIARY  TO  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION 
Cornhusker  Hotel,  Lincoln,  May  3,  4,  5,  6,  1948 
May  3,  Registration  Headquarters, 
Cornhusker  Hotel 
May  4 

10:00  a.m. — Executive  Session,  Cornhusker  in  State 
Suite,  Mrs.  M.  E.  Grier,  presiding 

12:30  p.m. — Informal  luncheon,  Cornhusker  in  Lan- 
caster Room 

3:00  p.m. — Tea,  Mrs.  0.  V.  Calhoun,  2510  S.  24th  St. 

May  5 

10:00  a.m. — Annual  Business  Meeting,  Cornhusker 
Hotel,  Mrs.  M.  E.  Grier,  presiding 

12 :30  p.m. — Luncheon  and  Program,  Cotner  Terrace, 
225  No.  Cotner,  $1.25  per  plate.  Early 
reservations  appreciated. 

Post  Executive  Session  following  lunch- 
eon and  program,  Mrs.  0.  P.  Marvel, 
presiding 

Trip  to  Capitol,  Morrill  Hall  or  Pioneer 
Park 

6:30  p.m. — Banquet,  Cornhusker — Nebr.  State  Med. 
Association 


NEWS  and  vms 


Private  schools  are  carrying  the  burden 
of  medical  education,  but  they  cannot  con- 
tinue to  function  efficiently  without  in- 
creases in  professional  man  power  and  re- 
sources. 

That  was  the  theme  of  the  Rev.  Michael 
English,  S.J.,  regent  of  Loyola  University 
School  of  Medicine,  Chicago,  in  his  talk  to 
Te  Deum  International  Wednesday,  February 
25th. 

Father  English  said  the  number  of  medi- 
cal colleges  dropped  from  160  in  1909  to  71 
at  present ; only  23  are  state  or  tax-support- 
ed. 

Five  are  under  Catholic  auspices.  Of  these 
Creighton  University,  founded  in  1892,  was 
the  first. 

The  schools  are  so  crowded  that  only  one 
of  15  youths  who  desire  to  study  medicine 
can  be  accepted,  he  declared. 


Dr.  Fred  W.  Gaarde  of  the  Department 
of  Medicine  at  the  Mayo  Clinic  died  February 
10,  1948. 


The  American  Society  for  the  Study  of  Sterility 


is  holding  its  Fourth  Annual  National  Session  on 
June  21  and  22,  1948,  at  the  Congress  Hotel  in 
Chicago.  The  two-day  program  will  be  devided  into 
a special  series  of  panel  discussions  on  male  in- 
fertility, with  papers  to  be  read  on  female  and  mis- 
cellaneous infertility  aspects  on  the  second  day. 

The  chairman  this  year  is  Professor  Edwin  C. 
Robertson,  Chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology  of  Queens  College,  Ontario, 
Canada. 

Additional  information  may  be  obtained  from  the 
secretary.  Dr.  John  O.  Haman,  490  Post  Street,  San 
Francisco  2,  California. 


The  Board  of  Examiners  of  the  American  College 
of  Chest  Physicians  announces  that  the  next  oral 
and  written  examinations  for  Fellowship  will  be 
held  at  Chicago,  June  17,  1948.  Candidates  for 
Fellowship  in  the  College,  who  would  like  to  take  the 
examinations,  should  contact  the  Executive  Secre- 
tary, American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois. 

The  Fourteenth  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Congress  Hotel,  Chicago,  Ilinois,  June  17-20,  1948. 
An  interesting  scientific  program  has  been  arranged 
for  this  meeting,  and  speakers  from  several  other 
countries  are  scheduled  to  appear. 


A series  of  papers  on  the  financial  support  of 
medical  education  provided  one  of  the  highlights  at 
the  annual  Congress  on  Medical  Education  which 
was  held  in  Chicago  recently  and  which  was  attended 
by  more  than  300  deans,  educators  and  state  licens- 
ing officials.  It  was  the  largest  attendance  on  rec- 
ord. 

All  of  the  speakers  agreed  that  if  the  present  high 
standards  of  medical  schools  are  to  be  maintained 
and  if  further  advances  are  to  be  achieved,  greatly 
increased  financial  support  of  medical  schools  is 
needed  without  delay. 

Dr.  Alan  Valentine,  president  of  the  University 
of  Rochester,  stated  that  while  budgets  of  the  medi- 
cal schools  today  are  in  excess  of  43  million  dollars, 
the  schools  will  need  to  increase  their  budgets  by  at 
least  40  million  dollars  more  if  they  are  to  train 
students  adequately  in  all  phases  of  medical  science. 

Dr.  Valentine  and  the  other  speakers  on  the  pro- 
gram appeared  to  be  unanimous  in  the  belief  that  if 
a free  and  unfettered  progress  in  medical  education 
is  to  be  maintained,  the  privately  supported  schools 
must  continue  to  receive  generous  private  support. 
Federal  funds  for  medical  education,  except  on  a 
short-term  emergency  basis  were  considered  undesir- 
able unless  all  efforts  to  secure  private  support 
failed. 

Dr.  Valentine  pointed  out  that  the  additional  40 
million  dollars  needed  by  the  medical  schools  rep- 
resents only  l/6000th  of  our  gross  national  income 
and  that  it  is  1/5  of  what  Americans  spend  annual- 
ly on  vitamin  pills  and  less  than  4 per  cent  of  what 
Americans  spent  on  jewelry  in  1946.  He  also  point- 
ed out  that  from  1932  to  1944  the  national  income 
rose  from  $60  to  $242  billion  dollars.  These  figures 
indicate  that  there  is  in  private  pockets  more  than 
enough  to  finance  painlessly  the  added  costs  of 
medical  education. 
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Foreign  medical  education  received  considerable 
attention  during  the  congress.  The  Committee  on 
Foreign  Medical  Credentials  held  a meeting  during 
the  congress,  called  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  A.M.A.,  and  arrange- 
ments were  made  whereby  information  concerning 
foreign  medical  schools  received  by  the  A.M.A., 
the  State  Department,  the  U.  S.  Office  of  Educa- 
tion and  the  New  York  State  Board  of  Examiners 
would  be  pooled  in  an  effort  to  keep  all  groups 
abreast  of  developments  in  medical  education  abroad. 


Recently  a widely  circulated  newspaper  account 
by  Methodist  Bishop  G.  Bromley  Oxnam  of  New 
York  stated  that  a “closed  union”  operated  by  the 
medical  profession  is  to  blame  for  a serious  short- 
age of  doctors.  The  bishop  said  the  profession 
controls  the  number  of  students  entering  medical 
schools. 

Dr.  Fishbein’s  reply,  which  was  given  wide  pub- 
licity, pointed  out  that  Bishop  Oxnam  “did  not 
bother  to  ascertain  the  established  facts”  before  he 
made  his  statement. 

“His  alarm  is  unwarranted  and  unjustified,”  Dr. 
Fishbein  said,  adding:  “Actually  the  number  of 
physicians  is  increasing  at  a relatively  more  rapid 
rate  than  is  the  general  population.  Ten  years  ago 
the  statistics  indicated  one  active  physician  for  every 
800  persons  in  this  country;  at  present  there  is  one 
physician  for  every  760  persons  and  by  1960  there 
will  be  one  physician  for  every  700  persons  or  fewer. 
More  physicians  are  currently  being  trained  in  this 
country  than  at  any  other  time  in  our  history.” 


PHYSICIANS  MAY  BECOME  WMA 
FOUNDERS 

It  is  possible  now  for  individual  physicians 
to  become  founder  members  of  the  American 
Committee  in  Support  of  the  World  Medical 
Association.  The  fee  is  $10  a year  and 
checks  may  be  made  payable  to  the  Secre- 
tary of  the  American  Committee  in  Support 
of  World  Medical  Association.  The  checks 
are  to  be  sent  to  Dr.  Louis  H.  Bauer,  a mem- 
ber of  the  A.M.A.  Board  of  Trustees,  New 
York  Academy  of  Medicine,  2 East  103d 
Street,  New  York  29,  N.  Y. 


The  First  International  Poliomyelitis  Con- 
ference will  be  held  in  New  York,  July  12-17, 
under  the  auspices  of  the  National  Founda- 
tion for  Infantile  Paralysis. 

Many  sections  of  the  world  recently  have 
witnessed  radical  changes  in  the  nature  of 
the  disease — from  a sporadic,  endemic  oc- 
currence to  explosive,  seasonal  epidemics.  It 
is  hoped  that  first-hand  accounts  from  these 
new  epidemic  areas  may  bring  to  light  some 
clues  that  will  explain  this  phenomenon  and 
perhaps  lead  to  better  control  methods.  By 
bringing  together  for  the  first  time  the  lead- 
ing world  authorities  on  the  disease,  it  may 


result  in  a clarification  of  the  medical  care 
problems  of  poliomyelitis  as  well  as  delineate 
more  exactly  the  most  promising  fields  of 
research. 


BIOGRAPHY  OF  NEW  SURGEON  GENERAL  OF 
THE  U.  S.  PUBLIC  HEALTH  SERVICE 

Dr.  Leonard  A.  Scheele  was  born  in  Fort  Wayne, 
Indiana,  July  25,  1907.  He  received  his  A.B,  from 
the  University  of  Michigan  in  1931;  his  B.S.  in 
Medicine  in  1933  and  his  M.D.  in  1934,  both  from 
Wayne  University,  Detroit,  Michigan. 

He  was  commissioned  in  the  U.  S.  Public  Health 
Service  in  1934.  His  first  assignment  was  as  As- 
sistant Quarantine  Officer  at  the  Port  of  San  Fran- 
cisco. He  was  transferred  to  the  same  position  in 
the  Port  of  Honolulu  during  1935-1936,  then  was 
made  Health  Officer  at  Queen  Anne’s  County,  Mary- 
land, in  1936-1937. 

From  1937  to  1939  he  was  a Special  Fellow  at 
Memorial  Hospital,  New  York. 

He  was  Officer  in  Charge  of  the  National  Can- 
cer Control  Program  of  the  National  Cancer  In- 
stitute from  1939  to  1942.  In  this  capacity  he  was 
concerned  with  studies  in  epidemiology  of  cancer, 
in  end-results  of  cancer  treatment  and  liaison  with 
the  States  and  various  medical  organizations  on 
cancer  control.  He  held  the  position  of  Chief,  Field 
Casualty  Section,  Medical  Division,  U.  S.  Office  of 
Civilian  Defense  in  1942  and  1943. 

From  1943  to  1945  he  was  assigned  to  the  Army 
in  a variety  of  major  assignments  in  war  areas.  He 
served  in  Military  Government  and  Allied  Commis- 
sion medical  operations  in  Sicily,  Italy,  and  later 
was  in  charge  of  the  Preventive  Medicine  Section 
of  the  G-5  Division  of  Supreme  Headquarters  of 
the  Allied  Expeditionary  Force  in  Northwest  Europe. 
Later  he  was  medical  representative  of  the  Medical 
Section  of  the  Allied  Control  Council  in  initial  op- 
erations of  that  group  in  Berlin  after  the  surrender 
of  Germany. 

During  1946-1947,  Dr.  Scheele  was  Assistant 
Chief  of  the  National  Cancer  Institute  of  the  Pub- 
lic Health  Service’s  National  Institute  of  Health. 
In  July  of  1947,  he  became  Assistant  Surgeon  Gen- 
eral of  the  Service  and  Director  of  the  Cancer  In- 
stitute. 

He  is  a member  of  the  American  Public  Health 
Association  and  the  American  Medical  Association. 
He  has  also  been  connected  with  the  American  As- 
sociation for  the  Advancement  of  Science,  American 
Association  for  Cancer  Research,  and  the  American 
Public  Health  Cancer  Association. 


Sick  children  present  a two-fold  problem  in  re- 
spect to  growth  and  maintenance  of  body  tissue: 

(1)  repair  of  the  damage  wrought  by  disease,  and 

(2)  provision  of  the  nitrogen  needed  for  the  growth 
processes,  which  persist  in  their  demands  during 
periods  of  illness.  Hence,  the  physician  may  wish 
to  prescribe  large  amounts  of  protein.  Protenum 
is  a highly  palpable  high  protein  food — low  in  fat. 
in  the  form  of  a beverage  or  in  various  recipes,  Pro- 
tenum -vyill  increase  the  protein  intake  without  add- 
ing appreciable  bulk  to  the  diet. 

For  literature  and  professional  samples  of  Pro- 
tenum, write  Mead  Johnson  & Co.,  Evansville  21, 
Indiana. 
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An  Associated  Press  release  late  in  Feb- 
i ruary  stated  that  city  after  city  throughout 
• the  country  reports  its  voluntary  hospitals 
\ are  confronted  with  mounting  deficits. 

The  effect  may  be  to  deprive  many  per- 
sons of  adequate  hospital  care,  according  to  a 
survey  by  the  New  York  Times. 

One  out  of  every  10  persons  in  the  nation 
entered  a hospital  as  a patient  last  year.  The 
majority  went  to  the  voluntary  hospitals. 

The  2,921  voluntary  non-profit  hospitals 
took  care  of  9,198,159  of  the  15,153,452  per- 
sons admitted  to  hospitals  in  1946,  according 
to  the  latest  figures  available  from  the  an- 
nual census  of  hospitals  registered  with  the 
American  Hospital  Association. 

Of  38  million  visits  reported  by  out-patient 
departments  in  1946,  almost  half  were  at- 
tributed to  the  voluntary  hospitals. 

The  demand  for  hospital  care  has  increased 
50  per  cent  since  1940  as  reported  by  the 
American  Hospital  Association.  In  1936 
there  were  8,646,885  admissions  to  the  na- 
tion’s hospitals.  This  rose  to  10,087,548  in 
1940  and  to  15,153,452  in  1946. 


Lack  of  sufficient  professional  workers  to 
properly  operate  the  institution  has  resulted 
in  closing  of  Brewster  Hospital,  Lexington, 
Harold  J.  Hamilton,  Business  Manager  of  the 
Brewster  Clinic  and  Hospitals,  has  an- 
nounced. No  definite  plans  have  been  made 
for  disposition  of  the  institution. 


A Memorial  Scholarship  for  nurses  has 
been  established  at  Bishop  Clarkson  Memor- 
ial Hospital,  Omaha,  by  the  Womanhood  of 
All  Saints  Episcopal  Church  in  memory  of 
Mrs.  Bess  H.  Cowdery,  who  died  February 
14,  1947.  The  annual  $250  loan  scholarship 
will  be  used  to  assist  worthy  prospective 
students  during  their  course  in  nursing,  ef- 
fective August  1,  1948. 


SCOTTSBLUFF — Rapid  progress  is  being 
made  in  construction  operation  of  the  new 
St.  Mary’s  Hospital,  located  at  the  north  edge, 
of  the  city.  The  project,  to  cost  approxi- 
mately $1,100,000,  will  provide  a modern  100- 


bed  institution,  owned  and  operated  by  the 
Sisters  of  St.  Francis,  of  Denver,  who  also 
conduct  St.  Joseph’s  Hospital,  Alliance. 


More  than  twenty-five  thousand  residents 
of  Nebraska  and  of  western  Iowa  streamed 
through  the  new  Children’s  Memorial  Hos- 
pital, Omaha,  on  three  open-house  days  the 
latter  part  of  February,  and  expressed 
amazement  at  the  facilities  to  be  afforded  by 
‘the  institution.  Contributions  totaling  more 
than  $800,000  have  been  made  by  the  public 
to  build  and  equip  the  100-bed  hospital. 
Formal  dedication  took  place  Sunday,  Febru- 
ary 22.  Miss  Grace  V.  Barber,  R.N.,  is  Su- 
perintendent, and  Mrs.  Alice  Schaefer,  R.N., 
educational  director. 


The  crisis  in  enrollment  of  students  in  schools  of 
nursing-  apparently  has  been  passed,  if  records  re- 
ported by  Miss  Blanche  Graves,  state  Director  of 
Education  and  Registration  of  Nurses,  at  a meeting 
February  10th  of  School  of  Nursing  Directors  and 
hospital  administrators  and  business  managers  is 
any  indication.  Miss  Graves  pointed  to  1946  as  the 
“black  Friday”  in  nursing  student  enrollment,  rec- 
ords of  her  department  showing  a total  registration 
of  292  students  in  Nebraska’s  thirteen  schools  of 
nursing,  and  159  students  dropping  out.  Converse- 
ly, 1947  registrations  totaled  364  students  and  a 
loss  of  only  92.  The  loss  ratio  in  1946  was  54.4% 
as  compared  with  only  25.5%  in  1947.  Many  be- 
lieve that  now,  with  Dad  putting  up  personal 
funds  for  Susie’s  education,  little  daughter  is  far 
more  inclined  to  remain  in  training  than  when  Uncle 
Sam  was  financing  her  education  during  war  years 
under  the  Cadet  Nurse  Corps  program,  and  she  had 
nothing  invested  personally. 

Enrollment  of  approximately  40,000  new  student 
nurses  in  the  nation’s  1,227  schools  of  nursing  dur- 
ing 1947,  a peacetime  record,  indicated  that  Ne- 
braska’s experience  was  reflected  on  a nationwide 
basis.  This  enrollment  was  9,000  above  the  1946 
total.  Goal  for  1948  is  50,000  new  nursing  students. 


The  Kearney  County  Board  of  Super- 
visors recently  purchased  the  Seeley  Hos- 
pital in  Minden  from  Dr.  H.  S.  Andrews  for 
use  as  a county  hospital. 

The  purchase  price  of  $37,500  included  the 
17-bed  hospital,  equipment,  and  nurses  quar- 
ters. 


The  Blue  Cross  board  in  January  set  the  number 
of  Directors  at  51  for  1948,  while  the  Blue  Shield 
Directors  voted  to  increase  their  number  from  15 
to  18,  making  provision  for  official  Blue  Cross  rep- 
resentation, in  the  person  of  the  president,  on  the 
Blue  Shield  Board  and  Executive  Committee.  Simi- 
lar representation  was  voted  Blue  Shield  on  the 
Blue  Cross  Board  and  Executive  Committee. 
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J.  H.  Pfeiffer,  Executive  Director  of  the  two 
Plans,  reported  Blue  Cross  membership  on  January 
1st  at  101,966,  and  Blue  Shield  44,447  on  the  same 
date.  Blue  Cross  claims  paid  in  1947  amounted  to 
$531,015.71,  an  all-time  record  as  also  was  Blue 
Shield’s  disbursement  of  $198,348.25  in  benefits. 

Most  important  action,  from  the  subscriber’s 
standpoint,  was  the  approval  by  boards  of  both  Plans 
of  greatly  increased  benefits  for  members,  effec- 
tive April  1,  1948.  Also  effective  on  that  date  will 
be  the  standardization  of  both  Plans  upon  two  types 
of  membership.  Individual  and  Family,  marking 
inauguration  by  Blue  Cross  and  Blue  Shield  of  a 
two-contract  rate  structure  designed  to  reduce  oper- 
ating costs  and  to  make  possible  substantial  in- 
creases in  benefits,  with  but  a nominal  adjustment 
in  dues. 

Changes  in  benefits  and  additional  services  pro- 
vided include: 

BLUE  CROSS 

Thirty  days  of  hospital  care  per  admission  for 
each  member  of  family.  (Formerly,  30  days  per 
membership  year). 

Allowance  up  to  $5  per  day  toward  any  type  of 
room  for  any  member  of  family.  Formerly  re- 
stricted to  semi-private  bed,  or  $4  toward  private 
room.  $1.00  per  day  charge  for  dependents  elimin- 
ated. 

$10  for  penicillin,  streptomycin,  or  both,  each 
admission.  Formerly,  $10  per  year. 

$7.50  allowance  for  out-patient  care.  Removal 
of  waiting  period  for  hernia. 

BLUE  SHIELD 

Acceptance  by  800  Nebraska  doctors  of  benefits 
in  full  payment  for  services  to  members  with  an- 
nual income  of  not  over  $1,800,  if  single,  and 
$2,600,  if  married. 

Increase  from  $300  to  $400  in  maximum  benefits 
in  any  one  membership  year,  and  from  $200  to  $250 
when  two  operations  performed  within  3-month 
period.  Also  increases  for  2 or  more  operations. 

Increase  from  21  to  60  days  each  year  for  “in- 
hospital”  medical  care. 

Removal  of  waiting  period  for  variococele,  hydro- 
cele and  vasectomy. 

BOTH  PLANS — Reduction  in  waiting  period  for 
maternity  cases  from  12  to  10  months. 

By  agreement  with  the  Nebraska  Hospital  As- 
sembly Blue  Cross  Committee,  the  hospital  con- 
tracts effective  Sept.  1-Dec.  31,  1947,  will  continue 
in  force  on  all  subscriber  agreements.  Series  A to 
J,  inclusive.  New  contracts  have  been  forwarded  all 
participating  hospitals  to  cover  the  new  Series  K 
agreements,  effective  April  1. 

Membership  rates,  after  April  1st,  will  be:  Blue 
Cross,  Individual,  $1.25  per  month;  Family,  $2.25. 
Blue  Shield,  Individual,  $1.00;  Family,  $2.50. 

NOTE — Many  of  the  Hospital  News  Items  in  this  Journal 
are  clipped  from  Nebraska  Hospital  News.  To  Mr.  Francis  J. 
Bath  we  express  our  appreciation  for  this  courtesy. 


PONDERINGS 

Cheerfulness  and  content  are  great  beautifiers 
and  are  famous  preservers  of  good  looks.  Reflect 
upon  your  present  blessings,  of  which  every  man  has 
many,  not  on  your  past  misfortunes,  of  which  all 
men  have  some. 

— Charles  Dickens 


MINUTES  OF  MID-WINTER  MEETING  OF 
BOARD  OF  COUNCILORS 

February  15,  1948 

The  Annual  Mid-Winter  Meeting  of  the  Council 
was  held  at  the  Hotel  Cornhusker,  Lincoln,  Nebras- 
ka, February  15,  1948.  The  meeting  was  called  to 
order  at  ten  o’clock  by  Dr.  Clayton  Andrews,  Chair- 
man of  the  Council. 

The  following  members  were  present:  Drs.  War- 
ren Y.  Thompson,  Clayton  Andrews,  W.  E.  Shook,  G. 
E.  Peters,  C.  W.  Way,  A.  A.  Ashby,  C.  H.  Sheets, 
Ted  Riddell,  President  G.  E.  Charlton  and  Immediate 
Past  President  Earle  Johnson. 

Also  present  were  Vice-President  M.  H.  Carrig, 
Secretary-Treasurer  R.  B.  Adams,  Drs.  Lucien  Stark, 
E.  B.  Reed,  R.  F.  Decker,  J.  D.  Bradley,  L.  W.  Lee, 
W.  S.  Petty,  H.  M.  Jahr,  Floyd  Clarke,  A.  J.  Offer- 
man,  J.  D.  McCarthy,  James  Kelly,  Floyd  Rogers, 
K.  S.  J.  Hohlen,  E.  W.  Hancock,  Geo.  W.  Covey,  H. 
S.  Morgan,  D.  B.  Steenburg,  Executive  Secretary 
M.  C.  Smith,  and  Mr.  Stuart  Campbell,  represent- 
ative of  Blue  Shield. 

The  first  order  of  business  was  the  election  of  a 
chairman. 

A motion  was  made  by  Dr.  W.  E.  Shook  that  the 
present  chairman.  Dr.  Clayton  Andrews,  and  the 
present  Secretary,  Dr.  C.  W.  Way,  be  nominated  as 
chairman  and  secretary.  The  motion  was  seconded 
by  Dr.  Warren  Thompson  and  carried. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
nominations  be  closed  and  the  secretary  cast  the 
unanimous  ballot  for  the  above  candidates.  The 
motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
reading  of  the  minutes  be  dispensed  with  and  the 
motion  was  seconded  by  Dr.  Warren  Thompson  and 
carried. 

Dr.  Andrews  called  for  the  report  of  the  Planning 
Committee,  and  Dr.  Floyd  Rogers,  Chairman,  read 
his  report. 

A motion  was  made  by  Dr.  Warren  Thompson  that 
the  Planning  Committee  report  be  received  and  pub- 
lished. The  motion  was  seconded  by  Dr.  W.  E. 
Shook  and  carried. 

The  report  of  the  editor  was  called  for  and  Dr. 
H.  M.  Jahr  stated  he  had  no  further  report  than 
the  one  sent  to  the  secretary  and  printed  in  the 
brochure. 

A motion  was  made  that  the  report  be  accepted 
and  published.  The  motion  was  seconded  and  car- 
ried. 

The  Medical  Service  Committee  was  called  for 
and  Dr.  E.  B.  Reed,  Chairman,  read  his  report. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
report  be  received  and  placed  on  file.  The  motion 
was  seconded  by  Dr.  Ted  Riddell  and  carried. 

General  discussion  relative  to  the  practical  nurs- 
ing followed. 

Dr.  R.  B.  Adams,  Secretary,  made  the  announce- 
ment that  dinner  would  be  served  at  12:30  in  the 
Persian  Room. 

The  Pre-Payment  Medical  Care  Committee  report 
was  called  for.  Dr.  A.  J.  Offerman,  with  the  assist- 
ance of  Mr.  Stuart  Campbell,  representative  of  Blue 
Shield,  showed  charts  and  reviewed  the  progress  of 
prepayment  medical  care  in  Nebraska  for  a period 
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of  3 years,  as  well  as  giving  statistics  showing  na- 
tional growth  of  such  plans.  Dr.  Offerman  also 
read  his  committee  report  and  called  special  atten- 
tion to  recommendations  contained  therein. 

A motion  was  made  by  Dr.  Ted  Riddell  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  by  Dr.  Warren  Thompson  and  carried. 

General  discussion  relative  to  the  appro- 
priation of  $2,000  asked  for  in  the  recom- 
mendation followed;  also  the  possibility  of 
securing  exhibit  space  for  Blue  Shield  at  the 
next  Annual  Assembly.  It  was  the  opinion 
of  the  Council  that  the  appropriation  would 
have  to  be  made  by  the  House  of  Delegates, 
and  Mr.  Smith,  Executive  Secretary,  stated 
that  although  all  space  for  the  annual  meet- 
ing had  been  sold,  that  a place  would  be 
found  for  the  Blue  Shield  exhibit. 

Dr.  Floyd  Clarke  read  the  report  of  the  Convales- 
cent Serum  Committee.  General  discussion  ensued 
relative  to  the  feasibility  of  continuing  the  work  of 
the  committee. 

Dr.  C.  H.  Sheets  made  the  following  motion:  In 

view  of  the  recommendations  of  the  chairman,  that 
the  Convalescent  Serum  Committee  be  discontinued; 
that  they  close  out  the  serum  and  balance  the  books; 
that  the  money  be  temporarily  held  until  proper  dis- 
tribution could  be  made;  and  that  the  Council  ex- 
press their  genuine  appreciation  to  the  chairman 
for  the  excellent  work  done.  The  motion  was  sec- 
onded by  Dr.  Warren  Thompson  and  carried. 

Dr.  L.  W.  Lee,  Chairman  of  the  Venereal  Disease 
Committee,  was  called  for  his  report  and  stated 
there  was  nothing  to  add  to  the  published  report  sent 
to  the  Council. 

A motion  was  made  by  Dr.  G.  E.  Peters  that 
the  report  be  accepted  and  placed  on  file.  The  mo- 
tion was  seconded  by  Dr.  Warren  Thompson  and 
carried. 

The  report  of  the  Committee  on  Public  Health  was 
called  for  by  Dr.  Andrews  and  Dr.  J.  D.  Bradley, 
Chairman,  stated  he  had  no  report  to  make. 

Dr.  James  Kelly  reviewed  the  report  of  the  Can- 
cer Committee  and  called  attention  to  recommenda- 
tions made. 

A motion  was  made  by  Dr.  W.  E.  Shook  that  the 
report  be  received  and  published.  The  motion  was 
seconded  by  Dr.  G.  E.  Peters  and  carried. 

Dr.  W.  S.  Petty,  Director,  Department  of  Health, 
State  Capitol,  was  given  the  privilege  of  the  floor 
and  told  of  the  work  done  by  the  Department  of 
Health  relative  to  cancer  control  in  cooperation 
with  the  Cancer  Committee.  He  stated  a definite 
program  had  been  worked  out  and  it  was  the  wish 
of  the  department  to  continue. 

Dr.  Kelly  asked  for  the  recognition  of  the  chair 
and  commended  Dr.  Petty  upon  the  fine  spirit  of 
cooperation  of  the  Department  of  Health  in  this 
cancer  work. 

The  report  of  the  Delegates  to  the  A.  M.  A.  was 
the  next  order  of  business.  Dr.  Karl  Hohlen  sug- 
gested to  the  chairman  that  Dr.  J.  D.  McCarthy 
should  be  granted  permission  to  first  present  his 
report  which  would  cover  the  Cleveland  meeting. 

Dr.  J.  D.  ^McCarthy  reviewed  his  printed  report. 


calling-  special  attention  to  the  favorable  comments 
of  the  Reference  Committee  to  Dr.  Pouts’  address 
to  the  A.  M.  A.  House  of  Delegates,  and  to  the  two 
resolutions  presented  at  the  meeting;  namely,  one 
relative  to  hospitals  entering  into  the  practice  of 
medicine,  and  the  other  relative  to  rebating  by  doc- 
tors. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  by  Dr.  Warren  Thompson  and  carried. 

A general  discussion  of  Dr.  McCarthy’s 
recommendations  ensued  with  the  following 
conclusions:  1.  That  the  President,  Dr. 

Charlton,  appoint  a committee  to  study  and 
investigate  the  problems  and  shortage  of 
nurses  and  submit  such  report  to  the  House 
of  Delegates  at  the  1948  Annual  Assembly. 
2.  That  the  chairman  of  the  Council  appoint 
a committee  to  draw  up  a resolution  relative 
to  the  rebating  practice  of  physicians  and 
such  resolution  be  presented  to  this  body  in 
the  afternoon  session.  The  chair  appointed 
Dr.  Warren  Thompson,  chairman.  Dr.  Earl 
Johnson,  Dr.  C.  H.  Sheets,  with  Dr.  J.  D.  Mc- 
Carthy ex  officio,  as  the  members  of  the 
resolution  committee.  3.  That  the  recom- 
mendation of  Dr.  McCarthy  relative  to  pub- 
lication of  reports  of  delegates  to  the  A.M.A. 
be  approved. 

A recess  was  called  by  the  chairman  and  dinner 
followed. 

The  meeting  was  again  called  to  order  at  2:15 
by  Chairman  Andrews  and  Dr.  K.  S.  J.  Hohlen  gave 
the  report  of  the  interim  session  of  the  A.  M.  A. 

A motion  was  made  and  seconded  that  the  report 
be  accepted  and  printed.  The  motion  carried. 

Dr.  Warren  Thompson  presented  the  resolution 
on  rebating  as  dravm  up  by  the  committee  but  after 
discussion  it  was  referred  back  to  committee  for 
rewording. 

Dr.  R.  W.  Fonts  read  the  report  of  the  Medical- 
Legal  Advice  Committee. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
report  be  accepted  and  placed  on  file,  and  that  the 
Executive  Secretary  make  a survey  on  malpractice 
insurance  as  suggested  by  Dr.  Fonts.  The  motion 
was  seconded  by  Dr.  Warren  Thompson  and  carried. 

Dr.  R.  B.  Adams  gave  the  Secretary— Treasurer’s 
report,  calling  attention  to  the  audit  as  printed. 

A motion  was  made  by  Dr.  W.  E.  Shook,  seconded 
by  Dr.  Warren  Thompson,  that  the  report  be  re- 
ceived and  published.  The  motion  carried. 

Dr.  Geo.  W.  Covey  read  the  report  of  the  Board 
of  Trustees. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

General  discussion  followed  relative  to  the 
money  necessary  to  meet  rising  costs  of  oper- 
ation. There  was  further  discussion  on  the 
means  of  raising  funds  for  expansion  of  the 
activities  of  the  association  in  order  to  meet 
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the  growing"  demand  for  educational  pur- 
poses, both  lay  and  professional,  and  to  carry 
on  the  work  of  the  association’s  committees. 
General  discussion,  too,  was  had  relative  to 
raising  the  dues  of  the  association.  It  was 
the  opinion  of  the  Council  that  something 
definite  should  be  placed  before  the  House 
of  Delegates  in  order  to  get  the  work  started 
so  that  the  association  could  progress  and  be 
in  step  with  other  state  medical  associa-. 
tions. 

A motion  was  made  by  Dr.  C.  H.  Sheets 
that  the  Council  recommend  to  the  House  of 
Delegates  that  the  dues  of  the  Nebraska 
State  Medical  Association  as  of  1949  be  in- 
creased to  $30.00  per  member.  The  motion 
was  seconded  by  Dr.  W.  E.  Shook. 

In  the  discussion  that  followed  it  was  gen- 
erally believed  that  the  raise  in  dues  would 
not  be  questioned  by  the  membership  if  there 
were  some  method  adopted  that  would  in- 
form all  the  members  of  the  different  county 
societies  of  the  various  needs  for  funds  to 
further  the  work  of  the  association.  As  part 
of  this  discussion,  Mr.  M.  C.  Smith  was 
granted  the  privilege  of  the  floor  and  gave 
the  report  of  the  Executive  Secretary.  In 
this  report  recommendations  for  (1)  a pub- 
lic relations  program,  (2)  medical  and  lay 
education  program,  (3)  plans  for  Nebraska 
Medical  Foundation,  and  (4)  a suggested 
meeting  of  county  society  officers,  were  pre- 
sented. 

The  question  was  called  for  on  Dr.  Sheets’ 
motion  relative  to  raise  in  dues  and  the  mo- 
tion carried. 

A motion  was  made  that  Mr.  Smith’s  report  be 
accepted  and  published.  The  motion  was  seconded 
and  carried. 

Dr.  Harold  Morgan  asked  for  the  privilege 
of  the  floor  and  elaborated  further  on  Mr. 
Smith’s  suggestion  for  the  establishment  of 
a Nebraska  Medical  Foundation,  stating  that 
funds  were  available  which  would  be  used  to 
carry  out  the  objectives  of  such  a founda- 
tion; however,  it  would  be  necessary  that 
such  a foundation  be  established  on  an  ac- 
cepted legal  basis  under  the  guidance  of  the 
Nebraska  State  Medical  Association. 

There  was  general  discussion,  too,  rela- 
tive to  the  desirability  of  having  a meeting 
of  the  county  society  officers  before  the  An- 
nual Assembly  to  acquaint  the  membership 
with  the  proposed  anticipated  expanded  pro- 
gram of  the  association. 

A motion  was  made  by  Dr.  W.  E.  Shook 


that  the  Council  recommend  to  the  Board  of 
Trustees  that  the  secretaries,  or  presidents, 
of  the  county  medical  societies  be  invited  in 
for  a one-day  economic  conference  and  that 
actual  traveling  expenses  of  each  delegate  be 
paid  by  the  association.  The  motion  was 
seconded  by  Dr.  Ted  Riddell  and  carried. 

The  chairman  of  the  Council  appointed  as  a com- 
mittee for  setting  up  the  program  for  this  con- 
ference the  following:  Mr.  M.  C.  Smith,  Chairman, 

Dr.  R.  B.  Adams  and  Dr.  Geo.  W.  Covey. 

Dr.  Andrews  announced  that  Dr.  Charlton  had 
appointed  the  following  committee  to  study  the 
nursing  situation  in  accordance  with  recommenda- 
tion No.  1 of  Dr.  McCarthy’s  report:  Dr.  E.  W. 

Hancock,  Chm.,  Drs.  R.  W.  Fonts,  Lucien  Stark,  and 
Mr.  M.  C.  Smith,  ex  officio. 

A telegram  was  read  by  Mr.  M.  C.  Smith  from 
Dr.  J.  E.  M.  Thomson,  President-Elect,  which  stated 
his  plane  had  been  grounded  on  account  of  weather 
and  expressed  regret  to  the  Council  for  his  absence. 

The  M.  C.  H.  report*was  called  for  and  Dr.  Harold 
Morgan  stated  he  had  nothing  further  to  report 
than  that  which  had  been  printed. 

A motion  was  made  that  the  report  be  accepted 
and  published.  The  motion  was  seconded  and  carri- 
ed. 

Dr.  Andrews  read  requests  for  honorary  member- 
ships for  Drs.  Chester  H.  Waters,  Sr.,  J.  Hellwig, 
W.  H.  Taylor,  J.  M.  Shramek,  and  Geo.  P.  Pratt  of 
the  Omaha-Douglas  County  Medical  Society,  and 
Dr.  H.  W.  Francis  of  the  Madison  Six  County  Med- 
ical Society. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  we 
recommend  to  the  House  of  Delegates  that  these 
men  be  given  honorary  memberships.  The  motion 
was  seconded  by  Dr.  C.  H.  Sheets  and  carried. 

Dr.  W.  E.  Shook  stated  that  he  had  had  a, letter 
from  the  Richardson  County  Medical  Society  recom- 
mending Dr.  M.  L.  Wilson  for  honorary  membership, 
but  inasmuch  as  Dr.  Wilson  has  since  died  he  was 
of  the  opinion  no  action  could  be  taken. 

Mr.  M.  C.  Smith  read  a letter  to  the  Coun- 
cil written  by  the  Cheyenne-Kimball-Deuel 
County  Medical  Society  to  Hon.  A.  L.  Miller 
at  Washington  relative  to  their  society  going 
on  record  as  favoring  the  practice  of  allow- 
ing druggists  to  fill  narcotic  prescriptions 
telephoned  to  them  by  doctors.  Mr.  Smith 
presented  a part  of  the  narcotic  law  which  in- 
dicated that  it  was  unlawful  for  druggists  to 
fill  narcotic  prescriptions  given  over  the 
telephone.  (See  page  149). 

Dr.  Andrews  read  the  committee  appointments  for 
next  year  as  made  by  President-Elect  J.  E.  M.  Thom- 
son. 

A motion  was  made  by  Dr.  W.  E.  Shook  that  the 
list  of  appointments  as  made  by  Dr.  Thomson  for 
the  committees  in  1948  be  approved.  The  motion 
was  seconded  by  Dr.  G.  E.  Peters  and  carried. 

Dr.  Andrews  asked  Dr.  Peters  to  take  the 
chair  and  asked  for  permission  to  make  a 
brief  report  for  the  committee  requested  to 
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work  with  the  compensation  court  in  outlin- 
ing a satisfactory  fee  schedule.  He  stated 
that  he  would  like  to  have  instructions  from 
the  House  of  Delegates  to  present  the  fee 
schedule  as  worked  out  by  the  Planning  Com- 
mittee to  the  compensation  commission  for 
their  study  and  approval. 

A motion  was  made  by  Dr.  Ted  Riddel  that 
the  Council  recommend  to  the  House  of  Dele- 
gates that  the  fee  schedule  as  set  up  by  the 
state  medical  association  be  used  to  figure  a 
basis  of  increase  on  the  Nebraska  state  com- 
pensation schedule.  The  motion  was  second- 
ed by  Dr.  W.  E.  Shook  and  carried. 

Dr.  Sheets  presented  the  following  resolu- 
tion in  accordance  with  recommendation  No. 

2 of  Dr.  McCarthy’s  report : 

WHEREAS,  it  has  been  called  to  the  attention  of 
the  Nebraska  State  Medical  Association  that  there 
is  at  present  a practice  of  rebating  in  various 
branches  of  medicine  and  surgery, 

AND  WHEREAS,  this  practice  of  rebating  has 
been  contrarj^  to  the  ethics  of  medicine  and  the  laws 
of  the  state  of  Nebraska  (Statute  1914)  and  the 
ethics  of  the  A.M.A.  since  its  inception, 

THEREFORE  BE  IT  RESOLVED,  that  this 
matter  be  called  to  the  attention  of  the  county  med- 
ical societies  through  the  Secretary  of  the  Nebraska 
State  Medical  Association,  and  if  infractions  are 
found,  it  is  recommended  that  such  society  should 
take  such  disciplinary  measures  as  are  deemed  nec- 
essary to  correct  this  infraction  of  both  law  and 
ethics. 

Dr.  Sheets  moved  its  adoption.  The  mo- 
tion was  seconded  by  Dr.  C.  W.  Way,  and 
carried. 

Dr.  R.  F.  Decker  asked  for  permission  of 
the  floor  and  discussed  briefly  requests  he 
has  had  to  call  the  House  of  Delegates  into 
session  prior  to  the  Annual  Assembly,  stat- 
ing that  he  would  like  an  expression  of 
opinion  from  the  Council  as  to  whether  or 
not  it  would  be  desirable  to  call  such  a ses- 
sion. 

It  was  the  opinion  of  the  Council  that  in 
view  of  the  large  amount  of  work  necessary 
for  the  House  of  Delegates  to  take  care  of, 
that  such  a meeting  would,  indeed,  be  time- 
ly and  proper. 

Dr.  G.  E.  Peters  made  the  suggestion  that 
in  order  to  get  the  work  of  the  Nebraskj^, 
IMedical  Foundation  started  that  perhaps  it 
would  be  a good  thing  to  have  a committee 
appointed  to  formulate  some  sort  of  plan  to 
present  to  the  House  of  Delegates  on  this 
foundation.  Drs.  R.  W.  Fonts  and  J.  D.  Mc- 
Carthy told^  of  some  of  the  work  other  states 


were  doing,  and  Mr.  Smith  made  the  sug- 
gestion that  it  would  be  an  excellent  subject 
to  present  at  the  coming  secretaries  confer- 
ence. 

A motion  was  made  by  Dr.  G.  E.  Peters 
that  a committee  be  appointed  to  draw  up 
plans  and  sketch  a framework  for  the  Ne- 
braska Medical  Foundation,  and  that  Dr.  H. 
S.  Morgan  be  named  as  chairman  to  head 
such  a committee.  The  motion  was  seconded 
by  Dr.  C.  H.  Sheets  and  carried. 

The  chair  announced  that  members  would  be  ap- 
pointed and  letters  sent  informing  them  of  the  ap- 
pointments. 

The  report  of  the  Delegate  to  the  North  Central 
Conference,  the  report  of  the  Speakers  Bureau  and 
report  of  the  Committee  on  Advisory  to  Women’s 
Auxiliary,  were  ordered  published. 

The  motion  was  made  to  adjourn.  Seconded  and 
carried. 


SECRETARY’S  REPORT 
R.  B.  Adams,  M.  D. 

Nineteen  hundred  forty-seven  was  again  a year 
of  progress  for  the  Nebraska  State  Medical  Associ- 
ation. On  December  31,  1947,  there  were  1189 
members.  On  the  same  date  of  1946  there  were 
1118  members,  making  a gain  of  71  for  the  year 
1947.  During  this  year  18  members  died  and  38 
left  the  state.  During  this  time,  however,  114  doc- 
tors moved  into  the  state  and  became  members. 
In  addition  to  these  42  doctors  moved  into  the  state 
who  have  not  yet  joined  our  association.  These 
men  should  become  members  as  soon  as  they  can 
be  induced  to  do  so. 

The  standing  committees  can  be  classed  into 
two  groups  as  has  been  the  case  for  a number  of 
years.  There  are  those  committees  who  have  always 
done  excellent  work.  Medical  Service,  Planning, 
Prepayment  Medical  Care,  Scientific  Assembly,  Can- 
cer, and  Maternal  and  Child  Health.  The  other 
committees  created  by  our  By-Laws  have  either 
done  verj^  little  or  nothing.  It  is  possible  that  the 
reason  for  this  division  of  committees  may  be  two; 
one,  that  there  is  always  work  coming  in  which 
keeps  the  first  group,  and  there  is  no  work  coming 
to  be  passed  to  the  other  committees.  Also,  the  im- 
portant difference  between  these  two  groups  in 
your  secretary’s  mind  is  the  personnel  of  the  com- 
mittees. The  active  committees  have  chairmen  and 
members  who  keep  their  committees  active;  the 
other  committees  do  not.  Following  talks  with  our 
executive  secretary  and  our  president-elect,  the 
secretary  feels  that  our  president-elect  by  new  ap- 
pointments to  these  committees  and  plans  to  be 
given  their  members  may  succeed  in  at  least  activat- 
ing some  of  them. 

The  Annual  Assembly  was  held  at  the  Paxton 
Hotel  in  Omaha.  It  was  well  attended,  and  a new 
plan  of  scientific  program  was  attended.  Most  of 
the  comments  were  favorable  to  the  new  type  of 
meeting.  Some  were  critical  and  good.  The  com- 
mittee in  planning  for  the  1948  meeting  is  making 
an  attempt  to  profit  by  these  criticisms  and  thus 
improve  the  meeting.  The  number  of  commercial 
exhibits  was  larger  than  ever. 
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At  the  meeting  the  House  of  Delegates  adopted 
new  By-Laws  presented  to  it  by  the  special  commit- 
tee. It  also  had  read  to  it  a proposed  new  Constitu- 
tion which  had  to  lay  over  for  a year. 

The  finances  of  the  association  can  be  appreciated 
by  reading  the  Auditor’s  report.  The  association 
is  progressing.  During  1947  the  General  Fund  re- 
ceived $21,747.95  income  from  sources  itemized  un- 
der Exhibit  B.  From  this  fund  was  spent  $17,090.66. 
Also  during  this  year  the  Journal  collected  $14,- 
125.76,  and  spent  $16,741.87.  Totaling  these  two 
sets  of  items  each  leaves  an  excess  of  income  over 
disbursements  in  the  amount  of  $2,041.18. 

Finally,  your  secretary  is  glad  to  report  that 
after  a number  of  year’s  effort  the  association  has 
in  its  office  a complete  record  of  the  transactions 
of  the  association  from  its  beginning.  For  a number 
of  years  there  were  several  large  gaps  in  our  rec- 
ords, but  this  year  these  gaps  were  closed.  A copy 
of  the  earliest  proceedings,  which  had  turned  up  in 
the  vault  of  an  insurance  company  and  loaned  to 
the  local  county  society,  came  into  our  possession. 
Also,  by  using  the  library  of  Dr.  A.  S.  Von  Mans- 
felde  in  the  library  of  the  Lancaster  County  Medical 
Society  and  the  library  of  Dr.  F.  A.  Long  now  at 
the  University  of  Nebraska  College  of  Medicine 
Library,  we  were  able  to  complete  these  proceedings. 

AUDIT 

Lincoln,  Nebraska 
January  27,  1948 

Nebraska  State  Medical  Association 

Lincoln,  Nebraska 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1947  and  submit  herewith  our  report.  Included  in  the 
report  are  the  following  exhibits  and  schedules. 

Exhibit  A — Analysis  of  Fund  Balances — January  1,  1947  to 
December  31,  1947. 

Exhibit  B — Statement  of  Receipts  and  Disbursements — Year 
1947. 

Schedule  B-1 — Statement  of  Receipts  and  Disbursements — 
Annual  Session — Year  1947. 

Schedule  B-2 — Comparison  of  General  Expense  with  Budget 
— Year  1947. 

Exhibit  C — Statement  of  Investments — January  1,  1947  to 
December  31,  1947. 

Exhibit  D — Journal  Accounts  Receivable — December  31,  1947. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  During 
the  year  1947  there  was  an  increase  in  the  balance 
of  $4,926.03.  The  total  balance  on  December  31, 
1947,  was  '$31,493.67  and  was  represented  by  cash 
in  the  National  Bank  of  Commerce,  Lincoln,  Nebras- 
ka, of  $5,907.49  and  investments  of  $25,586.18. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  incomes  and  expenses  have  been  divided 
into  classifications  of  general  items  and  journal 
transactions.  Under  the  heading  of  general  income 
the  principal  items  were  membership  dues  of  $17,- 
175.00,  and  income  from  the  annual  session  of  $3,- 
429.17.  The  chief  item  of  income  for  the  journal 
during  the  year  was  advertising  of  $13,956.21.  Total 
cash  received  during  the  year  amounted  to  $35,- 
873.71. 

The  disbursements  of  the  Association  are  divided 


into  the  same  classifications  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $17,- 
090.66.  A comparison  of  these  items  with  the  bud- 
get items  approved  for  1947  is  shown  in  Schedule 
B-2.  Journal  expenses  for  the  year  totaled  $16,- 
741.87.  Total  expenses  for  the  year  were  $33,832.53. 
The  excess  of  receipts  over  disbursements  amounted 
to  $2,041.18,  and  the  cash  on  hand  at  the  close  of 
the  year  was  $5,907.49. 

All  receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account  by  us.  In  addition, 
test  checks  were  made  of  letters  of  transmittal 
tracing  the  items  to  the  individuals  members’  ac- 
counts. An  inspection  of  the  unused  members  cards 
in  connection  with  our  examination  of  the  receipts 
indicated  that  all  cards  issued  to  members  during 
the  year  were  accounted  for  on  the  books  of  the 
association.  It  was  also  found  that  during  the 
year  1947  cards  were  issued  to  four  military  mem- 
bers and  forty  honorary  members  for  which  no  dues 
were  collected. 

All  cancelled  checks  for  the  year  were  inspected 
and  compared  with  the  items  in  the  check  record. 
Invoices  and  creditors’  statements  were  examined 
covering  the  greater  portion  of  the  disbursements. 
The  balances  shown  as  cash  in  bank  were  confirmed 
by  direct  correspondence  with  the  depositories.  Our 
audit  also  included  an  examination  of  the  minutes 
of  the  Trustees’  meetings  during  the  year  in  regard 
to  authorization  of  salaries,  budgets,  and  other 
disbursements.  All  securities  were  verified  by  ac- 
tual examination.  As  a result  of  our  audit  of  the 
receipts  and  disbursements  of  the  association  for 
the  year  it  is  our  opinion  that  all  cash  has  been 
accounted  for  properly. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C.  The 
cost  value  of  the  investments  at  the  beginning  of  the 
year  was  $22,701.33.  During  the  year  there  was  a 
net  addition  in  investments  of  $2,884.85.  Dividend 
credits  in  building  and  loan  accounts  amounted  to 
$100.94.  The  increase  in  value  of  the  United  States 
Savings  Bonds  during  the  year  totaled  $260.07.  Dur- 
ing the  year  United  States  Savings  Bonds,  Series  G, 
of  $3,000.00  were  purchased.  The  money  used  to 
buy  these  bonds  was  taken  from  the  Student  Loan 
Fund.  The  total  value  of  the  investments  on  De- 
cember 31,  1947,  was  $25,586.18. 

EXHIBIT  D 

Exhibit  D is  a list  of  journal  accounts  receivable. 
Our  examination  of  the  accounts  receivable  record 
indicates  that  the  greater  part  of  these  accounts 
are  amounts  receivable  for  advertising  during  the 
month  of  December  1947.  This  record  also  indicated 
that  with  few  exceptions  these  accounts  are  being 
paid  currently.  As  the  association  operates  on  the 
cash  basis  these  items  are  not  taken  into  income 
until  cash  is  received. 

The  Student  Loan  Fund  managed  by  the  Associa- 
tion is  maintained  in  a checking  account  in  Omaha 
National  Bank,  Omaha,  Nebraska.  Cash  on  hand 
at  the  close  of  the  year  amounted  to  $518.41.  This 
amount  was  confirmed  to  us  by  direct  correspond- 
ence with  the  bank.  The  total  amount  of  unpaid 
student  loans  at  the  end  of  the  year,  including 
interest  accrued,  was  $775.01.  During  the  year 
$265.00,  including  payments  on  principal  interest, 
was  received  on  these  notes. 
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Mr.  M.  C.  Smith,  Executive  Secretary  of  the  Asso- 
ciation, has  in  his  possession  a fund  of  $100.00  to  be 
used  for  traveling  and  other  association  expenses. 
This  fund  is  replenished  periodically  upon  his  pres- 
entation of  expense  reports  and  is  not  carried  on 
the  books  of  the  association  as  an  asset. 

There  are  additional  funds  of  $1,000.00  in  cash 
kept  in  the  Association’s  safety  deposit  box  at  Na- 
tional Bank  of  Commerce,  Lincoln,  Nebraska.  This 
amount  was  verified  by  actual  count  at  the  time  of 
the  examination  of  securities  and  is  not  set  up  as  an 
asset.  The  purpose  of  this  fund  is  to  defray  ex- 
penses of  the  association  and  to  date  none  of  it  has 
been  used. 

Should  any  additional  information  be  desired  con- 
cerning any  matters  falling  vdthin  the  scope  of  our 
examination  we  shall  be  pleased  to  supply  it  upon 
request. 

Respectfully, 


Publication  Expense  _ 
Envelopes  and  Inserts— 
Press  Clipping-  Ser-vice 

Color 

Tipping  

Cuts  

Reprints  

Copies  to  Dr.  Jahr 

Expenses — Dr.  Jahr 
Travel — M.  C.  Smith— 


6,327.09 

66.59 

60.00 

1,820.00 

661.50 

233.00 
5.80 
3.47 

450.00 

500.00  16,741.87 


TOTAL  DISBURSEMENTS  833,832.53 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS__S  2.041.18 


Cash  on  Hand,  December  31,  1947, 


5,907.49 


SCHEDULE  B-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1947 

Receipts : 

Exhibits  $ 3,400.00 

Reimbursements,  Cancer  Society  29.17  8 3,429.17 


MARTIN  & COLE 

EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 


January  1,  1947  to  December  31,  1947 

Total  Balance.  January  1,  1947 $26,567.64 

Repi-esented  by : 

Cash — National  Bank  of  Commerce 8 3,866.31 

Investments — Exhibit  C 22,701.33  » 


$26,567.64 

Add: 

Excess  of  Receipts  over  Disbursements, 

Exhibit  B 2,041.18 

Net  Additions  in  Investments,  Ex- 
hibit C ^ 2,884.85  4,926.03 


Total  Balance,  December  31,  1947 $31,493.67 

Represented  by : 

Cash — National  Bank  of  Commerce $ 5,907.49 

Investments Exhibit  C 25,586.18 


Disbursements : 

Printing  8 

Badges  

Booths  

Gratuities  (gifts,  tips,  etc.) 

Luncheons  and  Salaries — em- 
ployees — 

Movie  Projector  

Lantern  Operator  

Reporter 

Exhibitors  Party 

Trap  Shoot  and  Golf  Meet 

Presidential  Expense 

Party  Supplies  

Miscellaneous  

Auxiliary  

Banquet  Entertainment 


Guests : 

Transportation 

Rooms 

Entertainment 


256.42 

21.81 

357.25 

56.00 

55.45 

603.50 

25.50 

285.82 

255.22 

131.60 

71.59 

152.00 
56.05 
27'.75 

150.00  $ 2,505.96 


577.50 
150  55 

69.54  797.59  3,303.55 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS__$  125.62 


$31,493.67 

EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1947 

Cash  on  Hand,  January  1,  1947 8 3,866.31 

Receipts: 

General : 

Membership  Dues $17,175.00 

Interest  Collected I 244.37 

Annual  Session — Sched.  B-1 3,429.17 

Conducting  Survey  400.00 

Addressing  Envelopes  22.25 

United  Savings  & Loan 

Liquidation  477.16  21,747.95 


Journal : 

Advertising  13,956.21 

Subscriptions  163.75 

Copies  Sold  5.80  14,125.76 


TOTAL  RECEIPTS  $35,873.71 

Disbursements : 

General : 

Salaries  $ 

Travel  

Office  Expense : 

Rent  

Mimeograph  

Printing  

Postage  

Telephone  and  Telegraph 

Miscellaneous  

Councilor  Expense  

Delegate  to  A.M.A 

Annual  Session  (Sch.  B-1) 

Committee  Expense  

Audit  Expense 

Medicolegal  

Emergency  Fund 

Attorney’s  Fees  

Office  Equipment  

President’s  Expense  


Journal: 

Salaries  1,440.00 

Commissions  5,174.42 


SCHEDULE  B-2: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


Year  1947 
Budget 

Actual 

Expense 

Unexpended 

Balance 

Salaries 

$ 7,800.00 

8 7,799.80 

$ .20 

Travel 

1,025.00 

1,023.74 

1.26 

Office  Expense: 
Rent 

1,090.00 

1,082.86 

7.14 

Mimeograph 

200.00 

138.32 

61.68 

Printing  ; 

600.00 

593.08 

6.92 

Postage 

225.00 

225.00 

Telephone 

550.00 

498.37 

51.36 

Miscellaneous 

245.00 

233.54 

11.46 

Councilor  Expense 

200.00 

189.75 

10.25 

Delegate  to  A.M.A 

392.04 

392.04 

Annual  Session  

__  3,303.55 

3,303..55 

Committee  Expense 

156.50 

155.86 

.64 

Audit  Expense 

125.00 

85.00 

40.00 

Medicolegal 

800.00 

622.75 

177.25 

Emergency  Fund 

304.41 

167.86 

136.55 

Attorney’s  Fees 

50.00 

50.00 

Office  Equipment 

50.00 

29.14 

20.86 

President’s  Expense 

500.00 

500.00 

$17,616.50 

817.090.66 

$ 525.84 

EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1947  to  December  31,  1947 


Total  Balance  January  1,  1947 $22,701.33 

Consisting  of : 

Omaha  Loan  & Building  Assn $ 1,730.36 

Nebr.  Central  Building  & Loan  Assn — 929.91 

Conservative  Sa-vings  & Loan  Assn 1,459.34 

United  Savings  & Loan  Assn 795.07 

U.  S.  Treasury  Bonds.  2 7 /8% 4,500.00 

U.  S.  Savings  Bonds — Issue 
Price  $7,721.00  : Maturity 

Value  $10,375.00 8.629.65 

U.  S.  Savings  Bonds — Series  G 4,600.00 

Postal  Savings  Bonds — Issue 

Price  $50.00  57.00 


$22,701.33 


7,799.80 

1,023.74 

1.082.86 

138.32 

593.08 

225.00 
498.37 
233.54 

189.75 
392.04 

3,303.55 

155.86 

85.00 

622.75 

167.86 

50.00 
29.14 

500.00  17,090.66 
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Additions  : 

Dividend  Credits ; 

Omaha  Loan  & Bldg. 

Assn.  $ 43.52 

Conservati%e  Savings 

& Loan  Assn 29.32 

Nebr.  Central  Bldg. 

& Loan  Assn 28.10  $ 100.94 


Increase  in  Value — U.  S. 

Savings  Bonds  : 

Total  Increment 

Dec.  31,  1947 $1,168.72 

Total  Increment 

Dec.  31,  1946 908.65  260.07 

Interest  Accrued — 

Postal  Savings : 

Interest  Accrued. 

Dec.  31.  1947 $ 8.00 

Interest  Accrued, 

Dee.  31.  1946 7.00  1.00 

Purchases : 

U.  S.  Savings  Bonds,  Series  G_$3, 000.00  3,362.01 

Reductions  ; 

Liquidation  Payments  : 

United  Savings  & Loan  Assn 477.16  2,884.85 


Total  Balance  December  31,  1947 


Consisting  of : 

Omaha  Loan  & Bldg.  Assn 1,773  88 

Nebraska  Central  Bldg.  & Loan  Assn 958.01 

Conservative  Savings  & Loan  Assn 1,488.66 

United  Savings  & Loan  Assn ’317  91 

U.  S.  Treasury  Bonds,  2 7/8% 4,500'.00 

U.  S.  Savings  Bonds — Issue 
Price  $7,721.00  ; Maturity 

Value  $10,375.00  8,889  72 

U.  S.  Savings  Bonds,  Series  G 7,600.00 

Postal  Savings  Bond — Issue  Price  $50.00_  ’ 58.00 


$25,586.18 


25,586.18 


EXHIBIT  D: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1947 

Advertising  Space: 

Association  for  Study  of  Internal  Secretions 

Cooperative  Medical  Advertising  Bureau : 

Eli  Lilly  

Parke  Davis  & Company 

Julius  Schmid  

Ciba  ' 

Winthrop  Chemical  Comnanv 

M & R iiz:::::; 

Smith  Dorsey ' 

Camel  Cigarettes  

Schering  Corporation  ' 

Luziers  

The  Borden  Company 

Philip  Morris  

Abbott  Laboratories  

S.  H.  Camp  and  Company 

G.  D.  Searle 

Physicians  Casualty  Company- 

Seiler  Surgical  Company 

Ralp  Sanatorium  

Radium  and  Radon  Corporation 

The  Wander  Company 

Cook  County  Graduate  School ] 

Laboratory  of  Clinical  Pathologry 

Swift  and  Company 

Ar-Ex  Cosmetics  Company  

Physicians  Optical  Company 

Quincy  X-Ray  ' 

Robinson  Clinic  

Ayerst.  McKenna  and  Harrison 

Mead  Johnson  


$ 20.40 


$159.60 
132.26 
. 20.40 

. 40.80 

. 20.40 

. 20.40 

45.90 
20.40 
53.86 
27.60 
23.46 
20.40 

24.00 
20.40 
52.70 

8.40 
4.80 
. 12.24 

7.14 
23.46 
7.14 
7.14 
28.56 
4.08 
4.80 
4.08 
4.08 
45.90 

78.00  $ 922.40 


Lincoln  Splint  and  Brace  Shop 


3.25 


AMOUNT  DUE 


$ 946.05 


REPORT  OF 
BOARD  OF  TRUSTEES 

Geo.  \V.  Covey,  M.D.,  Chairman,  Lincoln 
J.  D.  McCarthy,  M.D.,  Omaha 
D.  B.  Steenburg,  M.D.,  Aurora 
Harry  W.  Benson,  M.D.,  Oakland 
R.  B.  Adams,  M.D.,  Lincoln 

The  Board  of  Trustees  respectfully  sub- 
mits the  following  report  of  the  financial 
condition  of  the  Association  for  the  past  year 


together  with  certain  recommendations  for 
1948  and  1949. 

The  financial  condition  of  the  Association 
remains  sound.  We  have  been  able  to  oper- 
ate the  business  on  the  budget  set  up  by  us 
and  adopted  by  the  House  of  Delegates, 
though  rising  costs  have  made  it  somewhat 
more  difficult  than  in  past  years.  The  de- 
tails of  our  finances  may  be  obtained  from 
the  reports  of  the  auditor  and  of  your  Secre- 
tary-Treasurer, Dr.  Roy  Adams,  and  need 
not  be  repeated  by  me. 

Some  of  the  more  outstanding  examples  of 
the  rising  cost  of  the  Association’s  business 
have  been  the  rent  and  the  Journal.  Rental 
increase  was  mentioned  in  the  report  of  last 
February,  but  the  amount  was  not  known  at 
that  time.  It  amounted  to  an  increase  of 
42.8%,  and  that  increase  was  for  the  period 
up  to  January  1,  1948.  What  may  be  the  fu- 
ture cost  is,  as  yet,  not  known.  It  is  highly 
probable  that  this  year  will  see  further  in- 
crease. The  present  quarters  can  no  more 
than  accommodate  the  activities  of  the  As- 
sociation at  present,  and  it  is  probable  that 
no  other  suitable  space  can  be  found  at  a 
price  comparable  to  what  we  have  had  in 
the  past,  if  at  all. 

Our  business  contacts  with  the  Huse  Pub- 
lishing Company  have  always  been  very  sat- 
isfactory, but  the  contract  necessarily  con- 
tains a clause  permitting  them  to  raise  the 
price  of  printing  the  Journal  if  warranted  by 
the  costs.  We  have  had  two  raises,  one  of 
5%  and  one  of  10%.  At  present  they  are 
asking  a further  increase  of  15%.  This  con- 
stitutes a total  of  32.8%.  The  income  from 
advertising  has  dropped  somewhat  because 
of  restrictions  placed  on  the  material  we  may 
accept.  With  a drop  in  Journal  income  and  a 
33%  rise  in  cost  of  publication,  it  may  be 
difficult  to  keep  it  from  showing  a deficit. 

' It  has  been  our  policy  to  pay  the  member’s 
subscription  to  his  Journal  out  of  his  dues. 
The  amount  credited  for  that  purpose  has 
been  $1.50  per  member  per  year.  This  is, 
of  course,  a very  small  price  to  pay  for  a 
journal  of  the  quality  of  ours.  If  we  v/ere  to 
increase  the  amount  paid  to  the  Journal  for 
each  member,  it  would  amount  only  to  taking 
money  out  of  one  pocket  and  putting  it  in  an- 
other; that  is,  other  activities  would  have  to 
be  reduced  in  whatever  amount  was  added  to 
the  Journal  fund. 

It  was  pointed  out  to  the  Council  last 
spring  that  the  activities  of  our  Association 
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are  sharply  limited  by  our  income,  and  it  was 
recommended  that  our  dues  be  increased. 
Even  at  the  present  time  the  activities  of 
our  committees  are  limited  by  the  fact  that 
there  is  no  money  which  can  be  allotted  to 
them  for  expenses.  Last  April  the  Board  of 
Trustees  set  forth  some  of  the  needs  of  the 
medical  profession  of  Nebraska  for  its  future 
advancement  both  in  usefulness  to  the  public 
and  for  its  own  professional  growth.  These 
were  beyond  what  we  can  undertake  at  pres- 
ent. A few  of  the  projects  which  we  con- 
sidered vital  were  as  follows : Support  of  the 
National  Physicians’  Committee,  or  some 
similar  organization ; development  of  a 
Speaker’s  Bureau  to  set  up  a state-wide  edu- 
cational program  for  the  physicians  and  the 
lay  public;  educational  radio  programs,  and 
possibly  a building  program  for  the  head- 
quarters office.  In  other  words,  it  seemed  to 
us  that  we  should  not  sharply  restrict  the  ac- 
tivities of  this  organization,  both  for  its 
own  good  and  that  of  the  people  for  whose 
care  we  are  responsible  because  of  financial 
circumscription.  It  is  true  that  the  business 
of  your  Association  can  be  trimmed  to  the 
present  income,  providing  that  is  what  you 
want.  The  Board  of  Trustees  feels,  however, 
that  it  is  probably  the  desire  of  the  members 
to  increase  rather  than  diminish  the  useful 
activities  in  which  you  have  taken  part  in 
the  past.  We,  therefore,  respectfully  recom- 
mend through  the  Council  that  the  House 
of  Delegates  materially  increase  the  annual 
dues. 

The  idea  that  there  might  be  a tendency 
to  re-elect  members  of  the  Board  of  Trustees 
again  and  again  for  one  reason  or  another, 
perhaps  mostly  because  of  experience,  has 
gradually  crystalized  amongst  the  board 
members.  This  led  to  thorough  discussion  of 
this  matter.  It  seemed  to  us  that  there 
should  be  a gradual  influx  of  younger  mem- 
bers, and  that  here,  as  in  many  other  com- 
mittees, the  work,  duties  and  responsibilities 
of  our  association  should  be  extended  and 
that  men  perhaps  ought  not  to  grow  old  in 
any  job  connected  with  this  society.  This 
matter  came  to  sharp  focus  in  April  1947 
when  a motion  was  passed  that  we  recom- 
mend to  the  Council  that  the  number  of  con- 
secutive terms  one  might  serve  on  the  Board 
of  Trustees  be  limited. 

The  following  budget  for  the  year  1949  has 
been  prepared  by  the  Board  of  Trustees: 

Salaries  $ 8,000.00 

Travel  1,000.00 


Office  Expense: 

Rent  1,300.00 

Mimeograph 200.00 

Printing 500.00 

Postage  350.00 

Telephone  and  Telegraph 550.00 

Miscellaneous 250.00 

Council  Expense 200.00 

Del.  to  A.M.A.,  Editor, 

Febr.  Meeting 1,000.00 

Annual  Assembly 3,500.00 

Committee  Expense 200.00 

Audit  Expense 125.00 

Dues,  Share  to  Journal 2,000.00 

Medical-Legal  800.00 

Emergency  Fund 1,000.00 

Attodney’s  Fees  1,000.00 

Office  Equipment 200.00 

President’s  Expense 500.00 


$22,675.00 

Upon  motion,  the  above  budget  was  ap- 
proved, and  recommended  to  the  Council  and 
House  of  Delegates  for  adoption. 

It  was  further  moved,  seconded  and  carried 
that  the  House  of  Delegates  amend  the 
budget  for  1948  to  be  the  same  as  that  for 
1949. 

Respectfuly  submitted, 

GEORGE  W.  COVEY, 

Chm.,  Board  of  Trustees. 

REPORT  OF 

CONVALESCENT  SERUM  COMMITTEE 

F.  S.  Clarke,  M.D.,  Chairman,  Omaha 
W.  C.  Harvey,  M.D.,  Gering 
E.  G.  Stevenson,  M.D.,  North  Platte 

Herewith  please  find  financial  statement  of  our 
Serum  Committee. 

No  office  expense  has  been  charged  for  the  work 
of  distribution.  The  only  expense  amounts  to  $15.88 
for  postage  and  express. 

I have  always  been  of  the  opinion  that  a portion 
of  this  distribution  should  be  given  to  those  unable 
to  pay.  The  Visiting  Nurses  have  cooperated  with 
the  physicians  in  furnishing  serum  to  the  needy  and 
we  also  have  an  indigent  account. 

Some  of  the  pharmaceutical  houses  are  now  mar- 
keting a Pertussis  Serum  at  about  the  same  price 
we  are  obliged  to  pay  for  ours. 

Our  funds  are  gradually  diminishing.  I would 
appreciate  the  opinion  of  the  board  whether  or  not 
it  is  your  wish  that  this  committee  be  continued 
until  the  funds  are  exhausted.  If  it  is  your  desire 
to  continue,  I ’will  be  willing  to  cooperate. 

Respectfully  yours, 

FLOYD  S.  CLARKE,  M.D. 

FINANCIAL  STATEMENT 
January  1,  1947  to  January  1,  1948 

Revenues : 

Pertusis  Sales  $428.50 

$428.50 

Expenditures : 

Indigent  Account  $ 78.50 

Postage  and  Express 15.88 

Cost  of  Serum  Sold 384.00  $478.38 

Loss  for  Year  1947 49.88 
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Assets,  January  1948: 

Accounts  Receivable  115.50 

Bank  Balance  426.50 

Serum  Stock  on  Hand 150.00 


$692.00 

NET  WORTH  ACCOUNT,  January  1,  1948 $692.00 


REPORT  OF 

PLANNING  COMMITTEE 

F.  L.  Rodg-ers,  Chairman,  Lincoln 
Morris  Nielsen,  M.D.,  Blair 
A.  B.  Anderson,  M.D.,  Pawnee  City 
A.  J.  Offerman,  M.D.,  Omaha 
F.  G.  Dewey,  M.D.,  Coleridge 

G.  A.  Young,  Jr.,  M.D.,  Omaha 
M.  C.  Smith,  Lincoln 

The  activities  of  the  Planning  Committee  during 
the  past  year  have  been  limited  to  matters  regarding 
our  “fee  schedule”.  This  has  been  completed  and 
mailed  to  all  members  of  our  association.  It  has 
also  been  made  available  to  public  agencies  who 
provide  medical  care.  We  published  in  our  State 
Journal  in  the  December  issue  an  explanatory  ar- 
ticle in  regard  to  the  “fee  schedule”.  Because  this 
has  been  published,  we  will  not  at  this  time  bother 
you  with  further  discussion. 

The  Planning  Committee  feels  that,  in  order  to 
make  this  a continuing  and  live  schedule,  either  one 
of  the  present  committees  or  a new  committee  be 
assigned  the  task  of  first  receiving  and  considering 
all  suggestions  which  come  in  concerning  the  “fee 
schedule”,  with  particular  consideration  as  to 
changes  in  the  number  of  units  credited  for  various 
procedures;  second,  that  they  report  annually  to  the 
House  of  Delegates  their  deliberations  of  the  year 
and  that  they  suggest  any  changes  of  the  “fee 
schedule”  to  the  House  of  Delegates.  Then,  the 
House  of  Delegates  has  the  sole  responsibility  for 
making  changes,  and  third,  encourage  all  doctors 
in  the  state  to  use  this  “fee  schedule”  when  provid- 
ing medical  care  which  is  paid  for  out  of  public 
funds,  and  that  they  report  to  the  state  association 
agreements  which  they  make  including  the  value, 
etc. 

Respectfully  submitted, 

F.  L.  ROGERS,  Chm. 


REPORT  OF  DELEGATE 
TO  NORTH  CENTRAL  CONFERENCE 

F.  L.  Rog-ers,  M.D.,  Lincoln 

Meeting  of  the  North  Central  Conference  was  held 
in  St,  Paul  on  November  23rd.  Nebraska  was  rep- 
resented by  the  following:  Our  President,  Dr.  G.  E. 

Charlton,  together  with  Drs.  R.  W.  Fonts,  J.  D,  Mc- 
Carthy, H.  S.  Morgan,  Mr.  M.  C.  Smith,  and  myself. 
The  morning  and  afternoon  were  devoted  to  formal 
papers  covering  a rather  wide  range  of  subjects, 
among  the  presentation  was  that  of  our  own  “fee 
schedule”  together  with  our  suggested  plan  of  con- 
structive leadership  for  public  agencies  paying  for 
medical  care. 

Iowa  presented  a plan  for  lay  education.  Their 
plan  was  sponsored  jointly  by  the  State  Medical  As- 
sociation, the  Dental  Association,  the  Pharmacists, 
Veterinarians,  and  their  State  Health  Department. 
These  several  groups  furnished  speakers  available 
on  the  request  of  lay  organizations.  It  seems  that 
the  profession  in  Iowa  feels  that  this  is  a worth- 
while effort.  The  Veterans  Administration  and  its 
relationship  to  State  Associations  was  discussed. 
In  general,  it  seems  that  the  policy  of  the  Veterans 
Administration  is  to  render  medical  care  through 
their  hospital  out-patient  clinics.  Continuation  of 


this  trend  will  tend  to  decrease  the  importance  of 
the  relationship  between  our  association  and  the 
Veterans  Administration.  The  question  has  many 
angles,  and  is  one  which  would,  undoubtedly,  be  well 
worth  a further  study. 


REPORT  OF 
CANCER  COMMITTEE 

James  F.  Kellv,  M.D.,  Chairman,  Omaha 

H.  B.  Hunt,  M.D.,  Omaha 
N.  H.  Rasmussen,  M.D.,  Scottsbluff 

This  year  has  been  one  of  considerable  accomplish- 
ment from  the  standpoint  of  the  over-all  attack  on 
the  cancer  problem,  both  nationally  and  in  Nebraska. 
The  American  Cancer  Society,  that  is,  the  national 
organization,  is  definitely  more  conservative  than 
it  was  a few  years  ago  and  it  seems  that  one  can 
consider  it,  at  least  under  its  present  leadership,  a 
safe  organization  with  no  inclinations  to  socialize 
the  practice  of  medicine  on  a national  scale. 

During  the  process  of  reorganization  at  the  na- 
tional headquarters,  we  in  Nebraska  also  reor- 
ganized to  some  extent.  Dr.  Palmer  Findley,  chair- 
man of  the  national  organization,  Nebraska  division, 
resigned  during  the  month  of  April  as  he  thought 
the  strain  of  the  lay  campaign  should  be  borne  by 
some  younger  workers.  The  loss  of  Dr.  Findley 
cannot  be  appreciated  by  anyone  except  those  close- 
ly engaged  in  this  activity  with  him,  as  has  been 
your  chairman  of  the  Cancer  Committee.  Dr.  Find- 
ley at  all  times  insisted  and  obtained  a thoroughly 
democratic  and  ethical  organization.  He  worked 
through  the  many  lean  years  building  a foundation 
upon  which  the  present  structure  exists.  Much 
credit  is  due  Dr.  Findley  from  his  fellow  physicians 
in  this  state  and  also  from  the  laymen  of  Nebraska. 

As  chairman  of  the  Cancer  Committee,  I would 
like  to  suggest  that  Nebraska  Cancer  Research  and 
Educational  Society  set  up  an  amount  in  the  budget 
each  year  to  be  given  to  some  worthy  research  proj- 
ect on  cancer  and  this  fund  should  be  designated 
as  the  Palmer  Findley  Research  Fund.  This  money 
would  come  from  the  funds  collected  each  year  dur- 
ing the  lay  campaign  for  the  financial  support  of 
this  work. 

In  Dr.  Findley’s  place  as  chairman  of  the  Nebras- 
ka Division  of  the  American  Cancer  Society,  the 
remaining  members  of  the  Executive  Board,  elected 
Dr.  Herbert  H.  Davis  of  Omaha.  Dr.  Davis,  an 
Omaha  surgeon,  is  no  novice  in  the  field  of  cancer. 
Under  his  leadership,  rapid  progress  will  be  made 
in  consolidating  all  the  cancer  activities  in  the  state 
for  the  one  purpose  of  aiding  the  patient  who  may 
have  or  actually  has  cancer. 

The  drive  for  funds  during  April  got  a late  start 
due  to  some  difficulty  in  obtaining  a sponsor  or 
rather  some  misunderstanding  on  the  part  of  the 
first  sponsor  as  to  the  time  the  program  was  to 
start.  The  original  sponsor  thought  it  was  in  May 
and  as  a matter  of  fact,  April  is  the  cancer  month. 
At  the  last  minute  Mr.  William  B.  Lane,  president 
of  the  Eggers-O’Flying  Company  of  Omaha,  agreed 
to  sponsor  the  drive.  He  then  secured  Mr.  John  A. 
Gentleman,  Omaha  mortician,  to  take  over  the  local 
part  of  the  drive  in  Douglas  County. 

As  a result  of  this  late  start  we  were  slightly 
below  our  national  quota  of  $83,000.00,  but  on  the 
whole  we  came  very  close  to  it,  collecting  $69,262.08. 
Although  we  were  slightly  below  our  quota  (fixed 
at  National  Headquarters)  in  the  amount  of  money 
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collected,  we  certainly  were  not  below  our  quota  in 
the  number  of  excellent  meetings  held  throughout 
the  state,  and  after  all,  the  most  important  thing 
which  happens  in  this  drive  is  the  success  attained 
in  the  layman’s  educational  program.  This  success 
was  due  mainly  to  the  excellent  work  of  Dr.  Harold 
E.  Eggers,  who  was  serving  his  first  year  as  full 
time  Director  of  Education  with  the  Nebraska  Divi- 
sion of  the  American  Cancer  Society.  The  acquisi- 
tion of  Dr.  Eggers,  who  has  recently  retired  as 
Professor  of  Pathology  at  the  Nebraska  University 
School  of  Medicine,  was  an  outstanding  accomplish- 
ment and  should  make  for  great  progress  in  cancer 
work  in  our  state.  Dr.  Eggers  also  served  during 
the  past  year  as  president  of  the  Nebraska  Cancer 
Research  and  Education  Association,  succeeding  Dr. 
Edward  Rowe  of  Lincoln,  who  served  as  the  first 
President  of  this  organization. 

At  the  present  time  there  is  complete  understand- 
ing and  integration  of  the  activities  of  the  National 
Cancer  Society  through  its  Nebraska  Division,  the 
Cancer  Research  and  Education  Association  of  the 
Nebraska  Medical  Society,  and  the  State  Health 
Department  under  Dr.  Petty  and  your  Cancer  Com- 
mittee. With  all  of  these  groups  active  in  the  edu- 
cation of  the  layman  as  well  as  the  physicians  in 
this  state,  excellent  progress  in  cancer  education 
seems  assured. 

During  the  year,  mainly  through  the  stimulation 
of  Dr.  Eggers,  active  tumor  clinics  were  established 
at  Norfolk,  North  Platte,  McCook  and  Lexington. 
Early  this  year  a tumor  clinic  is  expected  to  be  in 
operation  at  Wahoo  and  it  is  hoped  that  Beatrice, 
Grand  Island,  Alliance  and  Scottsbluff  will  be  able 
to  get  thoroughly  organized.  Probably  some  other 
centers  will  also  be  interested  and  organize  and 
that  is  all  it  takes — a group  of  interested  doctors 
in  a given  area  who  are  willing  to  meet  at  regular 
intervals  to  present  their  patients  who  have  cancer 
or  their  records  and  participate  in  a general  discus- 
sion on  cancer. 

As  has  been  customary  in  the  past,  during  the 
drive  for  funds  in  April,  many  addresses  were  made 
at  Cancer  meetings  and  over  the  radio  to  the  lay- 
men on  phases  of  cancer  which  were  of  direct  in- 
terest and  help  to  them.  The  same  procedure  will 
be  followed  this  year  but  it  is  expected  there  will 
be  less  difficulty  than  in  previous  years  in  initiating 
and  completing  this  phase  of  the  cancer  program. 

As  in  the  past,  we  are  still  strongly  opposed  to 
including  the  Cancer  Drive  in  any  Community  Chest 
campaign  because  it  would  be  impossible  to  com- 
bine the  lay  educational  program  with  the  various 
Community  Chest  drives  which  are  essentially  local 
in  character,  not  state-wide,  and  concern  only  the 
requirements  for  charity  work  in  a relatively  small 
portion  of  the  state. 

The  most  important  phase  of  the  cancer  drive,  as 
pointed  out  above,  is  its  lay  educational  features 
and  those  are  emphasized  in  the  month  of  April, 
which  is  designated  as  Cancer  Month  throughout 
the  nation.  The  state  educational  program  is  inte- 
grated with  the  nation-wide  educational  program 
with  its  excellent  press  and  radio  publicity.  To  have 
it  at  any  other  time  or  under  any  other  auspices 
would  completely  defeat  the  main  objective  of  this 
activity.  The  amount  of  money  collected  is  obvi- 
ously of  minor  importance  as  compared  with  the 
educational  program  when  it  is  universally  recog- 


nized that  the  more  the  layman  knows  about  can- 
cer the  sooner  he  will  consult  his  physician  when 
he  has  a cancer  and  on  this  single  fact  rests  his 
greatest  chance  to  obtain  a cure.  There  is  an  ac- 
curate accounting  of  all  the  funds  secured  during 
the  cancer  drive  and  the  books  are  open  to  the 
public. 

During  the  past  year,  the  Nebraska  Division  of  the 
American  Cancer  Society  drew  up  a new  constitu- 
tion, new  by-laws,  and  filed  articles  for  incorpora- 
tion. The  main  feature  of  this  reorganization  is  the 
inclusion  of  many  new  physicians  and  laymen  in  its 
officers.  A complete  copy  of  the  constitution,  by- 
laws, articles  of  incorporation  and  a financial  state- 
ment covering  the  past  year  are  appended  to  this 
report.  We  feel  that  during  the  past  year  we  have 
been  able  to  complete  work  which  has  been  in  prog- 
ress for  several  years  and  that  at  the  present  time 
the  cancer  program  in  Nebraska  is  in  the  best 
position  to  meet  its  obligations  to  the  layman  and 
the  physician  that  it  has  been  since  its  inauguration 
many  years  ago. 

In  closing,  the  members  of  the  Cancer  Commit- 
tee wish  to  again  thank  all  the  officers  of  the  state 
society,  the  Councilors,  the  House  of  Delegates,  all 
officers  and  members  of  the  state  Cancer  Research 
and  Educational  Society,  Dr.  W.  S.  Petty,  director 
of  the  State  Department  of  Health,  Dr.  Herman 
Jahr,  editor  of  the  state  Journal,  the  radio  and  the 
press  for  their  excellent  cooperation.  And  finally, 
we  wish  to  acknowledge  the  indispensable  aid  given 
by  Dr.  Eggers,  Mrs.  Houlton,  and  the  public  spirited 
members  of  the  American  Cancer  Society. 


RECOMMENDATIONS 

The  establishment  of  the  Palmer  Findley  Research 
Fund. 

The  formation  of  more  tumor  clinics  in  the  state. 
Also,  that  cooperation  will  be  given  by  the  local 
physicians  when  laymen  request  a public  meeting  on 
cancer. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D.,  Chm. 

AMERICAN  CANCER  SOCIETY— NEBRASKA  DIVISION 
Thomas  R.  Noonan,  State  Treasurer 
Omaha,  Nebraska 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBURSEMENTS 


Cash  in  Bank,  September  1,  1946 ; $ 69,620.49 

Receipts : 

Campaign  Receipts  69,262.08 


$138,882.57 

Disbursements: 

American  Society  for  Control  of  Cancer — $49,461.63 

Commander’s  Salary  2,100.00 

Travel  Expense 1,702.76 

Office  and  Field  Salaries 6,415.13 

Literature  and  Education 4.008.14 

Office  Expense  239.81 

Petty  Cash  _ 80.00 

Office  Rent  and  Light 601.45 

Telephone  and  Telegraph 417.38 

Audit  and  Bond  Insurance 107.19 

Postage  and  Express 334.87 

Printing  and  Advertising 387.20 

Withholding  Tax  589.54 

Equipment  Purchased  : 

Film  $1,800.51 

Office  254.10  2,054.61 

Special  Projects  : 

Visiting  Nurses’  Assn 1,500.00 

Miscellaneous  Projects  112.63  1,612.63 

Campaign  Expense : 

Supplies,  Letterheads,  Envelopes, 

Campaign  Posters,  Stickers,  etc 5.186.21  75,298.55 

Cash  in  Bank,  August  31,  1947 $ 63,584.02 
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CASH  RECONCILIATION 

Balance.  Omaha  National  Bank .* 8 63,976.17 

Deduct — Outstanding  Checks  ; 

No.  503  $ 45.00 

No.  505  55.70 

No.  506  291.45  392.15 

Cash  in  Bank,  August  31.  1947 $ 63,584.02 

MOELLER.  McPHERREN  & JUDD. 
Auditors, 

1124  Omaha  National  Bank  Bldg. 


REPORT  OF  THE  EDITOR 

H.  M.  Jahr,  M.D. 

There  have  not  been  any  major  problems  in  con- 
nection with  the  editing  of  the  Journal  this  past 
year.  Manuscripts  have  been  coming  in  in  satisfac- 
tory numbers,  and  of  good  quality.  The  main 
source  of  material  for  original  articles  continues  to 
be  the  Omaha  Mid-West  Clinical  Society  and  the 
annual  sessions  of  the  Nebraska  State  Medical  As- 
sociation. 

Again  the  editor  wishes  to  express  his  apprecia- 
tion for  excellent  cooperation  afforded  him  by  the 
Executive  Office  of  the  Association,  and  the  pub- 
lishers. 

Respectfully  submitted, 
HERMAN  M.  JAHR,  M.D.,  Editor. 


REPORT  OF 

DELEGATE  TO  A.M.A.  / 

Your  Delegates,  Dr.  J.  D.  McCarthy  and  the  un- 
dersigned, attended  the  interim  session  of  the 
House  of  Delegates  at  Cleveland,  January  5-8,  1948. 
Also  present  were  Speaker  of  the  House,  Dr.  R.  W. 
Fouts;  Executive  Secretary,  M.  C.  Smith;  Dr.  Harold 
Morgan,  and  Dr.  Earl  Johnson  of  Grand  Island. 

The  meeting  consisted  primarily  of  hearing  the 
reports  of  the  Board  of  Trustees  and  various  other 
committees.  The  Board  of  Trustees’  report  con- 
tained some  interesting  facts  such  as  the  high  cost 
of  material,  etc.,  in  printing  the  Journal  had  caused 
a deficit  in  the  budget  the  past  year  which  will 
necessitate  an  increase  in  the  dues  of  the  A.M.A. 
in  the  future  to  twelve  dollars  annually  for  fellow- 
ship. 

They  also  reported  on  our  becoming  members  of 
the  World  Medical  Association,  in  which  our  dele- 
gates took  an  active  part,  and  if  it  had  not  been 
for  them  the  entire  program  would  have  fallen 
through.  Our  delegates  pledged  fifty  thousand  dol- 
lars by  voluntary  subscription  to  put  this  organiza- 
tion, which  was  organized  on  September  17,  1947, 
on  its  feet.  The  participation  of  the  delegates  of 
the  A.M.A.  to  the  World  Medical  Association  was 
highly  lauded  in  an  address  by  Dr.  Thomas  Routley, 
Secretary  of  the  Canadian  Medical  Association,  who 
also  was  a member  of  this  conference  representing 
Canada. 

Dr.  Archie  Sudan  of  Colorado  was  awarded  the 
Distinguished  Service  Medal  for  general  practi- 
tioner, the  first  one  to  receive  this  award  granted 
by  the  Board  of  Trustees. 

Yhe  Council  on  Medical  Service  reported  that 
eighty-eight  million  dollars  of  voluntary  prepaid 
medical  insurance  was  now  in  force.  An  interesting 
discussion  was  presented  by  Dr.  L.  Howard  Schriver 
of  Ohio  on  the  “Associated  Medical  Care  Plans,” 
and  he  intimated  that  an  outstanding  man  was  to 
be  employed  to  coordinate  the  activities  of  these 
committees  and  the  Blue  Cross.  At  this  time  the 


gentleman’s  name  was  not  divulged;  however,  since 
then  it  has  come  out  in  the  papers  as  being  General 
Hawley,  formerly  of  the  Veterans  Administration. 

The  House  also  adopted  the  report  of  the  com- 
mittee to  expedite  the  work  of  the  House  of  Dele- 
gates. 

The  general  session  had  an  attendance  of  3,400. 
Proceedings  of  the  entire  meeting  will  be  reported 
in  the  next  few  issues  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

Respectfully  submitted, 

K.  S.  J.  HOHLEN,  Delegate. 


REPORT  OF 
DELEGATE  TO  A.M.A. 

The  Centennial  Meeting  of  the  American  Medical 
Association  held  in  Atlantic  City,  June  9 to  13, 
1947,  was  without  doubt  the  most  outstanding  meet- 
ing of  its  kind  to  be  held  anywhere  in  the  world 
at  any  time.  This  was  the  concensus  of  opinion 
of  not  only  the  15,667  physicians  of  the  United 
States  in  attendance,  but  the  expressions  also  of  the 
physician  delegates  from  a majority  of  the  nations 
of  the  world.  Ninety-one  Nebraska  physicians  were 
in  attendance.  The  general  sessions,  the  scientific 
sessions  of  the  respective  sections,  the  scientific 
and  technical  exhibits,  and  the  work  accomplished 
by  the  House  of  Delegates — all  of  these  and  more 
were  worthy  of  a “Centennial  Celebration.”  The 
theme  of  the  entire  meeting  was  the  accomplish- 
ments of  one  hundred  years  of  organized  medicine, 
so-called,  and  it  seems  to  me  that  if  the  founders 
and  early  members  of  the  American  Medical  Asso- 
ciation could  have  been  present  they  would  have 
said — a grand  job  to  date,  but  there  still  remains 
much  which  must  be  done. 

Through  the  cooperation  of  Postmaster  General 
R.  C.  Hannegan  and  the  Post  Office  Department,  a 
centennial  stamp  commemorating  this  meeting  was 
issued  and  sold  for  the  first  time  June  9th  at  At- 
lantic City  and  throughout  the  nation. 

To  try  and  give  the  members  of  the  Nebraska 
State  Medical  Association  a comprehensive  report 
on  all  that  happened  during  this  meeting  would 
mean  reams  of  print  and  an  exhaustion  of  their 
time.  Therefore,  I will  not  in  this  report  merely 
what  seemed  to  me  to  be  some  of  , the  outstanding 
accomplishments  of  the  House  of  Delegates,  and 
refer  those  interested  in  details  to  Volume  134, 
Numbers  8,  9,  10,  Pages  700  to  717;  787  to  806; 
879  to  888,  of  the  Journal  of  the  American  Medical 
Association  wherein  will  be  found  the  minutes  of 
the  proceedings  of  the  House  of  Delegates  and  a 
description  of  the  meeting  as  a whole. 

Dr.  Roy  W.  Fouts,  Speaker  of  the  House  of  Dele- 
gates and  an  illustrious  member  of  the  Nebraska 
State.  Medical  Association,  called  the  House  of 
Delegates  to  order  at  10:30  a.m.,  June  9,  1947,  in 
the  ballroom  of  the  Traymore  Hotel. 

Following  roll  call,  the  names  of  three  members 
of  the  association  who  in  the  opinion  of  the  Com- 
mittee on  Distinguished  Service  Award  were  en- 
titled to  be  considered  as  recipients  of  the  Dis- 
tinguished Service  Medal  were  presented  to  the 
House.  They  were  Drs.  Isaac  Abt  of  Chicago,  Al- 
fred Blalock  of  Baltimore,  and  Henry  A.  Christian 
of  Boston.  A ballot  was  spread  amongst  the  mem- 
bers of  the  House  and  final  balloting  showed  Dr. 
H.  A.  Christian,  emeritus  professor  of  theory  and 
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practice  of  physic,  Harvard  University  Medical 
School,  to  be  the  winner  of  the  award. 

Dr.  Fonts  then  read  a communication  from  Dr. 
Olin  West,  past  Secretary  and  a recent  self-retired 
(due  to  ill  health)  President-Elect  of  the  American 
Medical  Association.  A medal  presented  to  retiring 
presidents  was  bestowed  on  Dr.  West  in  absentia  by 
the  House  of  Delegates  and  a telegram  expressing 
the  felicitations  of  that  body  was  sent  to  him. 

Dr.  Fonts  then  read  his  address  to  the  House. 
It  was  referred  to  the  Reference  Committee  on  Re- 
ports of  Officers.  The  comments  of  the  committee 
regarding  this  address  may  be  abstracted  to  read 
“The  Speaker’s  address,  brief  and  to  the  point, 
reflects  his  wisdom  as  Speaker  and  his  judicial 
mind  as  a presiding  officer.”  Need  I say  more. 

In  order  followed  addresses  by  the  President,  Dr. 
Harrison  H.  Shoulders;  President  Elect,  Dr.  Edward 
L.  Bortz;  Secretary,  Dr.  George  F.  Lull;  and  Chair- 
man of  the  Board  of  Trustees,  Dr.  R.  L.  Sensenich. 
I would  respectfully  urge  the  members  of  the  Ne- 
braska State  Medical  Association  to  read  these  ad- 
dresses, especially  that  of  Dr.  Sensenich,  inasmuch 
as  they  teem  with  information  regarding  the  Amer- 
ican Medical  Association  and  its  finances  and  con- 
tain many  excellent  suggestions  relative  to  the  con- 
tinued progress  of  the  Art  and  Organization  of  the 
Practice  of  Medicine.  Of  especial  interest  to  me 
were  the  comments  by  Dr.  Shoulders  on  the  place 
of  American  Medicine  in  World  Medicine  and  by 
Dr.  Bortz  regarding  the  closer  affiliation  of  medical 
students  with  organized  medicine  as  well  as  his  con- 
cept of  “the  nursing  crisis.”  Dr.  Lull  announced  in 
his  report  that  in  the  future  he  would  have  an  Ex- 
ecutive Assistant  who  would  attempt  to  “coordinate 
and  service  the  public  relations  activities  of  the 
American  Medical  Association  with  the  medical  pro- 
fession and  the  public.” 

Many  distinguished  guests  addressed  the  House 
during  its  sessions.  Included  among  the  many  from 
all  nations  were  the  following  from  the  United 
States:  Major  General  R.  W.  Bliss,  Rear  Admiral 
C.  A.  Swanson,  Rear  Admiral  J.  T.  Boone  (re  the 
bituminous  coal  industry)  and  Dr.  T.  C.  Routley, 
Secretary  of  the  Canadian  Medical  Association  and 
representative  of  the  World  Medical  Association. 

Reports  from  the  various  bureaus,  councils  and 
special  committees  were  read,  and  again  I would 
refer  you  to  their  reports  as  published  in  the 
Journal  of  the  American  Medical  Association.  These 
reports  should  be  read  by  all  members  of  this  asso- 
ciation, in  that  they  contain  the  record  of  a great 
many  of  the  truly  noteworthy  accomplishments  of 
the  American  Medical  Association  during  the  past 
year.  To  those  making  up  these  reports  I would 
like  at  this  time  to  pay  tribute.  Physicians  like 
you  and  myself,  these  men  have  taken  the  time  out 
of  an  active  practice  to  render  without  compensa- 
tion a truly  great  service  in  behalf  of  all  of  us. 

A more  than  average  number  of  resolutions  were 
presented  to  the  House.  These  were  referred  by 
the  Speaker,  according  to  their  content,  to  the  re- 
spective reference  committees  for  sifting.  I shall 
refer  to  only  a few  which  in  my  opinion  were  of 
especial  significance  to  all  physicians.  I would 
suggest  that  those  interested  consult  the  official 
proceedings  for  details  contained  in  all  the  reso- 
lutions presented. 

Resolution  re  “Hospitals  Entering  Into  the  Prac- 
tice of  Medicine.”  The  resolution  was  referred  by 


the  Speaker  to  the  Committee  on  Legislation  and 
Public  Relations.  The  report  of  the  reference  com- 
mittee was  adopted  as  a whole  by  the  House,  the 
essence  of  which  was  (1)  condemnation  of  the  en- 
croachment by  hospitals  and  other  organizations  on 
the  private  practice  of  medicine;  (2)  policies,  prac- 
tices and  fees  involving  medical  services  in  hos- 
pitals should  be  approved  by  medical  boards  or 
hospital  staffs  before  being  put  into  effect;  and 
(3)  that  the  American  Protestant  and  Catholic  Hos- 
pital Association,  as  well  as  the  Blue  Cross,  be  in- 
formed immediately  regarding  the  contents  of  this 
resolution.  Gentlemen,  if  you  are  not  acquainted 
with  this  menace  I would  suggest  that  you  give  it 
your  immediate  attention. 

Resolution  on  Rebates.  This  particular  resolution 
was  of  the  perennial  variety  and  had  to  do  particu- 
larly with  ophthalmologists.  The  resolution  de- 
manded in  part  that  “Members  (of  the  American 
Medical  Association)  accepting  rebates  be  removed 
from  the  role  of  membership.”  The  reference  com- 
mittee was  of  the  opinion  that  the  American  Medical 
Association  should  not  “request”  constituent  so- 
cieties to  expel  members  “under  any  circumstances” 
because  such  “procedure  is  suggestive  of  and  might 
be  interpreted  as  dictatorship.”  It  was  finally  de- 
cided that  “the  American  Medical  Association  com- 
municate this  action  to  the  various  county  medical 
societies  . . . and  advise  them  again  that  members 
accepting  rebates  are  violating  the  Principles  of 
Ethics  of  the  American  Medical  Association”  and 
that  “the  Board  of  Trustees  of  the  American  Medi- 
cal Association  appoint  a committee  to  investigate 
all  phases  of  this  subject.”  I call  your  attention  to 
this  violation  of  the  Principles  of  Ethics,  inasmuch 
as  the  problem  has  outgrown  the  “hot  potato” 
stage  and  is  a “must”  for  definite  action  on  the 
part  of  organized  medicine.  Members  violating  this 
particular  principle  are  responsible  for  the  many 
condemnatory  articles  appearing  in  the  lay  press 
and  journals,  and  unless  drastic  action  is  taken  now 
to  curtail  this  vicious  practice  it  will  continue  to  be 
one  of  those  wedges  which  the  proponents  of  fed- 
eralized medicine  can  use  as  an  argument  to  imple- 
ment their  propaganda. 

Some  of  the  other  resolutions  had  to  do  with  the 
Medical  Care  of  Veterans,  Teaching  of  Medical 
Economics  in  Medical  Schools,  Establishment  of  a 
Section  in  the  American  Medical  Association  on 
Diseases  of  the  Chest,  Specialty  Board  Relation- 
ships, Increasing  Pay  of  Medical  < Officers  in  the 
Several  Services,  Disapproval  of  S.  140  (all  physi- 
cians should  appraise  their  Senators  and  Congress- 
men of  their  opposition  to  this  bill).  Inclusion  of 
General  Practitioners  on  Hospital  Staffs,  Nursing 
Shortage,  Establishment  of  a Committee  on  Public 
Relations  and  a Committee  on  Facilitating  Effi- 
ciency of  Work  of  House  of  Delegates.  The  Speak- 
er was  instructed  to  appoint  a committee  to  study 
the  latter  problem  and  report  back  to  the  House  of 
Delegates  at  the  interim  session. 

A report  “from  Hawaii”  was  rendered  by  Dele- 
gate Forrest  J.  Pinkerton.  He  portrayed  the  seri- 
ousness of  the  position  of  the  medical  profession  in 
Hawaii  as  it  related  to  so-called  State  Medicine  until 
their  efforts  to  combat  and  defeat  this  threat  were 
implemented  by  the  National  Physicians  Committee. 
Snecific  action,  such  as  this  report  contained,  re- 
garding the  splendid  work  by  the  National  Physi- 
cians Committee  should  arouse  all  physicians  to 
recognize  the  need  of  such  an  organization  and 
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stimulate  them  to  support  it  by  their  financial  con- 
tributions. 

The  “Rich  Report”  was  studied  by  a special  com- 
mittee. Parts  of  it  were  believed  to  be  not  only 
wrong  but  prejudicial.  To  comprehend  the  scope 
of  this  report  and  the  conclusions  of  the  committee 
appointed  to  study  it,  physicians  of  this  associa- 
tion are  again  referred  to  the  “Proceedings”  as  con- 
tained in  the  Journal  of  the  American  Medical  As- 
sociation. 

Telegrams  to  the  House  of  Delegates  from  Presi- 
dent Truman  and  Senator  Murray  were  read.  My 
only  comment — read  both  of  them  and  like  the  House 
of  Delegates,  formulate  your  opinion. 

During  the  last  session  of  the  House  of  Delegates 
officers  were  elected  for  the  ensuing  year  as  follows: 

President-Elect — R.  L.  Sensenich,  M.D.,  South  Bend,  Ind. 

Vice  President — T.  A.  McGoldrick,  M.D.,  Brooklyn,  N.  Y. 

Secretary — George  F.  Lull,  M.D.,  Chicago,  111. 

Treasurer — J.  J.  Moore,  M.D.,  Chicago,  111. 

Speaker  of  House  of  Delegates — R.  W.  Fouts,  M.D.,  Omaha, 
Nebr. 

Vice  Speaker  of  House  of  Delegates — F.  F.  Borzell,  M.D., 
Philadelphia,  Pa. 

Board  of  Trustees — E.  J.  McCormick,  M.D.,  Toledo,  Ohio, 
and  D.  H.  Murray,  M.D.,  Napa,  Calif. 

New  members  were  elected  to  respective  Councils. 

The  1948  annual  meeting  will  be  held  in  Chicago. 
It  was  decided  that  along  with  the  midwinter  interim 
meeting  of  the  House  of  Delegates,  a two-day  scien- 
tific meeting  would  be  held,  the  program  to  be 
planned  especially  for  general  practitioners. 

I .could  continue  this  report  by  commenting  on 
many  other  activities,  not  only  of  the  House  of 
Delegates  but  the  scientific  and  special  sessions, 
the  scientific  and  technical  exhibits,  et  cetera,  in- 
cluded in  this  “Centennial  Celebration,”  but  time  in 
the  listening  and  reading  will  not  permit.  To  those 
of  this  association  who  attended  this  session  and 
to  those  who  did  not,  I would  again  refer  you  for 
full  particulars  of  the  “Proceedings  of  the  House  of 
Delegates”  and  comments  regarding  the  meetings 
as  a whole  to  the  Journal  of  the  American  Medical 
Association,  Volume  134,  Numbers  8,  9,  10. 

RECOMMENDATIONS 

1.  That  the  Nebraska  State  Medical  Association 
take  drastic  action  regarding  the  so-called  “Re- 
bates to  Ophthalomologists  from  Optical  Compa- 
nies.” 

2.  That  the  members  of  the  Nebraska  State 
Medical  Association  acquaint  themselves  with  S. 
140  and  immediately  notify  their  respective  Sen- 
ators and  Congressmen  of  their  opposition  to  this 
bill. 

3.  That  the  Nebraska  State  Medical  association 
formulate  plans  whereby  hospitals  would  be  elim- 
inated as  a factor  competing  with  the  practice  of 
medicine. 

4.  That  the  Nebraska  State  Medical  Association 
appoint  a committee  whose  duty  would  be  to  investi- 
gate the  problems  and  shortage  of  nurses  and  to 
submit  a report  to  the  House  of  Delegates  during 
the  1948  annual  meeting. 

5.  The  book  “A  History  of  the  American  Medi- 
cal Association”  written  by  Dr.  Morris  Fishbein 
and  published  in  June  1947  by  W.  B.  Saunders  Com- 
pany contains  an  historical  account  of  the  organiza- 
tion and  growth  of  the  American  Medical  Associa- 
tion. This  book  should  be  read  by  all  physicians 
and  could  well  have  its  place  in  their  libraries. 

6.  That  the  report  of  delegates  to  the  annual 
sessions  of  the  American  Medical  Association  be 


rendered  immediately  following  this  meeting  and 
be  published  in  the  Journal  of  the  Nebraska  State 
Medical  Association,  inasmuch  as  the  report  ren- 
dered to  the  Council  at  this  time  contains  informa- 
tion which  should  have  been  brought  to  the  atten- 
tion of  the  membership  as  a whole  at  least  seven 
months  ago. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.D.,  Delegate. 


REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

A.  J.  Offerman,  M.D.,  Chairman,  Omaha 
Chas.  McMartin,  M.D.,  Omaha 
Donald  Steenburg,  M.D.,  Aurora 

Your  committee  is  pleased  to  report  that  the 
“Blue  Shield”  prepayment  medical  care  plan  (The 
Nebraska  Medical  Service)  has  completed  three  years 
of  successful  operation.  The  plan  has  provided 
payments  for  high  quality  medical  care  in  a very 
liberal  manner  and  at  the  same  time  is  actuarially 
sound. 

Enrollment  now  exceeds  44,000  persons,  a 100% 
increase  in  the  enrollment  over  the  previous  year 
of  1946.  There  is  in  excess  of  $44,000.00  in  our 
surplus  account,  sufficient  reserves  have  been  ac- 
cumulated and  we  are  in  excellent  financial  posi- 
tion. The  enrollment  is  distributed  state-wide  as 
follows: 

Omaha  and  Lincoln — 50% 

The  sixteen  small  cities  of  Nebraska — 30% 
Towns  under  2,000  and  adoining  rural 

areas — 20%  , 

The  campaign  to  enroll  the  physicians  of  Ne- 
braska as  “Participating  Physicians”  in  the  Ne- 
braska Medical  Service  has  been  very  successful, 
more  than  75%  of  the  members  of  the  Nebraska 
State  Medical  Association  who  are  in  active  practice 
have  signed  up  as  “Participating  Physicians.”  These 
physicians  will  place  the  Service  Plan  in  operation 
for  the  benefit  of  the  members  of  the  low  income 
group.  A brief  explanation  of  the  “Participating 
Physicians  Agreement”  is  pertinent  at  this  point. 

1.  The  Service  Plan  takes  the  Nebraska  Medical 
Service  out  of  the  class  of  “just  another  insurance 
company,”  and  places  it  in  the  class  of  a medical 
service  association.  By  signing  the  “Participating 
Physicians  Agreement,”  we  agree  to  deliver  cer- 
tain medical  services  to  the  low  income  group  at 
stipulated  fees,  thus  making  it  possible  for  this 
fine  large  group  of  people  to  budget  accurately, 
their  costs  for  high  quality  medical  care  in  a very 
economical  manner. 

2.  The  “Pro  Rata”  agreement  guarantees  the 
Nebraska  Medical  Service  against  failure  at  any 
turn  of  the  economic  cycle. 

Much  work  remains  to  be  done  to  improve  PHYSI- 
CIAN COOPERATION  with  NEBRASKA  MEDI- 
CAL SERVICE.  To  improve  Physician-Plan  cooper- 
ation, your  committee  recommends  the  acceptance  of 
the  following  statement  of  principle. 

“It  shall  be  recognized  that  the  responsibility  for 
maintaining  physician  cooperation  must  be  shared 
by  Plan  management  and  the  sponsoring  Medical 
Society;  that  while  Plan  management  shall  be  held 
responsible  for  furnishing  full  information  to  the 
Medical  Profession  regarding  its  operations  and 
developments,  the  responsibility  for  gaining  profes- 
sional acceptance  of  the  philosophy  and  principles 
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of  prepaid  medical  care  shall  rest  essentially  with 
the  Physicians  and  their  organized  Societies;  and, 
further,  that  the  financial  support  of  programs  de- 
signed to  promote  better  Physicians  relations  shall 
also  be  shared.” 

A Publicity  and  Public  Relations  campaign  should 
be  initiated  to  acquaint  the  people  of  Nebraska  with 
the  merits  of  the  “Blue  Shield”  Plan. 

To  implement  the  above  statements,  the  committee 
further  recommends  to  the  House  of  Delegates 
that  it  pass  the  necessary  resolutions,  in  order  that 
a sum  of  $2,000.00  would  be  made  available  to  be 
used  during  the  year  in  an  educational  campaign 
to  improve  physician  cooperation  with  the  Ne- 
braska Medical  Serv'ice.  The  Nebraska  Medical 
Service  will  appropriate  a similar  amount  for  this 
educational  effort. 

Finally,  your  committee  recommends  to  the  House 
of  Delegates,  that  thev  pass  the  necessary  resolu- 
tion directing  the  Executive  Secretary  to  provide 
suitable  exhibit  space  for  the  educational  exhibit 
of  the  Nebraska  Medical  Service  at  the  Annual  As- 
sembly of  the  Nebraska  State  Medical  Association, 
without  cost  to  the  Nebraska  Medical  Service. 

Respectfully  submitted, 

ARTHUR  J.  OFFERMAN,  M.D.,  Chm. 


REPORT  OF 
SPEAKERS  BUREAU 

Herbert  H.  Davis,  M.D.,  Chairman,  Omaha 
J.  R.  Kleyla,  M.D.,  Omaha 
C.  C.  Hickman,  M.D.,  Lincoln 

There  has  not  been  much  of  a demand  upon  the 
Speakers  Bureau.  We  have  had  the  following  re- 
quests and  have  sent  speakers  to  them. 

Ralston  Woman’s  Club,  ^abt^n,  Nebraska 
Dawson  County  Medical  Society,  Cozad 

Ra’ston  Junior  Woman’s  Club,  Ralston  (To  be  held  April 
1,  1948) 

Respectfullv  submitted, 
HERBERT  H.  DAVIS, 

Chm.,  Speakers  Bureau. 


REPORT  OF 

ADVISORY  TO  AUXILIARY  COMMITTEE 

R.  T.  Van  Metre.  M.D..  Chairman,  Fremont 
C.  R.  Williams,  M.D.,  Syracuse 
R.  A.  Moser,  M.D.,  Omaha 

Auxiliary  requested  that  this  committee  meet 
with  them  at  Omaha  last  fall.  Was  unable  to  at- 
tend. Suggested  that  they  do  all  possible  to  fur- 
ther publicity  for  Nebraska  Medical  Service. 

Respectfully  submitted, 

R.  T.  VAN  METRE,  M.D. 


REPORT  OF 
M.  C.  H.  COMMITTEE 

Harold  S.  Morgan,  M.D..  Chairman,  Lincoln 
G.  E.  Peters,  M.D.,  Randolph 
L.  S.  McGoogan,  M.D.,  Omaha 
Paul  Morrow,  M.D.,  Omaha 

The  M.  C,  H.  Committee  has  learned  with  regret 
of  the  resignation  of  Dr.  Roland  Loder  as  Director 
of  the  Division  of  Maternal  and  Child  Health, 
State  Department  of  Health.  During  the  tenure 
of  office  Dr.  Loder  worked  untiringly  to  further  the 
cause  of  improved  Maternity  and  Infant  Care  in  Ne- 
braska. During  the  war  years  the  administration 
of  the  E.M.I.C.  plan  became  a part  of  the  duties 


of  the  division  and  was  handled  in  an  exceedingly 
creditable  manner. 

A great  mass  of  statistical  data  is  in  the  files  of 
the  division  and  due  to  the  foresight  of  Dr.  Loder 
are  tabulated  on  punch  cards  in  such  a manner  as  to 
provide  a fertile  field  for  research  into  problems 
arising  from  the  increased  Maternity  and  Infant 
Care  Program  during  the  E.M.I.C.  era. 

The  physicians  of  the  state  are  to  be  congratu- 
lated on  the  completeness  with  which  these  records 
were  turned  into  the  division. 

The  committee  extends  its  sincerest  best  wishes 
to  Dr.  Loder  in  his  new  work. 

The  duties  of  the  M.C.H.  Committee  as  a Tech- 
nical Advisory  Committee  to  the  State  Assistance 
Director,  Mr.  Neil  Vandemoor,  were  lightened  by 
the  special  session  of  the  legislature.  It  is  to  be 
hoped  that  each  and  every  physician  of  the  state 
will  use  the  new  fee  schedule  approved  by  the  Ne- 
braska State  Medical  Association  in  making  any 
agreement  with  County  Assistance  Agents. 

In  this,  my  last  report  to  you  as  Chairman  of  your 
Maternal  and  Child  Health  Committee,  I must 
point  out  that  the  work  of  the  committee  is  in  no 
way  ended.  Unlimited  opportunities  for  research 
and  education  lay  ahead.  I am  sure  that  the  new 
chairman  will  find,  as  I have,  a ready  response  to 
calls  for  help  and  advice. 

It  has  been  a pleasure  to  serve. 

Respectfully  submitted, 

HAROLD  S.  MORGAN,  M.D., 
Chm.,  M.C.H.  Committee, 

Nebr.  St.  Medical  Assn. 


REPORT  OF 

THE  EXECUTIVE  SECRETARY 

M.  C.  Smith 

In  spite  of  the  fact  that  1947  was  a year  of  spiral 
inflation  and  rising  costs  of  operation,  the  Ne- 
braska State  Medical  Association  can  again  report 
a year  of  good  financial  operation  due  to  the  fact 
that  we  had  a net  income  increase  for  the  year  of 
$1,014.14  and  operating  expense  was  held  to  a fig- 
ure that  was  $267.74  less  than  1946.  The  increased 
income  came  from  two  sources;  namely,  dues  and 
commercial  exhibits  at  the  Annual  Assembly.  In- 
come from  sources  other  than  dues  was  $1,010.86 
less  than  last  year.  Most  of  this  loss  of  income  oc- 
curred in  the  advertising  income  of  the  Journal, 
and  was  due  in  large  part  to  a new  ruling  of  the 
Cooperative  Medical  Advertising  Bureau  that  only 
council  accepted  products  may  be  advertised  in  state 
medical  journals.  The  Board  of  Trustees  concurred 
in  this  ruling,  as  did  most  of  the  other  state  jour- 
nals, since  it  seemed  to  be  in  the  best  interest  of  all 
concerned.  The  year  closed  with  an  excess  of  re- 
ceipts over  disbursements  in  the  amount  of  $2,041.18, 
which  sum  is  reflected  in  the  bank  balance. 

A review  of  the  activities  of  the  Nebraska  State 
Medical  Association  for  the  past  ten  years  will  re- 
veal a greater  expansion,  with  resultant  benefits 
to  the  membership,  than  has  occurred  during  any 
similar  period  in  the  history  of  the  organization. 
This  expansion  is  so  apparent  and  so  well  known 
that  a detailed  accounting  at  this  time  would  be 
redundant  as  well  as  time  consuming.  However,  it 
might  be  well  to  consider  how  these  advances  have 
been  financed  and  carried  on  in  order  that  we  might 
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consider  plans  for  future  expansion,  if  such  is  the 
desire  of  the  membership.  For  this  purpose,  an  ex- 
amination of  financial  operations  is  most  informa- 
tive. 

The  amount  of  dues  paid  in  the  year  1939  was 
$10.00  for  each  of  the  1,096  members.  The  total 
expenditures  for  that  year  amounted  to  $16,876.02, 
or  approximately  $15.00  per  member.  In  1946  the 
dues  had  been  raised  to  $15.00  per  member  and  the 
total  expenditures  amounted  to  $34,100.27,  or  ap- 
proximately $30.00  for  each  of  the  1,118  members. 
We  had  22  more  members  in  1946  than  in  1939,  yet 
the  increase  in  membership  plus  the  increase  of 
$5.00  per  member  in  dues  produced  only  $4,905.00 
additional  revenue.  The  total  expenditures  for  the 
association  for  the  year  1946  was  increased  in  the 
amount  of  $17,224.25  over  the  year  1939,  or  approxi- 
mately two  and  one-half  times  the  increased  amount 
of  dues  received.  In  other  words,  a comparison  for 
just  these  two  years  shows  that  the  total  expendi- 
tures for  association  activities  more  than  doubled. 
The  exact  amount  of  the  increase  is  $17,224.25,  of 
which  the  members  paid  only  $4,905.00  and 
$12,319.25  of  this  increase  came  from  sources  other 
than  from  dues,  and  costs  the  members  nothing. 
If  this  increased  expenditure  from  sources  other 
than  dues  were  totaled  for  all  of  the  years  between 
1939  and  1946  it  would  be  a sizeable  sum  in  the 
aggregate  and  would  indicate  that  the  greatly  in- 
creased benefits  accruing  to  the  membership  has 
actually  cost  them  very  little. 

It  might  be  well  to  point  out  here  that  in  my 
report  last  year  I made  the  statement  that  it  is 
not  unlikely  that  our  expected  income  from  sources 
other  than  dues  reached  a peak  in  1946,  and  that 
any  further  expansion  of  activities  of  the  associa- 
tion would  of  necessity  need  to  be  financed  from 
an  increase  in  dues.  Much  of  our  increased  income 
which  has  been  developed  outside  of  income  from 
dues  has  come  from  advertising  in  the  Journal. 
Income  from  Journal  advertising  has  increased  from 
$3,423.35  in  1939  to  $14,921.34  in  1946,  but  a lowered 
income  from  this  source  in  1947  and  a number  of 
contract  cancellations  for  1948  would  indicate  a re- 
duction in  advertising  appropriations  by  our  adver- 
tisers and  would  seem  to  bear  out  my  prediction 
of  a year  ago. 

We  do  not  mean  to  infer  that  the  increased  adver- 
tising income  of  the  Journal  is  profit.  The  size 
and  content  of  the  Journal  has  been  increased  in 
comparison  with  the  income,  and  resulting  printing 
costs  holds  the  profits  of  the  Journal  to  a minimum. 
It  is  the  desire  of  the  officers  that  increased  in- 
come be  used  to  enhance  the  value  of  the  Journal 
to  the  membership. 

The  other  great  source  of  increased  income  to  the 
association  has  occurred  in  the  technical  exhibits 
at  the  Annual  Assembly.  This  income  has  more 
than  tripled  since  1939  and  reached  $3,400.00  in 
1947.  The  income  for  1948  will  be  slightly  higher, 
but  we  have  every  reason  to  believe  that  1948  will 
be  the  peak  year  because  our  space  and  facilities  are 
now  at  a maximum. 

The  foregoing  detailed  analysis  of  the  financial 
structure  and  operation  of  the  association  has  been 
presented  with  the  thought  that  the  officers  and 
all  of  the  membership  should  have  such  knowledge 
quite  well  in  mind  and  organized  in  such  a way 
that  it  might  be  an  integral  part  of  any  future 
plans  for  expansion  of  our  activities  along  economic 


or  educational  lines.  It  is  quite  evident  that  there 
are  many  fields  of  activity  in  which  we  can  and 
perhaps  should  become  interested  in  the  very  near 
future,  if  we  are  to  continue  to  increase  the  value 
of  this  association  to  the  members  as  well  as  to 
maintain  the  proper  leadership  of  the  medical  pro- 
fession in  local,  state  and  national  activities  in 
things  medical.  I should  like  to  take  the  oppor- 
tunity of  presenting  in  this  annual  report  some  of 
the  activities  which  I believe  are  of  paramount 
importance  to  the  medical  profession  in  Nebraska. 
Whether  or  not  any  of  them  are  adopted  is  a 
matter  to  be  decided  by  the  membership  through 
our  regularly  constituted  committees  and  officers, 
because  the  financing  of  any  new  activities  must 
come  from  an  increase  in  dues,  as  has  previously 
been  pointed  out.  It  is  neither  the  desire  nor  wish 
of  your  executive  secretary  to  promote  or  propo- 
gandize  the  membership  into  new  and  expensive  ven- 
tures which  might  be  of  questionable  value.  How- 
ever, I do  feel  a deep  responsibility  and  duty  in 
presenting  to  you  various  suggestions  which  I am 
sure  are  of  value.  The  decision  as  to  adoption  is 
yours. 

RECOMMENDATIONS 

Public  Relations.  A plan  of  publicity  and  pub- 
lic relations  has  assumed  outstanding  proportions 
for  the  medical  profession  in  the  past  few  years. 
There  are  many  forces  now  at  work  to  destroy  our 
present  system  of  medical  practice.  Propaganda  in 
many  forms  is  appearing  from  many  sources  in  an 
attempt  to  discredit  the  medical  profession  in  the 
eyes  of  the  public.  Newspapers  and  many  of  the 
national  magazines  are  continuously  carrying  arti- 
cles derogatory  to  the  medical  profession,  and  unless 
a means  to  combat  such  propaganda  is  devised,  we 
can  anticipate  unfavorable  public  opinion.  The 
public  should  receive  information  in  some  volume  to 
offset  this  undesirable  propaganda,  and  present 
the  other  side  of  the  medical  story.  This  can  be  done 
efficiently  through  a regularly  planned  program 
of  public  relations.  Such  a program  has  been 
planned  and  is  prepared  for  presentation.  The  mini- 
mum cost  of  such  a program  for  one  year  is  esti- 
mated at  approximately  $10,000.00. 

Medical  and  Lay  Education.  Many  of  the  smaller 
county  medical  societies  feel  that  it  is  an  imposi- 
tion to  ask  speakers  to  attend  their  meetings  and 
present  papers  to  such  small  groups.  As  a result 
these  small  societies  do  not  have  regular  meetings 
and  many  of  the  benefits  which  organized  medicine 
has  to  offer  is  lost  to  them  and  to  their  patients. 
Yet,  our  state  medical  association  is  composed  to  a 
large  extent  of  small  county  society  groups  and  it 
is  important  that  they  be  kept  actice.  These  groups 
which  are  reluctant  to  attempt  regular  scientific 
meetings  can  be  helped  through  organized  effort 
of  the  state  organization.  The  solution  of  this  prob- 
lem is  not  too  difficult.  Scientific  papers  prepared 
by  our  various  scientific  committees,  or  by  one  of 
our  many  specialists,  could  be  forwarded  to  the  pro- 
gram chairman  of  any  of  these  county  societies 
for  presentation  at  a regular  meeting.  The  scien- 
tific presentation  can  be  augmented  by  scientific 
movies  on  the  same  subject  secured  from  the  large 
library  maintained  by  the  American  Medical  Asso- 
ciation. The  scentific  paper  and  movie  might  be 
followed  by  a discussion  by  the  members  present, 
and  thus  we  have  a well  rounded  scientific  meeting 
for  even  the  smallest  societies.  I have  discussed 
this  plan  with  a number  of  the  smaller  societies 
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and  it  has  been  received  with  a genuine  enthusiasm. 
Such  a program  would  entail  some  expense  for 
movie  transportation  and  preparation  of  the  papers, 
as  well  as  a certain  amount  of  routine  office  work 
in  outlining  and  arranging  the  meetings  through  the 
county  society  officers.  It  would  seem  to  be  a 
j worthwhile  expense,  if  such  a method  would  pro- 
mote regular  meetings  of  our  smaller  county  so- 
cieties. 

I would  like  also  to  offer  a second  plan  for  scien- 
tific education  to  be  prepared  on  a district  basis 
and  to  reach  larger  groups.  This  plan  would  charge 
the  Committee  on  Scientific  Assembly  with  the  duty 
of  preparing  and  presenting  at  strategic  points  in 
the  state  a series  of  one-day  medical  meetings 
which  would  be  on  the  same  educational  level  as 
our  regular  Annual  Assembly  meetings.  Outstate 
speakers  would  be  brought  into  the  state  and  their 
presentations  augmented  by  local  papers  from  the 
territory  surrounding  the  point  selected  for  the 
meeting.  In  other  words,  we  would  transplant  a 
full  one-day  meeting  to  various  parts  of  the  state. 
Planning  of  details  and  program  content  would  be 
a duty  of  our  regular  Scientific  Assembly  Commit- 
tee. I have  discussed  this  plan  with  a number  of 
the  officers  and  outstate  members,  and  again  the 
plan  has  met  with  enthusiastic  acceptance,  and  it 
would  seem  that  a good  attendance  would  be  as- 
sured from  the  beginning.  This  program  would 
also  entail  some  expense,  since  it  would  be  neces- 
sary to  provide  expenses  for  outstate  speakers,  and 
again  there  would  be  considerable  office  work  in- 
volved in  planning  and  preparation. 

Both  of  the  above  mentioned  programs  could  be 
operated  through  a reorganized  and  revitalized 
Speaker’s  Bureau,  and  this  same  bureau  could  also 
provide  for  speakers  to  be  sent  out  to  various  lay 
groups  which  frequently  ask  for  speakers  on  medical 
subjects.  I would  estimate  that  a sum  of  $3,000.00 
would  be  a minimum  amount  to  operate  the  pro- 
grams for  professional  and  lay  education  as  outlined 
on  an  efficient  basis.  The  amount  could  easily  run 
much  more,  dependent  entirely  upon  the  wishes  of 
the  members. 

Nebraska  Medical  Foundation.  Both  of  the  above 
outlined  programs  for  public  relations  and  profes- 
sional and  lay  education  might  well  be  combined 
under  a Nebraska  Medical  Foundation,  which  foun- 
dation could  also  be  utilized  for  many  additional  pur- 
poses. In  addition  to  those  already  named,  such 
a foundation  could  also  assume  an  important  finan- 
cial role  for  medical  education  in  the  operation  of 
a student  loan  fund.  Such  a foundation  could  have 
ample  funds  to  select  promising  young  students, 
who  could  not  finance  themselves  for  a medical 
education,  and  assume  this  obligation  for  them,  with 
an  arrangement  that  upon  graduation  the  student 
would  practice  for  a specified  number  of  years  in 
the  rural  areas  of  this  state.  Such  a foundation 
could  well  be  valuable  in  enlisting  the  aid  of  the 
public  for  desired  legislative  and  other  reforms. 
Immediate  financing  of  such  a project  need  not  be 
great.  There  are  many  individual  physicians  and 
laymen  in  the  state  of  Nebraska  who  would  be  more 
than  willing  to  make  such  a foundation  a beneficiary 
in  their  will,  or  to  make  outright  donations.  Fur- 
ther finances  could  be  made  available  from  national 
foundations  interested  in  such  work. 

Annual  Meeting  of  County  Officers.  The  county 
medical  societies  as  units  of  the  state  medical  asso- 
ciation are  important  in  maintaining  the  strength 


and  usefulness  of  the  parent  organization.  It  is  im- 
portant that  our  entire  membership  be  kept  well  in- 
formed of  all  activities  and  this  can  be  accomplished 
in  large  part  through  the  officers  of  the  county 
medical  society.  In  years  past  an  attempt  has  been 
made  to  hold  a meeting  of  county  society  officers 
during  the  Annual  Assembly,  but  such  attempts 
have  not  been  successful  perhaps  due  to  the  many 
other  activities  during  the  Annual  Assembly,  and 
the  inability  to  set  up  a competing  program  along 
economic  lines  which  would  be  attractive.  I would 
like  to  suggest  that  we  establish  a one-day  mid- 
winter meeting  of  county  medical  society  officers. 
Such  a meeting  would  be  purely  economic  and  for 
the  express  purpose  of  presenting  papers  of  an 
informative  nature  to  the  county  society  officers  to 
take  back  to  their  county  societies.  We  could  se- 
cure outstate  speakers  on  economic  subjects  to  be 
presented  to  this  nucleus  of  the  association  and 
thus  disseminate  valuable  information  to  our  mem- 
bers, which  they  do  not  obtain  in  any  other  way. 
An  informed  membership  is  always  more  coopera- 
tive. We  should  remember  that  those  of  us  who  are 
in  constant  touch  with  medical  matters  of  an  eco- 
nomic nature  have  a distinct  advantage  over  those 
who  do  not  have  the  opportunity  of  attending  meet- 
ings which  are  routine  to  many  of  us.  It  is  of  ex- 
treme importance  to  organized  medicine  that  all  of 
our  members  are  well  informed.  I would  suggest 
that  funds  be  provided  to  defray  at  least  a part  of 
the  expenses  of  the  president  and  secretary  of  each 
county  medical  society  in  the  state  as  an  added  in- 
ducement to  attend  these  meetings.  I would  esti- 
mate that  a sum  of  $2,000.00  to  $4,000.00  would  be 
needed  for  such  a purpose  and  I would  recommend 
it  as  a good  investment  of  association  funds. 

MEMBERSHIP 

Following  are  the  usual  annual  membership  tables 
to  account  for  the  physicians  in  the  state.  We 
closed  the  year  1947  with  a total  membership  of 
1,189.  This  is  the  largest  total  membership  of  this 
association  since  1931  which  indicates  a healthy  con- 
dition of  membership.  This  number  shows  a gain 
of  71  members  for  the  year  over  the  previous  year 
and  is  reflected  for  the  most  part  in  the  number 
of  new  men  who  have  located  in  the  state  for  pri- 
vate practice.  We  are  still  experiencing  some  dif- 
ficulty in  maintaining  accurate  and  up  to  date  rec- 
ords of  membership  since  there  has  been  an  unusual 
amount  of  change  in  location. 


Table  No.  1 

Members — deceased  18 

Non-members — decased  21  39 


Members — moved  out  of  state 38 

Non-members — moved  out  of  state 14  52 

91 

New  physicians  in  state — members 114 

Potential  members  42  156 

Net  Gain  65 

In  active  practice  1,303 

Retired,  but  eligible 32 

Members  : 

December  31,  1946 1,118 

December  31,  1947 1.189 

Member  Gain  in  1947 71 

Table  No.  2 

Licensed  Physician's ; 

Residing  out  of  state 628 

Members  (30  out  of  state) 1,131 

Non-eligible  33 

Retired  (retain  license) 32 

Non-members,  eligible  169 

Unaccounted  for  (interns,  home  ad- 
dress, etc.)  115 

Total  2,108 
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Table  No.  3 


Members  : 

Active  1,066 

Inactive  21 

Deceased  (5  honorary)  18 

Honorary  35 

Military  4 

Out  of  state : — 45 


Total  1,189 


CORRESPONDENCE 

The  correspondence  records  show  that  a total  of 
10,199  pieces  of  mail  have  gone  through  the  office 
during  the  past  year.  There  were  4,606  pieces  of 
incoming  mail  and  5,593  pieces  of  outgoing  mail. 

Respectfully  submitted, 

M.  C.  SMITH,  Executive  Sec. 


INDUSTRIAL  HYGIENE 

“Industrial  Hygiene  is  the  Science  and  art  of 
preserving  health  through  the  recognition,  evalua- 
tion, and  control  of  environmental  causes  and 
sources  of  illness  in  industry.” 

Decentralization  of  industry  into  heretofore  rur- 
al areas  has  brought  an  attendant  increased  aware- 
ness of  occupational  disease  problems  in  Nebraska 
emphasizing  the  need  for  a suitable  public  health 
program.  Thus,  a new  service.  Industrial  Hygiene, 
has  been  added  to  the  functions  of  the  Nebraska 
State  Department  of  Health.  The  staff  includes 
a specialist  in  the  industrial  hygiene  field,  whose 
background  of  study  includes  many  of  the  medical 
and  biological  sciences,  with  post-graduate  work 
in  public  health  and  industrial  hygiene.  This  divi- 
sion, in  conjunction  with  others  in  the  health  de- 
partment, is  prepared  to  give  free  advisory  or 
consultative  aid  to  industry,  ranging  from  the  con- 
trol of  industrial  poisons  to  maintenance  of  good 
housekeeping  procedures  or  assistance  in  planning 
medical  programs  for  industry.  The  promotion  of 
good  health  among  workers  is  the  basic  objective 
of  its  function,  and  it  will  act  as  a clearing  house 
for  information  and  aid  when  detailed  scientific 
or  laboratory  work  is  indicated.  Such  programs, 
long  in  progress  in  older  industrial  areas,  have 
effectively  proven  a profitable  investment  with  in- 
creased efficiency  and  production  in  industry  as 
well  as  the  physical  well  being  of  the  workers. 
Not  only  is  this  of  benefit  to  the  employer  but 
equally  so  to  the  individual,  the  community  and 
the  State. 

Routine  inspections  of  the  working  environment 
of  manufacturing  plants  are  encouraged.  They 
promote  better  health  and  hygiene  programs  and 
acquaint  plant  management  with  the  services  of- 
fered them.  The  assistance  of  the  Industrial  Hy- 
giene Division  is  offered  in  an  advisory  capacity 
to  any  industry  in  Nebraska,  labor,  health  and  safety 
committees,  labor  management  committees,  local 
health  departments,  the  medical  profession,  and  all 
individuals  concerned  with  industrial  health. 

The  manner  in  which  occupational  health  hazards 
are  inspected  and  evaluated  depends  largely  on 
the  type  of  industrial  process  producing  the  hazard 
and  the  field  equipment  or  laboratory  methods 
available  to  collect  and  analyze  samples. 

There  are  numerous  materials,  exposure  to  which 
may  cause  physiological  changes.  For  many  of 
the  most  dangerous  substances,  threshold  limits 


for  exnosures  have  been  defined  and  are  used  as 
a guide  to  the  degree  of  allowable  concentration. 
An  appraisal  of  the  presence  of  concentration  of 
toxic  dusts,  gases,  vapors,  fumes,  smokes,  mists 
or  other  substances  and  physical  abnormalities  deli- 
terious  to  health  upon  contact,  will  be  made  upon 
request.  Thorough  laboratory  studies  are  offered 
in  cooperation  with  the  Nebraska  Public  Health 
Laboratory.  After  adequate  analyses  are  made, 
recommendations  for  elimination  of  existing  hazards 
thru  proper  ventilation,  substitution  of  materials, 
isolation  of  processes,  use  of  personal  protective 
equipment,  etc.  will  be  submitted  to  plant  manage- 
ment, along  with  interpretation  of  the  results  of 
analysis.  Requests  for  information  which  will  assist 
the  physician  in  his  diagnosis  are  answered  as  fully 
and  promptly  as  possible. 

Dusty  environments  are  common  in  industry.  Ad- 
verse physiological  effects  from  such  exposure  de- 
pend upon  the  kind,  particle  size  and  concentration 
of  the  particular  dust  involved.  For  example,  in- 
halation of  dust  containing  free  silica  may  produce 
silicosis,  asbestos  produces  pneumoconiosis,  coal  dust 
may  cause  anthracosis,  etc.  Many  industrial  offici- 
als seem  to  feel  that  if  their  plants  were  free  of  the 
silica  hazard,  they  would  be  free  of  occupational 
disease  hazards.  Although  control  of  silica  is  one 
of  the  great  problems,  there  exist  hundreds  of  other 
substances  which  are  injurious  to  health  after  short 
or  long-time  exposure.  Such  injury  may  be  acute, 
may  develop  slowly,  or  in  some  instances  be  cumula- 
tive in  its  effect.  In  contradistinction  to  acute  poi- 
soning there  may  be  sub-acute  poisoning  or  chronic 
occupational  diseases  which  result  from  prolonged 
exposure  to  relatively  low  concentrations  of  injuri- 
ous substances.  The  increasing  use  of  organic  sol- 
vents often  contaminates  the  atmosphere  with  toxic 
vapors.  Carbon  monoxide  is  an  ever  present  threat 
not  only  to  the  home  but  to  many  industrial  opera- 
tions. It  may  be  produced  in  garages,  repair  shons, 
foundries,  electroplating,  etc.  One  case  recently  in- 
vestigated, in  which  an  entire  family  was  severely 
affected,  very  dramatically  portrayed  a high  concen- 
tration. Each  of  four  bird  cages  held  a dead  canary 
— a striking  indication  of  presence  of  carbon  mon- 
oxide. In  many  instances,  however,  the  seriousness 
of  an  exposure  can  be  rated  only  by  a trained  ob- 
server — and  then  often  only  after  testing  with 
special  instruments  in  the  plant  or  analyzing  sam- 
ples taken  to  the  laboratory. 

Lost  time  and  incapacity  of  the  worker  due  to 
illness,  possibly  the  least  dramatic  of  industrial 
health  problems,  is  however,  one  of  the  most  impor- 
tant. Some  of  the  factors  occasioning  sickness,  fa- 
tigue or  other  incapacitation  are  contributed  by  the 
working  environment  and  are  controllable. 

Reports  of  occupational  diseases  from  physicians 
and  industrial  officials  would  offer  an  opportunity 
to  investigate  the  cases  so  that  the  cause  may  be 
determined  and  efforts  made  to  prevent  future  cases. 

There  should  be  close  cooperation  between  the 
industrial  hygiene  personnel  in  the  State  Depart- 
ment of  Health,  the  local  public  health  units,  and  the 
medical  practitioner,  in  an  attempt  to  bring  public 
health  to  our  gainfully  employed  and  indirectly  to 
their  families. 

Industrial  health  activities  must  be  adapted  to  the 
individual  plant.  But  most  factories  aren’t  in  the 
health  business  and  the  greater  percentage  of  Ne- 


Volume  33 
Number  4 


NARCOTIC  LAWS  WILL  BE  ENFORCED 


149 


braska’s  industries  are  small  and  have  no  practical 
: means  of  furnishing  adequate  industrial  health  ser- 
vice to  their  employees,  without  assistance  from 
; specialized  agencies.  Often  the  hazards  are  greater 
' in  the  small  plant  because  of  the  multiplicity  of 
activities  in  a small  area  and  the  varied  duties  en- 
gaged in  by  each  employee.  The  worker  thus  comes 
i in  contact  with  more  than  one  potential  hazard  or 
with  the  same  hazard  in  various  ways.  Small  plants 
must  realize  that  it  is  to  their  advantage  to  adopt 
I preventive  measures  and  thus  lower  repair  service 
i and  compensation. 

I More  frequent  use  of  the  practicing  physician  by 
ji  industry  for  pre-employment  and  periodic  physical 
I'  examinations  of  employees  should  be  encouraged  as 
a means  of  preventing  the  occurrence  of  illness. 
Such  examinations  not  only  benefit  the  employer  and 
, employee,  but  also  provide  the  physician  with  a 
broader  scope  of  activity  in  industrial  medicine  than 
' he  would  secure  from  the  treatment  of  an  occasional 
occupational  disease  case. 

Several  medical  agencies  are  engaged  in  develop- 
ing industrial  hygiene.  Many  State  Medical  Socie- 
ties, affiliated  with  the  American  Medical  Associa- 
tion, have  Committees  on  Industrial  Health. 

The  American  Public  Health  Association  has  a 
Section  on  Industrial  Hygiene  and  The  American 
Association  of  Industrial  Physicians  and  Surgeons  is 
a national  organization  of  importance  and  influence 
in  this  field.  There  are  also  many  state  and  local 
associations  of  industrial  physicians. 

CHAS.  P.  BERGTHOLDT, 

Assistant  Director,  Division  of 
Industrial  Hygiene. 


NARCOTIC  LAWS  WILL  BE  ENFORCED 

The  Harrison  Narcotic  Law,  as  reenacted  in  the 
Internal  Revenue  Code,  is  designed  to  direct  the 
manufacture  and  distribution  of  narcotic  drugs 
through  medical  channels  to  consumption  use  for 
medical  purposes  only.  These  are  the  fundamental, 
underlying  principles  and  objectives  of  the  Federal 
Narcotic  Law  and  the  Nebraska  Uniform  Narcotic 
Act.  The  related  regulations  designed  to  achieve 
this  are  clear  and  necessary  elements  in  the  sup- 
pressing of  addiction  to  narcotic  drugs.  But  despite 
the  clearness  of  the  law  and  regulations,  and  the 
fact  that  they  have  been  in  effect  for  about  thirty 
years,  we  still  find  entirely  too  many  narcotic  pre- 
scriptions on  drug  store  files  which  were  improperly 
executed  by  the  issuing  physician. 

We  also  find  a great  number  of  notes  and  un- 
signed pieces  of  paper  on  drug  store  files,  which 
reflect  the  filling  of  telephoned  orders  for  narcotic 
drugs.  Almost  every  day  we  receive  complaints 
from  druggists  about  physicians  insisting  over  the 
telephone  that  they  supply  patients  with  narcotic 
drugs  without  a proper  prescription.  This  places 
the  ethical  pharmacist  in  an  embarrassing  position, 
because  if  he  supplies  the  narcotic  drugs  without 
receiving  a prescription  first,  he  is  definitely  violat- 
ing the  law.  If  he  shows  reluctance  to  comply  with 
the  physician’s  telephoned  request,  the  physician 
often  becomes  very  indignant,  and  often  tells  the 
pharmacist  “If  you  won’t  take  it.  I’ll  call  a druggist 
who  will”,  and  in  many  cases  the  physician  is  able 
to  make  his  threat  good,  because  unfortunately, 
there  are  druggists  who  will  accept  and  supply  nar- 
cotic drugs  on  telephoned  orders. 


The  practice  of  telephoning  narcotic  prescriptions 
indiscriminately  has  presented  a real  problem  of  di- 
version of  narcotic  drugs  to  addiction.  The  Bureau 
of  Narcotics  has  encountered  a great  many  instances 
where  a drug  addict  telephoned  a druggist,  repre- 
senting himself  to  be  a physician,  and  caused  the 
druggist  to  deliver  to  the  drug  addict  narcotic  drugs 
which  were  used  only  for  the  gratification  of  the 
addict  and  his  associates.  Recently  an  addict  ob- 
tained more  than  one  thousand  Pantopon  and  mor- 
phine tablets  from  sixteen  different  drug  stores,  on 
forty-five  different  occasions,  by  telephoning  the 
druggist  and  representing  himself  as  a physician.  A 
large  portion  of  the  drugs  thus  obtained  were  sold 
by  the  addict  to  other  addicts  at  from  three  to  five 
dollars  per  tablet.  This  clearly  demonstrates  that 
if  the  telephoning  of  orders  for  narcotic  drugs  is 
permitted,  much  greater  diversions  would  result. 

The  Bureau  of  Narcotics  and  its  field  agents 
want  to  cooperate  in  every  possible  way  with  phy- 
sicians and  druggists  in  relation  to  observance  of 
the  laws  governing  the  dispensing  of  narcotic  drugs, 
but  we  have  a law  to  enforce  and  it  is  our  duty  to 
enforce  it.  The  law  is  clear  and  it  applies  with 
equal  force  to  the  physician  and  the  druggist.  The 
physician  is  the  party  of  original  responsibility. 
There  is  no  good  reason  why  he  should  not  obey  the 
law  and  write  and  sign  all  his  prescriptions  for 
narcotic  drugs.  If  he  does  not,  the  conscientious 
druggist  should  absolutely  refuse  to  accept  his  tele- 
phoned orders,  or  improperly  executed  prescriptions 
for  narcotic  drugs.  Violations  cannot  be  tolerated 
and  the  law  must  take  its  course  when  they  are 
found. 

The  regulations  under  the  Federal  Narcotic  Law 
contain  an  exception  to  provide  for  emergency  cases. 
Where  there  is  a genuine  emergency,  the  physician 
may  telephone  the  druggist,  the  druggist  may  deliver 
the  narcotics  to  the  patient,  but  at  the  time  of  deliv- 
ery, a prescription  must  be  presented  to  the  drug- 
gist. 

The  formal  requirements  for  narcotic  prescrip- 
tions are  clear  and  can  be  briefly  stated,  as  follows: 

The  furnishing  of  narcotic  drugs  pursuant  to  tele- 
phone advice  of  practitioners  is  prohibited,  whether 
prescriptions  covering  such  orders  are  subsequently 
received  or  not,  except  than  in  an  emergency  a drug- 
gist may  deliver  narcotic  drugs  through  his  employ- 
ee or  responsible  agent  pursuant  to  a telephone  or- 
der, provided  the  employee  or  agent  is  supplied  with 
a properly  prepared  prescription  before  delivery  is 
made,  which  prescription  shall  be  turned  over  to 
the  druggist  and  filed  by  him  as  required  by  law. 

A physician  must  not  use  his  prescription  form  to 
obtain  narcotic  drugs  for  general  office  practice. 
Narcotic  drugs  desired  for  general  office  practice 
are  obtainable  on  official  order  form  from  a quali- 
fied manufacturer  or  wholesale  dealer.  An  order 
for  narcotic  drugs  for  general  office  practice,  writ- 
ten on  a prescription  blank,  is  not  a lawful  prescrip- 
tion within  the  meaning  of  the  law  and  can  have  no 
effect  to  validate  the  sale  which  is  illegal. 

A prescription  for  narcotic  drugs  shall  be  dated 
as  of  and  signed  on  the  date  when  issued  and  shall 
bear  the  full  name  and  address  of  the  patient,  and 
the  name,  address,  and  registry  number  of  the  prac- 
titioner. A physician  may  sign  a prescription  in 
the  same  manner  as  he  would  sign  a check  or  legal 
document,  as,  for  instance,  J.  H.  Smith,  John  H. 
Smith,  or  John  Henry  Smith.  Prescriptions  should 


150 


KNOW  YOUR  BLUE  SHIELD 


Nebr.  S.  M.  Jour. 
April,  1948 


be  written  with  ink  or  indelible  pencil  or  typewriter; 
if  typewritten,  they  shall  be  signed  by  the  practi- 
tioner. The  refilling  of  a prescription  for  taxable 
narcotic  drugs  is  prohibited. 

A prescription,  in  order  to  be  effective  in  legaliz- 
ing the  possession  of  unstamped  narcotic  drugs  and 
eliminating  the  necessity  for  use  of  order  forms, 
must  be  issued  for  legitimate  medical  purposes.  The 
responsibility  for  the  proper  prescribing  and  dis- 
pensing of  narcotics  is  upon  the  practitioner,  but  a 
corresponding  liability  rests  with  the  druggist  who 
fills  the  prescription.  An  order  purporting  to  be  a 
prescription  issued  to  an  addict  or  habitual  user  of 
narcotics,  not  in  the  course  of  professional  treat- 
ment but  for  the  purpose  of  providing  the  user  with 
narcotics  sufficient  to  keep  him  comfortable  by 
maintaining  his  customary  use,  is  not  a prescription 
within  the  meaning  and  intent  of  the  act;  and  the 
person  filling  such  an  order,  as  well  as  the  person 
issuing  it,  may  be  charged  with  violation  of  the  law. 

Addiction  alone  is  not  recognized  as  an  incurable 
disease.  It  is  well  established  that  the  ordinary  case 
of  addiction  yields  to  proper  treatment,  and  that 
addicts  can  remain  permanently  cured  when  drug 
taking  is  stopped  and  they  are  otherwise  physically 
restored  to  health.  The  so-called  reductive  ambula- 
tory treatment  of  addiction  has  never  been  sanc- 
tioned or  approved  for  the  reason  that  when  the  ad- 
dict controls  the  dosage  he  will  not  be  benefited  or 
cured. 

Treatment  of  addiction,  with  a view  to  effecting 
a cure,  which  makes  no  provision  for  confinement 
while  the  drug  is  being  withdrawn,  is  a failure,  ex- 
cept in  a relatively  small  number  of  cases  where 
the  addict  is  possessed  of  a much  greater  degree 
of  will  power  than  that  of  the  ordinary  addict. 

statement  issued  by  A.  M.  Bangs,  District  Supervisor  Bureau 
of  Narcotics,  U.  S.  Treasury  Department. 


KNOW  YOUR 
dm  SHIELD  PLAN 


The  Blue  Shield  shown  above  is  the  newly  adopted 
symbol  of  non-profit  medical  care  plans  approved  by 
the  A.  M.  A.  Council  on  Medical  Service.  The  em- 
blem will  be  identified  in  the  public  mind  with  pre- 
paid medical  care  just  as  the  Blue  Cross  symbolizes 
prepaid  hospital  care. 

It  is  essential  that  all  claims  submitted  for  pay- 
ment carry  the  physician’s  personal  signature. 
Claims  which  have  physician’s  name  imprinted  with 
rubber  stamp  or  typewritten  must  be  returned  for 
correction.  This  causes  delay  in  making  payments 
to  physicians. 

Dr.  Paul  R.  Hawley,  formerly  medical  director 
of  the  Veterans  Administration,  who  recently  ac- 
cepted the  appointment  as  National  Director  of  the 
Blue  Cross  and  Blue  Shield  Commissions,  will  be 
one  of  the  speakers  at  the  Nebraska  State  Medical 
Association  Meeting  on  May  5.  “Prepayment  Plans” 
will  be  his  subject. 

Your  patients  who  apply  for  Blue  Shield  benefits 
should  always  present  their  membership  cards,  in 


order  that  their  group  number  and  agreement  num- 
ber may  be  listed  on  the  claim  form. 

Your  office  assistant  will  find  this  column  helpful 
in  filling  out  claim  forms.  Will  you  suggest  that 
she  refer  to  it  regularly  for  instructions  ? 

The  Blue  Shield  Plan  is  founded  upon  three  prin- 
ciples: 

1.  Voluntary  participation  and  the  preservation 
of  freedom  for  the  patient  and  his  doctor. 

2.  Free  choice  of  doctor,  by  free  patients,  from 
among  free  doctors. 

3.  A minimal  and  fair  payment  for  good  medical 
care  when  the  patient’s  income  or  resources  are 
limited. 


The  attached  list  are  the  doctors  who  have  for- 
warded signed  agreements  with  the  Nebraska  Medi- 
cal Service  since  the  January  publication. 

FIRST  DISTRICT 

OMAHA — N.  H.  Attw^ood,  Frank  R.  Barta,  Max  Block,  E. 
P.  Bozarth,  Emelia  H.  Brandt,  John  G.  Brazer,  Michael  Cro- 
foot,  L.  A.  DeLanney,  Will  M.  Dendinger,  John  E.  Downing, 
J.  R.  Dwyer,  John  D.  Hartigan,  Maurice  C.  Howard,  J.  F. 
Hyde,  E.  J.  Kirk,  Henry  J.  Lehnhoff,  Jr.,  G.  B.  Lennox,  Paul 
J.  Martin,  E.  E.  McMahon,  Nelson  S.  Mercer,  Frank  J.  Mnuk, 
Earl  C.  Montgomery,  F.  J.  Murray,  Gerald  C.  OWeil,  P.  H. 
Priest,  William  T.  Ranee,  Stanley  G.  Reed,  A.  A.  Steinberg, 
Maurice  M.  Steinberg,  J.  P.  Tollman,  Harrison  A.  Wigton. 

Charles  A.  Longo,  Bellevue ; George  J.  Allison,  Ralston  ; 
Charles  Marsh,  Valley. 


I 


SECOND  DISTRICT 

LINCOLN — M.  F.  Arnholt,  V.  S.  Barkey,  Blaine  P.  Carey, 
H.  H.  Everett,  L.  E.  Finney,  Burdette  L.  Miller,  Orvis  A. 
Neely,  George  E.  Place,  C.  L.  Rosenbaum,  Nat  J.  Wilson, 
S.  L.  Wolters. 

R.  R.  Andersen,  Nehawka  ; Glen  E.  Burbridge,  Ben  E.  Ew- 
ing, John  P.  Gilligan,  Nebraska  City. 


THIRD  DISTRICT 

Rea  Buchanan,  H.  G.  Penner,  Beatrice ; Francis  Elias,  Wy- 
more ; William  E.  Shook,  Shubert. 

FOURTH  DISTRICT 

W.  T.  Hughes,  Bancroft : H.  R.  Palmateer,  Madison  ; A.  A. 
Larsen,  Siouth  Sioux  City  ; H.  S.  Tennant.  Stanton  ; A.  C.  Bar- 
ry, F.  A.  Pollack,  Estel  G.  Surber,  Norfolk. 

FIFTH  DISTRICT 

Gilbert  J.  Srb,  Dodge ; J.  North  Evans,  Columbus  ; J.  W.  B. 
Smith,  Albion  ; A.  O.  Fasser,  Harry  A.  Jakeman,  E.  F.  Malloy, 

A.  J.  Merrick,  Fremont;  C.  D.  Howard,  Morris  Nielsen,  Blair; 
H.  D.  Myers,  Fred  G.  Kolouch,  Schuyler ; Edward  R.  Slavik, 
Fullerton  ; James  G.  Allen,  Craig. 

SIXTH  DISTRICT 

B.  H.  Baer,  Ashland. 

SEVENTH  DISTRICT 

D.  B.  Kantor,  Fairbury. 

EIGHTH  DISTRICT 

E.  B.  Bradley,  Spencer ; W.  J.  Douglas,  Atkinson  ; R.  L. 

Kleeberger,  Martin,  S.  D.  (Cherry  Co.,  coded  to  nearest  Ne- 
braska county). 

NINTH  DISTRICT 

W.  S.  Bartholomew,  Grand  Island ; J.  E.  Dunn,  Arnold ; 
Eldon  J.  Smith,  Burwell  ; C.  K.  Gibbons,  Royal  F.  Jester, 

O.  D.  Johnson,  Kearney;  V.  S.  McDaniel,  Sargent;  C.  W. 

Weekes,  Ord  ; M.  M.  Sullivan,  Spalding. 

TENTH  DISTRICT 

C.  F.  Uridil,  A.  A.  Smith,  O.  C.  Asa,  Hastings ; K.  W^. 

Brown,  L.  B.  Brown,  Stratton  ; W.  R.  Peck,  Minden. 

ELEVENTH  DISTRICT 

E.  W.  Fetter,  G.  F.  Waltemath,  North  Platte. 

TWELFTH  DISTRICT 

R.  W.  Karrer,  Minatare ; G.  W.  Pugsley,  Bayard;  John  S. 
Broz,  F.  P.  Suegang,  Alliance ; O.  D.  Prentice,  Morrill  ; H.  A. 
Blackstone,  Bridgeport ; A.  J.  Courshon,  Chadron. 


BE  SURE  TO  ATTEND  THE  ANNUAL  SES- 
SIONS OF  THE  NEBRASKA  STATE  MEDICAL 
ASSOCIATION,  MAY  3-6,  IN  LINCOLN. 
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REPORT  OF  EXECUTIVE  DIRECTOR 
NEBRASKA  MEDICAL  SERVICE 


OF 


NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 
February  29,  1948 


Cash  on  hand,  February  1,  1948 $50,964.51 

Receipts : 

From  dues $31,494.00 

From  enrollment  fees 707.00 

Taxes  deducted  from  salaries 46.70  32,247.70 


$83,212.21 

Disbursements : 

Claims  paid  22,174.50 

Administrative  expense,  January 5,901.39 

Salary,  Executive  Director 250.00 

Professional  fee,  E.K.M 125.00 

Medical  Director 100.00 

Attorney  100.00 

Auditing  300.00 

Advertising  (dr.  71.59;  cr.  72.07) — .48 

Printing  and  Stationery 401.91 

Moore  Business  Forms 354.38 

Home  office  travel  and  expense 224.20 

Hospital  records  and  films 8.00 

Collection  expense  5.00 

Refunds  318.00 

Dues  36.99 

Exchange .50 

Copyright — Blue  Shield  symbol 2.00 

Balance  due  Blue  Cross  1945-46-47 459.13  30,760.52 


Cash  on  hand,  February  29,  1948 $52,451.69 

Bank  Balances,  February  29,  1948 

Packers  National  Bank,  Omaha $46,304.53 

First  National  Bank.  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 5,000.00 


$52,451.69 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
February  29,  1948 

Assets : 

Cash  in  banks $52,451.69 

Premiums  in  process  of  collection 11,696.40 

U.  S.  Bonds,  cost  plus  accrued 

interest)  74,672.66 

Associated  Hospital  Service — admin- 
istration expense  refund  account) 1,905.70  $140,726.45 


Liabilities : 

Accounts  payable.  Blue  Cross $ 4,274.667 

Accounts  payable,  monthly  invoices 332.63 

Accrued  payroll  taxes 98.20 

Claims  payable 

Unreported  16,500.00 

Pending  6,789.50 

Accrued  audit  expense 250.00 

Unearned  premiums  42,290.20 


$70,535.20 

Reserve  for  Public  Relations 

Campaign  1,000.00 

Subscribers  4%  Surplus 

Notes  $19,450.00 

*Net  income  to  date 49,741.25  69,191.25  $140,726.45 


Miscellaneous 
Insurance  


5.50  14.50 

7.20  7.20 


28,068.09  58,346.52 


Net  Gain  $ 4,484.39  $ 6,991.46 

*AUDITING— 

C.  L.  Hillmer,  February $ 125.00 

C.  L.  Hillmer,  balance  January 25.00 

Langley,  % of  $50.00 25.00 


$175.00 

*ADMINISTRATION  EXPENSE— 


Balance,  1945-46-47  $ 459.13 

For  February,  1948 4,274.67 


$4,733.80 

Less  refund  for  January 1,905.70 


$2,828.10 

MEMBERSHIP  SUMMARY— FEBRUARY,  1948 


Total 
45,943 
1,570 
779 
46,734 
1,216 
_ 26 

FEBRUARY  ENROLLMENT  BY  COUNTY 

ADAMS — 1 group,  15  members. 

BOX  BUTTE — 1 group,  10  members. 

BUFFALO — 1 member. 

BURT — 2 members. 

BUTLER — 1 member. 

CASS — 1 member. 

CEDAR — 1 member. 

CHERRY — 5 members. 

CHEYENNE— 1 member. 

CLAY — 2 members. 

CUSTER — 5 members. 

DAWSON — 2 members. 

DODGE — 3 groups,  35  members. 

DOUGLES — 5 groups,  303  members. 

DUNDY — 2 members. 

FURNAS — 1 member. 

GAGE — 2 groups,  13  members. 

GARDEN — 1 member. 

GRANT — 1 member. 

HALL — 5 members. 

HAMILTON — 1 group,  22  members. 

JEFFERSON — 1 member. 

KEITH — 2 groups,  16  members. 

LANCASTER — 7 groups,  165  members. 

LINCOLN — 4 members. 

MADISON— 1 member. 

MORRILL — 1 member. 

OTOE — 1 member. 

PLATTE — 4 members. 

POLK — 1 member. 

RED  WILLOW— 4 members. 

RICHARDSON — 6 members. 

SALINE — 1 group,  6 members. 

SARPY — 1 member. 

SCOTTS  BLUFF — 3 groups,  46  members. 

WASHINGTON— 1 member. 

YORK — 2 members. 


Sub-  De- 

scribees pendents 

1.  Membership,  February  1,  1948 19,211  26,731 

Additions  689  881 

Cancellations  378  401 

Membership,  March  1,  1948 19,522  27,212 


2.  Number  of  groups  now  enrolled 

3.  Number  of  groups  added  during  February. 


*Net  income  to  date 

Surplus  12-31-47 $46,790.66 

Profit,  2 months 6,991.46 


53,782.12 

Less  cancellation  of 

administration  expense  fund-  4,040.87 


$49,741.25 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 


Income:  February  29,  1948 

Month  of  2 Months 

February  to  Date 

From  dues  $31,845.48  $63,262.98 


Enrollment  fees  paid 707.00  2,075.00 


Expenses : 

Claims  

*Administrative  expense  

Salary,  Executive  Director 

Professional  fees,  E.K.M 

Medical  Director 

Attorney  

*Auditing  

Advertising  (cr.  72.07  ; dr.  46.34) 

Stationery  

Printing  

Home  office  travel  and  expense 

Collection  expense  

Taxes  and  licenses 

Dues  

Postage 


$32,552.48 

$24,018.50 
. 2,828.10 

250.00 

125.00 

100.00 
100.00 
175.00 

—25.73 

74.84 

214.10 

114.10 
5.00 
2.50 

73.98 


$65,337.98 


$46,859.50 

8,729.49 

500.00 

250.00 

200.00 
200.00 

275.00 
8.90 

354.38 

616.01 
226.35 

10.00 

5.00 

90.19 


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 
February,  1948 


Number  of  claims 

paid 

460 

Number  of  services  rendered- 

538 

Females 

284 

Males 

176 

Subscribers 

179 

Dependents 

281 

Type  of  Service 

Number 

Per  Cent 

Amt.  Paid 

Per  Cent 

Anesthesia 

9 

1.67% 

$ 70.00 

.32% 

Appendectomies 

51 

9.48% 

5,100.00 

22.55% 

Eye  _ . 

7 

1.30% 

115.00 

.52% 

Gall  Bladders 

9 

1.67% 

1,050.00 

4.74% 

Surgery 

27 

5.02% 

1,345.00 

6.06% 

Gynecology 

42 

7.81% 

4,005.00 

18.06% 

Hemorrhoids 

15 

2.79% 

710.00 

3.20% 

Herniotomies 

11 

2.04% 

1,250.00 

5.64% 

Minor  Surgery 

57 

10.59% 

474.00 

2.14% 

Nose  and  Throat  . 

16 

2.97% 

228.00 

1.46% 

Obstetrics 

40 

7.43% 

2,135.00 

9.63% 

Orthopedics 

41 

7.63% 

1.613.00 

7.27% 

Pathology 

10 

1.86% 

55.00 

.25% 

Radiation  Therapy 

2 

.37% 

100.00 

.45% 

Tonsillectomies 

39 

7.25% 

1,365.00 

6.16% 

Transfusions 

3 

.56% 

40.00 

.18% 

Urology 

11 

2.05% 

472.50 

2.13% 

X-Rays 

89 

16.54% 

902.00 

4.07% 

Medical 

- _ 59 

10.97% 

1,145.00 

5.17% 

538 

100.00% 

$22,174.50 

100.00% 

Amount  of  claims 

in  process 

of  settlement 

-$6,789.50 

Average  cost  per  case  for  February 

48.20 

Per  cent  of  total  membership  receiving  benefits 
during  February  


1% 
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HUMAN  INTEREST  TAEES—SOCIETIES 


Nebr.  S.  M.  Jour. 
April,  1948 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  Stete 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing:. Omaha. 


Dr.  Howard  Baker,  formerly  of  Big  Springs,  has 
located  in  Chappell. 

Dr.  Elmer  Metcalfe  recently  purchased  the  home 
and  practice  of  Dr.  F.  A.  Barta  at  Dewitt. 

Dr.  and  Mrs.  W.  J.  Arrasmith,  Grand  Island,  re- 
turned recently  from  a vacation  in  Arizona. 

Dr.  M.  0.  Arnold,  St.  Paul,  visited  the  Mayo 
Foundation  in  Rochester,  Minn.,  in  February. 

Dr.  Stanley  E.  Potter,  son  of  the  late  Dr.  George 
B.  Potter,  is  practicing  general  surgery  in  Omaha. 

Dr.  Merton  Ekwall  has  returned  to  his  former 
place  as  physician  to  the  Norfolk  State  Hospital. 

Dr.  D.  E.  Wyrens,  until  recently  associated  with 
Dr.  Herbert  Davis,  of  Omaha,  has  located  in  Lynch. 
He  is  associated  wdth  Dr.  G.  D.  Ira. 

Dr.  Esther  I.  McEachen,  Omaha,  spoke  on  “Mod- 
ern Medicine  and  the  Middle-aged  Woman”  before 
the  Omaha  North  Side  Woman’s  Club  in  February. 

“Common  Sense  in  Child  Feeding”  was  the  topic 
of  a discussion  before  the  Omaha-Douglas  County 
Nutrition  Council  by  Dr.  Herman  Jahr  in  February. 

Dr.  Juul  C.  Nielsen,  superintendent  of  Hastings 
State  Hospital,  was  principal  speaker  at  a meeting 
of  the  Presbyterian  Woman’s  Club  at  Lexington 
early  in  February. 

Dr.  Donald  B.  Steenburg,  Aurora,  suffered  a frac- 
ture of  the  right  leg  while  assisting  guests  in  trying 
to  move  a stalled  car  in  front  of  his  home  during 
the  recent  snow  storm. 

The  importance  of  early  diagnosis  on  treatment  of 
tuberculosis  was  discussed  by  Dr.  Charles  Caul  be^ 
fore  the  American  Legion’s  mid-winter  conference 
in  Grand  Island  in  February. 

Associated  with  Dr.  E.  C.  Hanisch  of  St.  Paul, 
Nebr.,  is  Dr.  A.  L.  Smith.  Dr.  Smith  is  a graduate 
of  the  University  of  Nebraska  College  of  Medicine, 
and  has  just  been  released  from  military  duty. 

Dr.  Ralph  Luikart,  Omaha,  spoke  before  the 
Wayne  County  Medical  Society  of  Detroit,  Michigan 
in  February.  Dr.  Luikart  addressed  the  Society  on 
“Reduction  of  Morbidity  and  Mortality  Through  Nu- 
tritional Control  in  Pregnancy.” 

Dr.  Elliott  R.  Chappell  has  located  in  Minden  to 
be  associated  with  Dr.  H.  C.  Andrews.  Dr.  Chappell 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1944,  and  has  interned  and  was  resi- 
dent at  the  University  Hospital,  Omaha. 

Dr.  Carl  G.  Amick  of  Loup  City  has  two  new  asso- 
ciates: Dr.  Burdette  I.  Miller,  formerly  of  Lincoln, 
and  Dr.  Murray  H.  Crouse,  a resident  of  Osceola, 
Nebr.  Both  are  graduates  of  the  University  of 
Nebraska  College  of  Medicine,  and  ex-service  men. 

During  March,  Dr.  John  Schenken,  pathologist 
Methodist  Hospital,  Omaha,  attended  meetings  of 
the  American  Association  of  Pathologists  and  Bac- 
teriologists at  Philadelphia,  and  the  American  Asso- 
ciation of  Cancer  Research  and  American  Society  for 
Experimental  Pathologists  at  Atlantic  City. 

Attending  the  recent  sectional  meetings  of  the 
American  College  of  Surgeons  in  Denver,  were  Dr. 


Harry  A.  Jakeman  of  Fremont,  Drs.  Chas.  McMar- 
tin,  James  W.  Martin,  Herbert  Davis,  J.  Dewey  Bis- 
gard,  and  John  W.  Gatewood  of  Omaha.  Drs.  Davis 
and  Bisgard  participated  in  a panel  discussion  at 
this  meeting. 

Dr.  Hiram  D.  Hilton,  son  of  the  late  Dr.  David  C. 
Hilton  of  Lincoln,  has  become  associated  with  the 
Lincoln  Clinic.  Dr.  Hilton  is  a graduate  of  Rush 
Medical  college  and  served  an  internship  and  resi- 
dent at  Presbyterian  Hospital,  Chicago.  For  three 
years  he  was  Fellow  in  surgery  at  Mayo  Foundation, 
and  later  served  with  the  Army  Medical  Corps, 
where  he  saw  duty  in  the  Mediterranean,  the  Mari- 
annas and  Volcanic  Islands. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


The  Sixth  Councilor  Medical  District  held  its  reg- 
ular meeting  at  the  McCloud  hotel  in  York  on  Mon- 
day evening,  March  8th.  There  was  an  exceptionally 
large  attendance.  Dr.  J.  E.  M.  Thomsen  of  Lincoln 
was  the  principal  speaker  of  the  evening.  He  dis- 
cussed the  medical  situation  in  Czechoslovakia  and 
followed  with  technicolor  movies  of  that  country. 
M.  C.  Smith  of  Lincoln  discussed  “Medical  Econom- 
ics.” 

Dr.  Charles  Way  of  Wahoo  presided  and  discussed 
the  Blue  Cross  and  Blue  Shield  plans. 


Dr.  Fay  Smith  of  Imperial  was  elected  president 
of  the  Southwest  Nebraska  Medical  Association  at 
its  annual  dinner  meeting  held  in  McCook  February 
26  at  St.  Catherine’s  Hospital.  The  business  meet- 
ing was  held  in  the  newly-completed  staff  room  of 
the  new  hospital  wing. 

Dr.  E.  F.  Leininger,  McCook,  was  re-elected  sec- 
retary. Drs.  R.  R.  Best  and  Donald  Bucholz,  Omaha, 
spoke  on  gall  bladder  diseases  and  special  phases 
of  diabetes. 


Col.  Carl  Darnall  of  the  Kearney  air  base  dis- 
cussed treatment  of  atomic  bomb  injuries  before  the 
Buffalo  County  Medical  Society  at  a dinner  meeting 
in  the  Fort  Kearney  hotel  Thursday  night,  February 
19. 


Dr.  R.  P.  Luce  and  Dr.  M.  J.  Powell,  both  of  Fair- 
bury,  were  re-elected  president  and  vice  president, 
respectively,  of  the  Jefferson  County  Medical  Assoc- 
iation during  the  group’s  regular  monthly  meeting 
in  the  Fairbury  hotel  February  26.* 


Dr.  W.  W.  Noyes  of  Ceresco  was  elected  Presi- 
dent of  the  Saunders  County  Medical  Society  Tues- 
day night,  February  17,  at  a meeting  in  the  Wahoo 
City  Hall.  Retiring  president  is  Dr.  Mason  E.  Lath- 
rop  who  has  held  the  position  for  the  past  16  years, 
since  1932. 

Other  officers  elected  were:  Dr.  Harold  F.  Frei- 
sen,  Yutan,  vice-president;  Dr.  C.  W.  Way,  re-elected 
secretary-treasurer.  Dr.  Joseph  Pestal,  formerly  of 
Greeley,  Colo.,  was  admitted  to  full  membership. 
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. a considerable  reservoir  of 
unsuspected  and  unreported 
amebiasis  has  been  brought  back 
to  the  United  States 


^^rging  clinicians  and  roentgenologists  to  be  on  the  alert 
for  signs  of  this  disease,  Wilbur  and  Camp2  note  the  frequency 
with  which  the  radiologist  finds  unsuspected  lesions, 
ultimately  diagnosed  as  amebiasis. 

Diodoquin  . . . high-iodine-containing  amebacide  . . . 

“is  a valuable  addition  to  the  therapeutic  remedies  available 
for  the  treatment  of  this  insidious  and  intractable  disease. 

Diodoquin  may  be  employed  in  acute  or  latent  forms 
of  amebiasis.  Relatively  nontoxic,  well  tolerated, 

Diodoquin  does  not  produce  unpleasant  purgation 
and  may  be  administered  over  prolonged  periods. 


DIODOQUIN 

(5,7 -diiodo-8-hydroxyquinoline) 


SEARLE 

RESEARCH 


1.  Editorial:  The  Problem  of  Amebiasis,  J.A.M.A.  134:1095 
(July  26)  1947. 

2.  Wilbur,  D.  L.,  and  Camp,  J.  D.:  Amebic  Disease  of  the 
Cecum:  Clinical  and  Radiological  Aspects,  Gastroenter- 
ology 1:5S5  (iVor.)  19J).6. 

S.  Morton,  T.  C.  St.  C.:  Diodoquin  for  Chronic  Amoebic  Dys- 
entery in  Service  Personnel  Invalided  from  India,  Brit.  M.J. 
1:831  {June  16)  1945. 


IN  THE  SERVICE 
OF  MEDICINE 


Diodoquin  is  the  registered  trademark  of 
G.  D.  Searle  d-  Co.,  Chicago  80,  Illinois. 


You  can  enhance  the  value  of  youi’  own  .Journal  by  patronizing  its  advertisers 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 

G.  E.  Charlton,  Norfolk 

J.  E.  M.  Thomson,  Lincoln 
M.  H.  Carrig,  Bloomfield 


President  Earl  Farnsworth,  Grand  Island Vice  President 

■President-Elect  R.  B.  Adams,  Lincoln Secretary 

-Vice  President  M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 


Geo.  W.  Covey,  Chairman,  1949 Lincoln 

J.  D.  McCarthy,  1950 Omaha 


R.  B.  Adams 

Delegates — Karl  S.  J.  Hohlen,  Lincoln  ; J.  D.  McCarthy,  Omaha 


D.  B.  Steenburg,  1951 Aurora 

Harry  W.  Benson,  1948 Oakland 


Lincoln 

Alternates — Joe  Bixby,  Geneva  ; H.  S.  Morgan,  Lincoln 


COMMITTEES 

Education 

Advisory  to  Auxiliary 

R.  T.  Van  Metre,  Chm 

Fremont 

C.  R.  Williams Syracuse 

R.  A.  Moser Omaha 

Credentials 

R.  B.  Adams,  Chm Lincoln 

Howard  Royer Grand  Island 

H.  O.  Bell York 

R.  F.  Jester Kearney 

A.  H.  Fechner Lincoln 

Insurance 

Ralph  Luikart,  Chm. Omaha 

Ted  Riddell  Scottsbluff 

W.  E.  Wright Creighton 

Journal  and  Publication 

W.  H.  Heine,  1948 Fremont 

F.  W.  Niehaus,  1949 Omaha 

J.  C.  Thompson,  1950_Lincoln 
Library,  Necrology  and 
Records 

W.  E.  Shook,  1948 Shubert 

Roy  Whitham,  Chm.,  1949 — 

I.incoln 

George  Salter,  1950 — Norfolk 
Medicolegal  Advice 

R.  W.  Fouts,  Chm.,  1949 

Omaha 

R.  B.  Adams,  1950 Lincoln 

J.  P.  Gilligan,  1948 Lincoln 


Medical  Service 


E. 

B. 

Reed,  Chm 

R. 

M. 

Still- 

J. 

S. 

Rroz 

Alliance 

R. 

W. 

Fouts 

Omaha 

C. 

H. 

Sheets 

Cozad 

President,  Sec.-Treas. 

, Ex-Sec. 

Planning 

F. 

L. 

Rogers,  Chm.-. 

Lincoln 

Morris 

Nielsen 

Blair 

A. 

B. 

Anderson Pawnee  City 

A. 

J. 

Offerman 

Omaha 

F. 

G. 

Dewey  _ - 

Coleridge 

G. 

A. 

Young,  Jr. 

Omaha 

M. 

C. 

Smith 

. Lincoln 

Prepayment  Medical  Care 
A.  J.  Offerman,  Chm. -Omaha 

Chas.  McMartin  Omaha 

Donald  Steenburg Aurora 

Rural  Medical  Service 
Scientific  Assembly 


H.  S.  Morgan,  1948  Lincoln 

M.  E.  Grier,  1949  Omaha 


J.  Dewey  Bisgard,  1950 

Omaha 

W.  W.  Waddell,  1951 

Beatrice 

R.  B.  Adams Lincoln 


Speakers  Bureau 

H.  H.  Davis,  Chm Omaha 

J.  R.  Kleyla Omaha 

C.  C.  Hickman Lincoln 

Student  Loan  Fund 

O.  J.  Cameron,  Chm. Omaha 

Olga  Stastny  Omaha 

J.  D.  Taylor Lincoln 

RESEARCH 

Arthritis 

R.  K.  Johnson,  Chm Friend 

J.  Bixby  Geneva 

Harold  M.  Neu Omaha 

Cancer 

James  F.  Kelly,  Chm Omaha 

H.  B.  Hunt Omaha 

N.  H.  Rasmussen Scottsbluff 

Convalescent  Serum 

F.  S.  Clarke,  Chm Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson No.  Platte 

Fracture 

Herman  F.  Johnson,  Chm 

Omaha 

Wm.  L.  Sucha Omaha 

A.  C.  Barry Norfolk 


Industrial  Health 

F.  M.  Conlin,  Chm Omaha 

W.  R.  Neumarker Columbus 

C.  F.  Andrews Lincoln 

H.  L.  Clarke North  Platte 

A.  A.  Ashby Fairmont 

M.  C.  H. 

H.  S.  Morgan,  Chm Lincoln 

G.  E.  Peters Randolph 

L.  S.  McGoogan Omaha 

Paul  Morrow  Omaha 

Mental  Hygiene 


Public  Health 


J.  D.  Bradley,  Chm Omaha 

Fred  A.  Long Lincoln 

H.  N.  Morrow Fremont 

Tuberculosis 

J.  F.  Allen,  Chm Omahi. 

H.  S.  Eklund Osceola 

J.  S.  Bell York 

Venereal  Disease 

L.  W.  Lee,  Chm Omaha 

H.  H.  Humphrey Daykin 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Warren 

Thompson,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Clay- 

ton Andrews,  Lincoln.  Counties : 
Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 

Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  G.  E. 
Peters,  Randolph.  Counties  : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District : Councilor : W.  R. 

Neumarker,  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties:  Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Ashby,  Fairmont.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 

Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  C.  H. 

Sheets,  Cozad.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  H.  S. 
Andrews,  Minden.  Counties : Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties : Lincoln,  Perkins,  Keith, 
McPherson,  Garden,  Arthur,  Lo- 
gan, Deuel. 

Twelfth  District:  Councilor:  Ted 

Riddell,  Scottsbluff.  Counties  : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) A.  E.  Harrington,  Hastings G.  Paul  Charlton,  Hastings 

Boone  (5) G.  W.  Sullivan,  St.  Edward : John  S.  McNeil,  Albion 

Box  Butte  (12) O.  L.  Seng,  Alliance J.  F.  Kennedy,  Alliance 

Buffalo  (9) A.  A.  Enos,  Kearney S.  O.  Staley,  Kearney 

Burt  (5) Isaiah  Lukens,  Tekamah Harry  W.  Benson,  Oakland 

Butler  (6) Z.  E.  Matheny,  Bellwood L.  J.  Ekeler,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix.-Dak.-Th.- Wayne(4)  Max  Coe,  Wakefield Clarence  A.  Piersen,  Pender 

Cheyenne-Kimball-Deuel  (12)  J.  B.  Pankau,  Dalton B.  H.  Grimm,  Sidney 

Clay  (7) H.  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

Colfax  (5) James  B.  Brown,  Clarkson W.  J.  Kavan,  Clarkson 

Custer  (9) P.  H.  J.  Carothers,  Broken  Bow Theo.  Koefoot.  Jr.,  Broken  Bow 

Dawson  (9) Chas.  E.  Hranac,  Cozad P.  B.  Olsson,  Lexington 

Dodge  (5) D.  B.  Wengert,  Fremont W.  H.  Hill,  Fremont 

Fillmore  (7) J.  C.  Hickman,  Geneva V.  V.  Smrha,  Milligan 

Franklin  (10) F.  E.  Nail,  Franklin D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell F.  A.  Barta,  Ord 

Gage  (3) C.  R.  Brott,  Beatrice Donald  Penner,  Beatrice 

Garden-Keith-Perkins  (11) E.  E.  Colglazier,  Grant Howard  Baker,  Big  Springs 

Hall  (9) Howard  Royer,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

Holt  and  Northwest  (8) W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  17) R.  P.  Luce,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) Eugene  VanAckeran,  Tecumseh — J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) Paul  A.  Royal,  Lincoln R.  R.  Rembolt,  Lincoln 

Lincoln  (11) Stanley  Drasky,  North  Platte G.  T.  Anderson,  North  Platte 

Madison  Six  (4) R.  H.  Kohtz,  Bloomfield E.  G.  Surber,  Norfolk 

Merrick  (5) R.  R.  Douglas,  Clarks J.  E.  Benton,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa Ed  R.  Slavik,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) E.  G.  DeFlon,  Chadron Jl.  D.  Sinclair,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) James  Kelley.  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) Wm.  Edmonds,  Nebr.  City C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Walter  M.  Reiner,  Holdrege W.  A.  Shreck,  Holdrege 

Platte  (5) R.  C.  Anderson,  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) D.  T.  Kelley,  Osceola Richard  Delfs,  Shelby 

Richardson  (3) L.  V.  Brennan,  Falls  City Wm.  Shepherd,  Falls  City 

Saline  (7) Rodney  K.  Johnson,  Friend Richard  W.  Homan,  Crete 

Saunders  (6) W.  W.  Noyes,  Ceresco C.  W.  Way,  Wahoo 

Scotts  Bluff  (12) Kenneth  Ohme,  Mitchell J.  B.  Shrock,  Scottsbluff 

Seward  (6) C.  F.  Hille,  Beaver  Crossing Richard  D.  Smith,  Seward 

Southwest  Nebr.  (10) Fay  Smith,  Imperial E.  F.  Leininger,  McCook 

Thayer  (7) R.  E.  Penry,  Hebron Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) Wm.  Wegmann,  Bladen S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 
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RADIUM  • RADON 


35  Se^uuce  ta 

• 

Modern  Laboratories 
arid  Equipment;  Exper* 
ienced  Technical  Staff; 
Orders  Accurately  and 
Promptly  Executed. 


RADIUM  & RADON  CORP. 

Telephone  Ran.  8855  * 25  E.  Washington  St. 

CHICAGO  2,  ILL. 

9 to  5 Mon.  through  FrI.  • Sat.  9 to  12 
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FALSE  IDEAS  ABOUT  MENTAL  ILLNESS 
WASTE  MILLIONS  OF  TAX  DOLLARS 

False  ideas  about  mental  illness  help  keep  patients 
in  mental  hospitals  who  ought  to  be  cured  or  dis- 
charged, increase  the  amount  of  mental  illness,  and 
waste  millions  of  tax  dollars,  a writer  charges  in 
the  current  issue  of  Hygeia,  health  magazine  of  the 
American  Medical  Association. 

The  writer  is  Stephen  Thiermann,  former  legal 
associate  and  executive  assistant  in  the  National 
Mental  Health  Foundation  and  currently  executive 
secretary  of  the  Northern  California  Branch,  Ameri- 
can Friends  Service  Committee. 

Mr.  Thiermann  points  out  the  large  role  which  the 
superstition  “it  can’t  happen  to  me”  plays  in  public 
indifference  to  mental  illness.  “In  1945,  the  latest 
year  for  which  figures  are  available,  14  times  as 
many  persons  were  suffering  from  psychiatric  dis- 
orders as  from  tuberculosis,  83  times  as  many  as 
from  polio,”  he  writes.  “We  contributed  to  volun- 
tary health  agencies  $22  for  each  victim  of  tuber- 
culosis, $94  for  each  polio  patient,  and  half  a cent 
for  the  mentally  disordered.” 

The  equally  false  conviction  that  “mental  illness 
is  a disgrace,”  he  says,  makes  people  hesitate  to 
consult  mental  health  clinics  before  their  illnesses 
become  severe.  “This  boycott  of  clinics,  of  course, 
increases  mental  illness,  puts  more  patients  in  hos- 
pitals and  takes  more  tax  dollars  out  of  our  pockets. 
Each  commitment  prevented  saves  the  state  $5,000 
to  $7,000,  estimated  cost  of  an  average  period  of 
hospitalization.” 

The  idea  that  insanity  is  incurable  costs  us  even 


q Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPIIGAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


The  Neurological  Hospital 


2625  The  Paseo 


Kansas  City  Missouri 

■ OPERATED  BY  ■ ■ 

THE  ROBINSON  CLINIC 

. . . for  the  care  and  treatment  of  nervous 
and  mental  patients  and  associated  conditions. 


more,  Mr.  Thiermann  observes.  Although  modern 
treatment  in  psychiatry  brings  more  recoveries  than 
in  any  other  branch  of  medical  science  except  ob- 
stetrics, expenditures  for  mental  hospitals  are  so 
inadequate  that  many  of  them  are  not  modern  treat- 
ment centers,  but  mere  custodial  units. 

“One  authority  has  estimated  that  public  neglect 
of  our  mental  hospitals  means  that  20  per  cent  of  all 
persons  admitted  to  a state  mental  institution  are 
doomed  to  life  imprisonment,  when  with  adequate 
care  and  treatment  they  could  be  saved,”  he  writes. 

“Pennsylvania  needs  50  mental  health  clinics  and 
has  the  equivalent  of  four  full-time  clinics.  Fifteen 
states  have  no  clinics. 

“In  1946  in  U.  S.  institutions  there  was  a 74  per 
cent  deficiency  in  psychiatrists;  78.8  per  cent  defici- 
ency in  graduate  nurses;  91.9  per  cent  deficiency  in 
clinical  psychologists;  70.8  per  cent  deficiency  in 
psychiatric  social  workers;  a 22.9  per  cent  deficiency 
in  attendants. 

“On  an  average  in  1946  psychiatric  aides  received 
$500  less  annually  than  the  help  maintaining  the 
buildings.” 

This  is  false  economy,  Mr.  Thiermann  observes. 
In  Pennsylvania  electric  shock  treatment  saved  the 
state  $175,044  on  179  patients  with  involutional  mel- 
ancholia, while  it  has  been  estimated  that  the  nation 
would  save  $2,000,000  annually  if  all  new  cases  of 
dementia  praecox  admitted  to  chronic  psychiatric 
hospitals  received  intensive  insulin  shock  treatment. 

Furthermore,  in  1944  it  is  estimated  that  the  loss 
of  income  to  families  of  only  the  first  admissions  to 
state  mental  hospitals  was  $355,000,000. 
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jC  X report  t covering  a comprehensive  study- 
reveals  that  the  diaphragm- jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 


gynecological  division 

JULIUS  SCHMID,  Inc. 

423  West  33th  Street^  NewYork  19,  N.Y. 

quality  first  since  188} 


*The  word  "RAMSES”  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 

f Human  Fertility  10:  25  (Mar.) 


1945. 


You  can  enhance  the  value  of  ycnir  own  Joui-nal  by  patronizing'  its  advertisers 


I 


XXVI 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
April,  1948 


COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 

SURGERY — Intensive  Course  in  Surgical  Technique, 
Two  Weeks,  starting  April  12,  May  10,  June  7. 
Surgical  Technique.  Surgical  Anatomy  and  Clinical 
Surgery,  Four  Weeks,  starting  April  26,  May  24, 
June  21. 

Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks, 
starting  April  12.  May  10,  June  7. 

Surgery  of  Colon  and  Rectum,  One  Week,  starting 
April  26,  May  24. 

Surgical  Pathology  everj"  two  weeks. 

UROLOGY  — Intensive  Course,  Two  Weeks,  starting 
April  12. 

FRACTURES  AND  TRAUMATIC  SURGERY— Intensive 
Course.  Two  Weeks,  starting  June  7. 
OPTHALMOLOGY — Intensive  Course,  Two  Weeks,  start- 
ing May  10. 

Ocular  Fundus  Diseases,  One  Week,  starting  June  7. 
GYNECOLOGY — Intensive  Course,  Two  Weeks,  starting 
April  26,  June  7. 

Vaginal  Approach  to  Pelvic  Surgei-y.  One  Week, 
starting  April  19,  June  21. 

OBSTETRICS — Intensive  Course,  Two  Weeks,  starting 
April  12,  June  21. 

MEDICINE  — Intensive  Course,  Two  Weeks,  starting 
April  26. 

Personal  Course  in  Gastroscopy,  Two  Weeks,  starting 
June  28,  July  12. 

Electrocardiography  and  Heart  Disease,  Four  Weeks, 
starting  May  3. 

Hematology,  One  Week,  starting  May  10. 
Gastroenterology,  Two  Weeks,  starting  May  24. 
DERMATOLOGY — Formal  Course,  Two  Weeks,  starting 
April  26. 

Clinical  Course  every  two  weeks. 

ROENTGENOLOGY — Every  two  weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar,  427  South  Honore  Street.  Chicago  12,  Illinois 


Laboratories  of 
Clinical  Pathology 


731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 

TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


“The  laboratories  are  approved 
and  accepted  by  the  Council  on 

Medical  Education  and  Hospitals.” 

» 


ACTION  NEEDED  TO  PREVENT  EPI- 
DEMIC OF  HUMAN  PLAGUE  IN  U.  S. 

If  proper  preventive  action  is  not  taken 
immediately,  the  United  States  may  find  it- 
self in  the  middle  of  an  epidemic  of  human 
plague,  according  to  an  editorial  in  the  Feb- 
ruary 14  issue  of  The  Journal  of  the  Ameri- 
can Medical  Association. 

The  editorial  follows: 

“Human  plague  appeared  for  the  first 
time  in  the  United  States  in  the  Chinese 
quarter  of  San  Francisco  March  6,  1900. 
Between  that  date  and  Jan.  1,  1940,  eight 
states  reported  cases  of  human  plague  — 
Washington,  Oregon,  California,  Utah,  Ne- 
vada, Texas,  Louisiana  and  Florida.  During 
1946  infection  had  been  found  in  ground 
squirrels  and  other  rodents  as  far  east  as 
the  Mississippi  Valley.  The  United  States 
Public  Health  Service  has  conducted  cam- 
paigns for  the  eradication  of  infected  ro- 
dents since  1908.  The  budget  for  such  erad- 
ication dropped  from  $200,000  in  1912  to 
$51,000  by  1915.  This  campaign,  coupled 
with  efforts  by  the  individual  states,  still 
continues  but  has  languished  considerably. 

“R.  H.  Creel,  M.  D.,  estimated  in  1941  that 
a well  organized  and  well  sustained  cam- 


paign financed  by  approximately  $2,500,000 
would  virtually  eliminate  rodent  plague  in 
the  United  States.  To  date  the  needed  funds 
have  not  been  forthcoming.  This  condition 
is  a definite  threat  of  human  plague  in  epi- 
demic proportions  in  the  United  States.  The 
main  conditions  necessary  for  epidemics  of 
human  plague  are  infected  rodents,  the  flea 
transmitter  and  susceptible  persons  in  close 
proximity.  Overcrowded  housing  conditions 
in  many  large  cities  tend  toward  the  estab- 
lishment of  the  conditions  necessary  to  epi- 
demic outbreak.  Proper  preventive  action 
is  needed  immediately.” 


METHODS  OF  AVOIDING  AIRSICKNESS 
AND  EARACHE  IN  LONG  PLANE 
FLIGHTS 

In  answer  to  a query,  the  January  24  issue 
of  The  Journal  of  the  American  Medical 
Association  offers  several  suggestions  on 
how  to  avoid  airsickness  and  earache  during 
long  plane  flights: 

“To  avoid  ear  discomfort  due  to  inade- 
quate eustachian  tube  ventilation,  avoid  fly- 
ing during  a common  head  cold  or  an  active 
allergic  rhinitis.  When  the  ears  feel  full 
during  ascent  or  descent,  swallowing  a few 
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TREATING  ALCOHOL 
AND  DRUG  ADDICTION 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating 
alcohol  and  narcotic  addiction  that,  by  the  standards  of 
the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods. 
Today  with  the  advantages  of  collateral  medicine,  treatment 
is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 

R A L P H 

SANITARIUM 

529  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3624 

Ralph  Emerson  Duncan,  M.D.,  Director 


times  ordinarily  relieves  this  feeling.  If 
stuffiness  is  not  relieved,  chewing  gum  and 
attempting  to  yawn  may  succeed  in  opening 
the  tubes. 

“The  upright  position  with  the  head 
slightly  extended  on  the  neck  favors  opening 
of  the  tubes.  If  this  is  unsuccessful,  close 
both  nostrils  and  puff  out  the  cheeks. 

“If  trouble  is  anticipated,  either  a benze- 
drine or  a tuamine  inhaler  may  be  used  to 
constrict  the  nasal  and  nasopharyngeal  mu- 
cosa about  20  minutes  before  descent.  Open- 
ing of  the  tubes  either  by  swallowing  or  by 
auto-inflation  is  thereby  facilitated.  On 
some  of  the  planes  the  stewardess  is  pre- 
pared to  furnish  a small  balloon  with  a nasal 
tip  for  this  purpose.  The  balloon  is  inflated 
with  one  nostril  while  the  other  is  held 
closed.  If  simple  inflation  of  the  balloon 
doesn’t  open  the  tubes,  the  swallowing  act 
is  then  carried  out,  the  inflated  balloon  still 
being  connected  to  the  nose. 

“Airsickness  can  sometimes  be  prevented 
by  atropine-like  drugs  taken  an  hour  or  two 
before  the  plane  trip.” 


THE  CHILD  WHO  CRAVES  ATTENTION 
Tommy’s  mother  had  been  a teacher  before  her 
marriage,  and  when  Tommy  began  to  “act  up”  she 


recognized  the  symptoms.  “He  wants  attention,” 
was  the  diagnosis;  “he’ll  get  over  it.”  Whereupon 
Tommy  was  scientifically  ignored  for  several  weeks 
— with  no  appreciable  change,  however,  in  his  be- 
havior. 

When  a child  craves  attention  to  the  extent  of 
misbehaving,  there  is  a reason  for  it.  Attempting 
to  “cure”  such  a child  by  ignoring  him  is  not  the 
wisest  policy.  The  child  craves  attention  in  most 
cases  because  he  feels  the  need  of  reassurance,  and 
parents  should  find  desirable  ways  of  giving  it  to 
him.  More  important,  they  should  try  to  find  out 
why  he  craves  attention  and  do  something  about  it. 

The  desire  for  attention  stems  usually  from  a 
feeling  of  insecurity  and  a need  to  be  reassured  that 
he  is  loved  and  wanted.  It  frequently  arises  when 
one  child  in  a family  is  less  attractive  than  another, 
or  when  a child  is  “diferent”  in  some  respect  from 
his  playmates.  The  child  himself  often  senses  this 
difference  before  his  parents  do,  since  mothers  and 
fathers  usually  have  a blind  spot  when  it  comes  to 
seeing  their  own  children  objectively. 

Parents  of  the  child  who  craves  attention  unduly, 
if  they  are  wise,  will  take  an  honest  inventory  of 
the  child  and  their  attitude  toward  him.  If  the 
child  is  “different”  in  some  respect  from  the  average 
boy  or  girl,  they  will  take  steps  to  minimize  that 
difference  as  much  as  possible.  If  he  has  certain 
weak  points,  they  will  help  him  develop  compensat- 
ing assets.  But,  above  all,  they  will  give  him  ample 
evidence  of  their  affection.  This  fosters  that  feeling 
of  security  which  all  children  need  and  which  they 
must  have  if  they  are  to  grow  into  efficient,  happy 
adults. 
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CLASSIFIED  ADS 

WANTED  — Position  or  location  by  young 
M.D.,  preferably  in  Lincoln,  Nebraska.  Will 
consider  other  locations.  For  information 
write  to:  Box  79,  c/o  Nebraska  State  Medical 
Journal,  416  Federal  Securities  Building,  Lin- 
coln 8,  Nebraska. 


WANTED — Young  physician  capable  of  do- 
ing general  practice  including  surgery  at  Sun- 
burst, Montana.  Monthly  retainer  fee  from  an 
oil  company.  Paved  road  to  nearby  hospital. 
Good  opportunity  for  immediate  income.  Write 
Box  80,  c/o  Nebr.  State  Medical  Journal,  416 
Fed.  Sec.  Bldg.,  Lincoln  8,  Nebr. 


RADIUM 

(Including  Radium  Applicators} 

FOR  ALL  MEDICAL  PURPOSES 

ESTABLISHED  1919 


QUINCY 


X-Ray  and  Radium 
Laboratories 


Owned  and  operated  by  a Physician-Radiologist 


Harold  Swanberg^,  B.S.,  M.D.,  Director 
W.C.U.  Bldg.  Quincy,  111. 


FOR  SALE  — Bausch  & Lomb  microscope. 
Standard  medical  model,  almost  new  condition. 
Also,  Troemner  analytical  balance  with  two 
sets  of  weights.  Might  consider  trade  for  fire 
arms  or  photographic  goods.  Write  Mr.  R.  J. 
Lynn,  1203  Fed.  Sec.  Bldg.,  Lincoln  8,  Nebr. 


FOR  SALE  — One  General  Electric  electro- 
cardiograph complete  with  carrying  case.  In 
good  working  order.  M.  L.  Pepper,  M.D.,  715 
Medical  Arts  Building,  Omaha  2,  Nebraska. 


UNSCENTED  COSMETICS 

FOR  THE  ALLERGIC  PATIENT 

AR'EX  Cosmetics  ore  the  only  complete  line  of  unsanted  tosatiUs 
reguloriy  stocked  by  pharmacies.  To  be  certain  that  your  perfume 
sensitive  patients  do  not  get  scented  cosmetics,  prescribe  Afl-lX 
l/ascented  Cosmetics.  SEND  TOR  FREE  FORMUURY. 


AR-EX 


FREE  FORMULARY 

DR 

ADDRESS 

CITY 

STATE 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  I LI. 
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EPILEPTIC  SEIZURES  REDUCED  60  PER  CENT 
BY  “MESANTOIN” 

The  drug  known  under  the  trade  name  of  “mesan- 
toin”  is  proving  far  more  effective  than  other  drugs 
in  reducing  grand  mal  seizures  in  epileptics,  writes 
Anthony  E.  Loscalzo,  M.D.,  New  York,  in  the  October 
25  issue  of  The  Journal  of  the  American  Medical 
Association. 

Grand  mal  is  a form  of  epileptic  attack  in  which 
the  sufferer  loses  consciousness,  twitches,  and  gets 
blue  in  the  face.  For  three  years  Dr.  Loscalzo 
studied  67  cooperative  patients  afflicted  with  grand 
mal  who  for  the  first  time  were  treated  with  mesan- 
toin  in  combination  with  phenobarbital.  Fifty-five 
of  them  had  previously  been  taking  diphenylhydan- 
toin  sodium,  usually  combined  with  phenobarbital. 
The  rest  had  been  taking  phenobarbital  alone. 

Dr.  Loscalzo  reports  that  the  change  in  treatment 
reduced  the  total  number  of  grand  mal  attacks  ex- 
perienced by  these  patients  aproximately  60  per 
cent,  lessened  the  severity  of  their  convulsions,  and 
produced  fewer  toxic  reactions.  In  22  of  the  pa- 
tients the  seizures  ceased  completely  shortly  after 
the  new  regimen  was  instituted. 


INFLUENZAL  MENINGITIS  TREATED  BETTER 
WITHOUT  SPINAL  PUNCTURE 
Recovery  from  influenzal  meningitis  is  more 
prompt  and  complications  are  fewer  when  treatment 
by  spinal  puncture  is  omitted,  according  to  two  doc- 
tors in  the  February  28  issue  of  The  Journal  of  the 
American  Medical  Association. 

The  writers  are  Archibald  L.  Hoyne,  M.D.,  and 
Rowine  Hayes  Brown,  M.D.,  from  the  Municipal 


Contagious  Disease  and  Cook  County  Hospitals, 
Chicago. 

Influenzal  meningitis  is  a type  of  inflammation  of 
the  three  membranes  which  envelop  the  brain  and 
spinal  cord.  It  is  caused  by  an  influenzal  virus,  but 
its  symptoms  resemble  those  of  other  types  of  bac- 
terial meningitis. 

Rare  in  adults,  the  disease  was  formerly  almost 
universally  fatal.  The  sulfonamide  compounds, 
specific  anti-influenzal  serum  and  streptomycin  have 
all  made  the  picture  more  optimistic,  but  even  today 
there  is  no  standard  accepted  for  their  application. 
Many  doctors  still  believe  that  numerous  spinal  taps 
for  drainage  are  necessary  even  after  diagnosis  has 
been  established  by  spinal  tap.  Furthermore,  when 
the  National  Research  Council  released  streptomycin 
for  treatment  it  advised  that  the  new  antibiotic  be 
injected  by  spinal  puncture. 

The  Chicago  doctors’  conclusion  is  based  on  a 
dozen  years  of  experience  in  the  treatment  of  men- 
ingitis. In  their  article  they  report  specifically  on 
14  consecutive  patients  with  influenzal  meningitis 
treated  at  the  County  hospital  in  1946  and  1947  and 
16  consecutive  patients  treated  at  the  Municipal 
hospital  in  1946.  There  was  only  one  death  in  each 
group,  and  in  both  of  the  fatal  cases  the  patients 
had  been  given  streptomycin  by  spinal  puncture  as 
well  as  intramuscularly.  On  the  other  hand,  23  of 
the  28  patients  who  recovered  had  received  no  treat- 
ment by  spinal  puncture  after  diagnosis.  These  23 
had  been  given  streptomycin  intramuscularly,  had 
been  treated  with  serum,  or  had  received  sulfona- 
mide compounds — sometimes  all  three. 

“The  primary  purpose  for  a lumbar  puncture 
should  be  to  establish  a diagnosis,”  Dr.  Hoyne  and 
Dr.  Brown  conclude. 
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NURSES  HANDLING  STREPTOMYCIN  MAY 
DEVELOP  SENSITIVITY  TO  DRUG 

Nurses,  pharmacists,  laboratory  technicians  and 
others  concerned  with  the  administration  or  handling 
of  streptomycin  are  in  danger  of  developing  a sen- 
sitivity to  the  drug,  three  doctors  state  in  the  Febru- 
ary 28  issue  of  The  Journal  of  the  American  Medical 
Association. 

The  writers  are  Solomon  M.  Rauchwerger,  M.D., 
Frederick  A.  Erskine,  M.D.,  and  Walter  L.  Nalls, 
M.D.,  from  the  Department  of  Medicine  and  Surgery, 
Veterans  Administration,  Oteen,  N.  C.  They  report 
that  when  over  a period  of  20  months  streptomycin 
was  administered  to  233  patients  in  the  tuberculosis 
hospital  at  Oteen,  N.  C.,  six  nurses  developed  such 
a sensitivity.  In  every  case  the  first  symptom  was 
a rash  on  the  hands,  followed  by  intense  itching. 
Five  of  the  six  nurses  also  showed  involvement  of 
the  area  around  the  eye  socket.  Pyribenzamine 
proved  more  effective  than  benadryl  for  relief  of 
symptoms. 


MIXTURE  OF  SULFONAMIDE  COMPOUNDS 
NOT  RECOMMENDED  IN  MENINGITIS 

A study  made  at  the  Gallinger  Municipal  Hos- 
pital, Washington,  D.  C.,  reveals  that  the  advantages 
of  using  mixtures  of  sulfonamide  compounds  in  the 
treatment  of  bacterial  meningitis  are  apparently 
outweighed  by  the  disadvantages. 

The  authors  of  the  study,  published  in  the  January 
3 issue  of  The  Journal  of  the  American  Medical 


Association,  are  William  W.  Zeller,  M.  D.;  Harold 
L.  Hirsch,  M.  D.;  Lewis  K.  Sweet,  and  Harry  j 
F.  Dowling,  M.  D.,  Washington,  D.  C.,  from  the 
Infectious  Disease  Service  and  the  George  Wash-  ] 
ington  Medical  Division  of  Gallinger  Municipal  Hos-  | 
pital,  and  from  the  Department  of  Pediatrics  and 
Medicine  of  George  Washington  University. 

Bacterial  meningitis  is  an  infectious  disease  in  I 
which  the  meninges,  the  three  membranes  that  en- 
velop the  brain  and  spinal  cord,  are  inflamed.  It 
takes  a number  of  different  forms,  depending  on  I 
the  type  of  organism  causing  the  infection.  Previous  I 
studies  have  shown  that  the  case-fatality  rate  in  i 
this  disease  could  be  lowered  to  approximately  10 
per  cent  with  the  use  of  either  sulfadiazine  or 
sulfamerazine,  but  it  was  felt  that  it  might  be  pos- 
sible to  reduce  fatalities  still  further  if  larger  doses  ] 
could  be  safely  administered.  Larger  doses  of  | 
either  drug  alone  proved  very  toxic.  j 

Beginning  in  October  1944,  a mixture  of  the  two 
drugs  (which  represented  a 25  to  33  per  cent  in- 
crease over  the  single  doses  previously  employed) 
was  therefore'  tried  on  135  patients  admitted  to  * 

Gallinger  Municipal  Hospital  with  the  diagnosis  of 
bacterial  meningitis.  J 

Comparing  the  results  with  those  obtained  in  186 
patients  who  had  received  either  sulfadiazine  or 
sulfamerazine  alone,  the  doctors  found  that  the  in- 
cidence of  fever,  rash  and  conjunctivitis  (inflamma- 
tion of  the  delicate  membrane  that  lines  the  eye- 
lids) attributed  to  the  use  of  the  mixture  of  sulfad- 
iazine and  sulfamerazine  was  15.7  per  cent,  an  in- 
crease over  the  incidence  obtained  when  the  drugs  ^ 
were  used  alone.  i 
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EDITORIAL 


It  is  apparent  that  the  United  States  under  its 
voluntary  system  of  medical  care  has  made  greater 
progress  in  the  application  of  medical  and  sanitary 
science  than  any  other  country.  This  progress  is 
now  reflected  in  low  mortality  and  morbidity  rates 
of  infectious  diseases  and  in  increased  life  expect- 
ancy. There  is  every  reason  to  believe  that  these 
trends  will  continue  unabated  under  our  present 
system  of  medical  care. 

The  advances  in  health  that  have  been  made  in 
the  United  States  in  the  past  four  decades  do  not 
suggest  basic  defects  in  the  American  system. 

Although  the  statistics  resulting  from  the  admin- 
istration of  the  Selective  Service  Act — the  so-called 
draft  statistics — have  been  widely  used  to  show 
bad  health  among  the  American  people  and  the  need 
for  revolutionary  changes  in  arrangements  for 
medical  care  for  individuals,  they  are  unreliable  as 
a measure  of  the  health  of  the  Nation  and  cannot 
be  used  to  show  the  extent  of  the  medical  needs 
of  the  country  as  a whole. 

The  conditions  in  extremely  poor  rural  areas  that 
lack  the  resources  to  support  adequate  public  serv^- 
ices,  such  as  health  work,  education,  and  highways 
cannot  be  satisfactorily  solved  by  subsidies.  This 
problem  calls  for  a radically  different  approach, 
either  bringing  in  new  or  improved  economic  activ- 
ities or  getting  the  people  to  more  favorable  and 
administratively  less  expensive  areas.  This  condi- 
tion has  been  accentuated  by  the  emigration  of 
youth  from  these  areas  to  urban  communities. 

The  United  States  has  some  individuals  and  fam- 
ilies not  possessed  of  the  resources  to  enable  them 
to  pay  for  adequate  medical  care.  In  the  future,  as 
in  the  past,  provision  must  be  made  for  them 
through  public  funds  or  philanthropy.  The  evi- 
dence suggests  that  many  of  them  are  elderly,  im- 
paired, or  underendowed  or  are  widows  or  deserted 
women  or  their  dependents.  It  is  doubtful  if  they 
could  be  effectively  covered  by  compulsory  insur- 
ance because  they  would  lack  the  means  to  attain 
and  maintain  an  insured  status.  The  large  ma- 
jority of  American  families  have  the  resources 
to  pay  for  adequate  medical  care  if  they  elect  to 
give  it  a high  priority  among  the  several  objects 
of  expenditure.  The  issue  is  not  whether  they  can 
afford  medical  care  but  whether  they  should  be 


compelled  by  law  to  pool  their  risks  and  to  give 
payment  for  medical  care  a top  priority.  The  major 
alternative  for  people  with  ability  to  pay  is  to  leave 
them  free  to  determine  for  themselves  what  medical 
care  they  desire  and  whether  they  will  pool  their 
risks  through  voluntary  arrangements. 

Compulsory  health  insurance  would  necessitate  a 
high  degree  of  governmental  regulation  and  control 
over  the  personnel  and  the  agencies  engaged  in  pro- 
viding medical  care.  This  field  of  regulation  and 
control  would  be  far  more  difficult  than  any  other 
large  field  previously  entered  by  the  Government, 
and  past  experience  with  governmental  reflations 
and  control  in  the  United  States  causes  doubt  as  to 
whether  it  encourages  initiative  and  development. 

The  problem  of  eliminating  politics  from  Gov- 
ernment administration  is  extremely  difficult.  It 
does  not  seem  probable  that  politics  could  be  elim- 
inated from  medical  care  supplied  under  a govern- 
mental system. 

Compulsory  insurance  would  inject  the  Govern- 
ment into  the  relationship  between  practitioner  and 
patient.  A real  danger  exists  that  Government  ac- 
tions would  impair  that  relationship  and  hence  the 
quality  of  medical  care. 

The  administration  of  compulsory  insurance  would 
require  thousands  of  Government  employees  for 
accounting,  auditing,  and  inspection  and  investiga- 
tion. 

The  cost  of  medical  care  presumably  would  in- 
crease because  of  (a)  administrative  expenses; 
(b)  the  tendency  to  insured  persons  to  make  un- 
necessary and  often  unreasonable  demands  upon 
the  medical  care  services;  and  (c)  the  tendency  of 
some  practitioners  and  agencies  to  take  advantage 
of  the  system  for  their  own  financial  advantage. 

These  statements  do  not  emanate  from 
the  headquarters  of  the  American  jMedical 
Association  nor  do  they  represent  copy 
issued  by  the  National  Physicians  Commit- 
tee; they  were  taken  from  a report  which 
embraces  the  conclusions  and  recommenda- 
tions of  the  Brookings  Institution.  Just 
about  a year  ago  the  Honorable  H.  Alexan- 
der Smith,  chairman  of  the  sub-committee 
on  Health  of  the  Senate  Committee  on  Labor 
and  Public  Welfare  in  the  United  States  Sen- 
ate in  Washington  requested  the  Brookings 
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Institution  to  undertake  the  preparation  of  a 
memorandum  on  medical  care  for  the  indi- 
vidual which  would  be  helpful  to  the  commit- 
tee in  considering  bills  on  the  subject  then 
pending,  or  which  might  be  submitted.  What 
we  have  quoted  here  are  short  abstracts 
from  the  report  of  the  Brookings  Institution 
transmitted  to  Senator  Smith.  We  can  add 
little  if  anything  to  emphasize  the  wisdom 
and  importance  of  these  statements. 


SHOULD  THE  AMERICAN  SCHOOLS 
PRACTICE  MEDICINE? 

On  page  182  we  publish  a statement  sub- 
mitted by  Dr.  James  R.  Miller,  a member  of 
the  Board  of  Trustees  of  the  American  Medi- 
cal Association,  who  appeared  before  the 
sub-committee  on  Health  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare  to  dis-' 
cuss  S-1290  generally  known  as  the  school 
health  bill..  We  admire  Dr.  Miller  for  his 
composure  in  discussing  the  bill  before  the 
committee.  The  fact  that  the  bill  contains 
unwarranted  provisions  is  not  nearly  as  dis- 
couraging as  are  the  names  that  appear  on 
the  bill  as  sponsors.  Senators  Saltonstall, 
Smith,  Fullbright,  Lodge,  Baldwin  and  Ives, 
have  not  been  in  the  category  of  social  “do- 
gooders.”  We  have  always  considered  them 
sensible  and  practical  Americans  who  re- 
spect individual  initiative  and  condemn  gov- 
ernment patronage.  When  men  of  such 
high  caliber  propose  to  take  over  parental 
duties  and  responsibilities  for  children,  self- 
respecting  and  hard  working  people  have 
the  full  right  to  ask,  as  they  often  do,  “‘what 
are  we  coming  to?” 

As  Dr.  Miller  so  aptly  points  out,  no  con- 
scientious physician  would  deny  a school 
child  the  right  to  good  health.  Physicians 
individually  and  collectively,  through  their 
county  medical  societies,  for  years  have  been 
promoting  school  health  activities,  the  pur- 
pose of  which  is  to  assure  that  a child  enters 
school  with  a maximum  degree  of  physical 
and  mental  efficiency  which  is  possible  for 
him  to  attain.  Campaigns  for  preschool  ex- 
amination and  school  health  check-ups  have 
been  the  order  of  the  day  for  more  than  a 
quarter  of  a century.  This  has  been  done  on 
a voluntary  basis,  but  the  effort  has  been 
successful  to  a very  high  degree.  Many  of 
us  have  had  to  argue  and  browbeat  parents, 
at  times,  to  have  diseased  tonsils  removed, 
repair  hernias,  extract  decayed  teeth,  etc., 
but  the  job  has  been  done  and  without  lift- 
ing responsibility  where  it  properly  belongs. 


We  maintain  that  the  function  of  the  school 
is  to  educate,  not  to  practice  medicine.  We 
have  often  stated  in  these  pages  that  health 
education  is  woefully  neglected.  We  have 
urged  from  time  to  time  that  school  authori- 
ties look  into  the  possibilities  of  offering 
courses  in  health  on  the  grade  of  high 
school  level.  Whatever  technical  demonstra- 
tions fit  into  this  program  should  be  re- 
tained at  educational  level  and  should  never 
include  individual  medical  care. 

As  physicians  we  have  no  quarrel  with 
the  proposed  system  of  subsidy  to  public 
schools  for  purposes  of  education;  we  en- 
dorse the  inclusion  of  health  in  the  curricu- 
lum. As  citizens,  many  of  us  believe  that 
federal  subsidies  are  at  times  out . of  place. 
We  should  like  to  see  each  state  take  care 
of  its  own  schools  without  federal  handouts. 
We  object  strenuously  to  federal  allotment  * 
of  funds  for  the  purpose  of  providing  indi- 
vidual medical  care  for  pupils  where  the  need 
for  such  public  funds  has  not  been  thorough- 
ly demonstrated.  It  is  our  conviction  that 
medical  care  of  the  child  is  a parental  re- 
sponsibility and  not  a responsibility  of  the 
federal  government.  What  public  funds  may 
be  available,  where  a need  for  support  is 
shown,  these  funds  should  be  distributed 
through  existing  local  channels. 


Dr.  Ernest  B.  Howard  has  taken  up  his 
duties  as  assistant  secretary  of  the  Ameri- 
can Medical  Association.  He  occupies  office's 
adjoining  those  of  Secretary  George  F.  Lull 
in  Chicago  headquarters. 

Since  December  1945,  Dr.  Howard  served 
as  director  of  the  health  mission  to  Peru, 
South  America,  of  the  Institute  of  Inter- 
American  Affairs  within  the  Department  of 
State. 

Dr.  Howard  was  graduated  from  Harvard 
College  and  from  Boston  University  Medical 
School,  1936,  and  from  the  Harvard  School 
of  Public  Health,  1941.  He  once  served  as 
Director  of  the  Division  of  Venereal  Diseases 
in  the  Massachusetts  Department  of  Public 
Health,  and  during  most  of  the  war  he  served 
as  assistant  director  of  the  Division  of  Ven- 
ereal Diseases  in  the  Surgeon  General’s  Of- 
fice of  the  U.  S.  Army. 


Be  sure  to  read  the  program  of  the 
coming  Annual  Assembly  in  Lincoln, 
May  3 to  6. 


The  Role  of  the  General  Practitioner  in 
State  and  National  Health* 

A.  C.  SUDAN,  M.D. 

Kremmling,  Colo. 


Today  America  is  the  healthiest  nation  in 
the  World.  This  is  a broad  statement  and 
takes  in  a lot  of  territory.  This  is  a goal 
which  all  good  physicians  and  surgeons  and 
decent  citizens  have  been  striving  for  many 
years.  It  is  an  achievement  commensurate 
with  the  best  national  efforts  and  accom- 
plishment in  industry,  agriculture  and  other 
endeavour,  and  far  exceeds  that  of  the  many 
much  older  nations. 

I We  need  to  give  considerable  review  and 
thought  to  the  manner  in  which  this  great 
i accomplishment  was  conceived  and  brought 
' to  reality.  The  pattern  was  distinctly  Am- 
; erican,  based  upon  free  enterprise  and  indi- 
j vidual  initiative.  The  policies  have  been  free 
I from  fads  and  unproved  speculation.  They 
I have  grown  from  successful  experiences  bas- 
! ed  upon  facts.  To  attain  this  status,  it  was 
I not  found  necessary  to  import  foreign  form- 
I ulas  or  ideologies,  or  methods  directly  op- 
posed to  established  methods  of  American 
endeavour.  Many  times,  however,  a study 
! of  conditions  in  foreign  lands,  resulting  from 
new  schemes  dominated  entirely  by  govern- 
I mental  edicts,  provided  us  with  caution  signs 
' to  abrupt  blind  alleys,  or  trails  leading  to- 
i ward  disintegration,  not  toward  progress. 

: Those  were  the  days  when  we  had  within  our 
governmental  agencies,  fact-finding  research 
workers,  not  bureau  architects,  designers 
i and  planners  for  more  bureau  power,  self- 
; promotion  and  perpetuation. 

This  great  accomplishment  resulted  from 
I orderly  evolutionary  methods  and  progressed 
at  an  equally  high  plane  with  progressive 
attitudes  of  American  endeavour  in  all  as- 
pects of  American  life.  The  application  of 
science  in  the  field  of  medicine  has  by  far 
I superseded  public  appreciation.  We  have 
reached  a plane  in  physical  science  where  we 
^ are  in  danger  of  blasting  from  under  us  the 
planet  upon  which  we  live,  or  blasting  our 
very  existence  from  the  planet.  It  would 
make  little  difference  which,  if  either  possi- 
bility should  prevail.  In  fact,  we  have  ar- 
rived at  a plane  where  scientific  processes, 
knowledge,  and  achievement  have  reached  a 
point  at  which  a relatively  few  people,  if  giv- 
en the  power,  might  through  injudicious  use 

*Read  before  County  Secretaries’  Conference,  Nebraska  State 
Medical  Association,  Lincoln,  March  17,  1948. 


of  that  power  destroy  all  that  has  accumulat- 
ed through  the  ages. 

It  is  to  this  point  that  we  might  all  give 
serious  thought  and  attention. 

Throughout  the  annals  of  Medical  History, 
doctors  of  America  have  occupied  high  posi- 
tions in  government,  both  in  the  state  and 
the  nation.  Their  expressions,  until  relative- 
ly recent  years,  have  emanated  from  the 
Councils  of  all  of  the  doctors  in  America. 
Basicly,  they  dealt  in  the  commodity  of  good 
health  to  the  nation;  they  refined  this  com- 
modity and  have  constantly  sought  to  make 
it  available  to  all.  This  was  accepted  by  bus- 
iness leaders,  educators,  economics,  and  all 
of  the  good  citizens  of  America,  as  sound  in 
all  its  aspects.  It  was  ever  enlarging  in  its 
scope  and  useful  application.  Every  dollar 
spent  bought  a full  dollar’s  worth  of  health 
in  every  community. 

In  attaining  our  present  status  of  national 
health,  the  doctors  of  America,  and  especial- 
ly the  general  physician,  has  played  a tre- 
mendous role.  Except  in  the  metropolitan 
areas,  he  has  been  the  main  implementing 
force  in  the  introduction,  and  in  gaining  ac- 
ceptance, of  modern  public  health  measures 
in  his  community.  The  general  practitioner 
has  been  in  the  foremost  ranks  of  all  those 
best  serving  his  community.  The  people  in 
his  community  were  well  aware  and  still  are 
aware  of  the  many  sacrifices  their  local  phy- 
sicians have  made  and  how  much  of  them- 
selves they  give  to  the  community.  The  in- 
habitants of  the  local  area  well  recognize 
the  many  personal  sacrifices  their  physician 
willingly  makes  to  serve  the  economically 
depressed  in  his  area,  and  they  feel  his  coun- 
sel weighty  and  worth  obtaining  in  commun- 
ity endeavor.  Through  his  efforts  and  the 
confidence  he  has  inspired,  he  has  been  suc- 
cessful in  overwhelming  the  opposition  which 
was  once  prevalent  against  vaccination,  im- 
munization and  sanitation. 

Rural  communities  are,  therefore,  today, 
better  informed  in  matters  of  public  health 
and  disease  than  is  generally  appreciated. 
This  is  well  demonstrated  by  the  willingness 
of  various  lay  organizations  in  every  com- 
munity to  participate  in  fund-raising  cam- 
paigns of  all  sorts  which  have  to  do  with  at- 
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tempts  to  arrest  or  abolish  disease — specific- 
ally, consider  the  various  sums  of  money 
raised  in  your  state  in  the  sale  of  Tuberculo- 
sis Stamps ; the  March  of  Dimes ; cancer- 
drive  funds ; funds  for  crippled  children ; and 
a number  of  others — usually  every  commu- 
nity over-subscribes  its  allotted  quota.  It 
is  further  evidenced  by  the  fact  that  in  ev- 
ery state  in  our  nation  there  have  sprouted, 
in  the  past  decade,  numerous  voluntary  or- 
ganizations with  the  avowed  purpose  of  pro- 
moting public  health.  Many  of  these  organi- 
zations are  worthy  and  sincere,  but  because 
of  a deficiency  of  fundamental  knowledge 
and  qualified  leadership,  their  efforts  lead  to 
a state  of  confusion,  or,  toward  hampering 
well-functioning  community  efforts.  Many 
of  these  groups,  and  especially  the  American 
Public  Health  Assn.,  have  annual  local  and 
regional  meetings,  becoming  ever  larger,  and 
as  one  reviews  their  programs,  he  is  impress- 
ed with  the  fact  that  few,  if  any,  Doctors  of 
Medicine  are  on  the  program,  or  even  invited 
to  attend.  Doctors  of  Philosophy  and  Social 
Service  Workers  make  up  most  of  the  pro- 
gram— and  when  a Doctor  of  Medicine  is  on 
the  program,  it  is  invariably  someone  from 
the  United  States  Public  Health  Service,  or 
someone  from  the  State  Health  Department, 
who  can  furnish  a lot  of  mortality  and  mor- 
bidity statistics  but  no  actual  summary  or 
even  an  approach  to  local  area  health  prob- 
lems— and  when  I say  local  area  health  prob- 
lems, I include  the  prevalence  or  lack  of  ad- 
equate housing;  the  number  of  people  living 
in  a one  or  two-room  shack  with  its  attend- 
ing overcrowding;  the  inadequacies  of  suf- 
ficient food,  clothing,  recreation  and  such 
other  economic  problems  which  so  directly 
influence  good  health. 

Yes,  these  lay  organizations,  and  especial- 
ly the  American  Public  Health  Association, 
have  found  people  interested  in  directing 
their  organization — locally  as  well  as  nation- 
ally. It  is  a bet  at  long  odds  that  those  in 
the  camp  of  nationalized  medical  service  have 
not  overlooked.  The  question  is:  Should  not 
the  doctors  of  the  local  areas  prevail  in  in- 
forming their  local  members  how  their  ef- 
forts might  be  well  directed  toward  a solu- 
tion of  their  own  problems,  rather  than  seek- 
ing Santa  Claus? 

Where  this  has  been  done — where  leader- 
ship has  been  provided  by  the  local  physic- 
ians— these  organizations,  by  assuming  a 
better  name  such  as  the  Health  Council  of  a 
trade  area  or  county,  are  in  many  instances 


organizing  and  building  their  own  health 
units  and  community  hospitals  with  their 
own  funds.  They  are  not  looking  for  hand- 
outs from  the  government.  In  fact,  many  of 
these  communities  have  become  aware  that 
funds  from  Washington  are  funds  or  dollars 
siphoned  from  the  community,  or  the  vari- 
ous communities  of  the  state,  in  federal  tax- 
es of  one  sort  or  another — such  as  a small 
dig  of  Milady’s  face  cream,  her  fur  scarf,  her 
telephone  calls,  her  telegram,  every  cigarette 
every  cocktail  or  bottle  of  beer,  and  a host 
of  other,  by  now  painless  taxes,  until  the 
heavy  hand  of  the  incomie  tax  thumps  down. 
They  amount  to  dollars  to  every  individual. 
And,  not  only  individuals,  but  communities, 
have  come  to  realize  that  by  the  time  this 
tax  dollar  leaves  a community,  makes  its 
excursion  to  Washington  then  back,  it  suf- 
fers painful  dilution — in  fact,  it  is  almost  ex- 
hausted in  sustaining  all  of  those  who  handle 
it — and,  if  it  returns  at  all,  it  is  a small  piece 
of  change. 

Many  see  this  in  the  Hill-Burton  Act 
health  dollar  or  grant  money,  where  the  com- 
munity provides  %,  to  match  1/3.  Many  just- 
ly feel  that  the  original  Hill-Burton  dollar 
taxed  out  of  the  community  was  3/3  dollar, 
or  one  whole  dollar,  and  they  see  no  further 
need  of  sending  other  of  their  community 
dollars  upon  such  an  exhausting  vacation. 
They  propose  to  use  it  at  home  in  the  com- 
munity where  it  can  buy  a dollar’s  worth  of 
health  service  under  their  own  jurisdiction 
and  control.  They  propose  to  spend  it  to  ob- 
tain materials  and  services  of  professional 
personnel  of  their  own  choosing,  not  to  be 
dictated  to  and  propogandized  by  a bureau  in 
Washington. 

Certainly  this  means  that  the  rural  com- 
munities are  becoming  health  conscious.  All 
these  results  emanate  largely  from,  and 
through,  the  efforts  of  the  general  practi- 
tioner and  his  single-handed  campaign  in  his 
locality. 

This  view,  in  retrospect  then,  brings  us  to 
the  question  of:  How  fully  is  the  medical 
profession  utilizing  its  potential  in  stabiliz- 
ing gains  made  in  the  health  of  our  nation?, 
and.  What  are  the  needs  for  converting  this 
potential  to  a kinetic  force  for  future  gains  ? 

The  gravest  threat  against  all  that  we  hold 
good  in  time-proved  methods  of  our  govern- 
ment and  its  institutions,  emanates  from  the 
bureaucrats  within  the  bureaus  of  our  gov- 
ernment, who,  in  order  to  perpetuate  them- 
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selves  are  sparking  well-timed  subtle  propa- 
ganda, at  government  expense,  which  is  rev- 
olutionary in  character  and  designed  prin- 
[ cipally  as  an  entering  wedge  for  a totally 
centralized  form  of  custodial  government.  It 
behooves  us  to  recognize  the  power  of  these 
groups  and  their  force.  We  have,  for  a num- 
ber of  years,  seen  steadily  encroaching  upon 
the  private  practice  of  medicine,  our  United 
States  Public  Health  Service  and  its  agen- 
cies. It  has  assumed  even  greater  preroga- 
tives outside  its  jurisdiction  and  may  be 
rightly  charged  with  dereliction  of  its  main 
responsibilities.  In  other  words,  it  has  out- 
grown its  pants  and  today  is  clammoring  for 
a new  suit  woven  from  the  fabric  of  the  en- 
tire medical  profession  of  this  nation;  and, 
it  proposes  to  dictate  its  style  and  structure 
I — overnight  there  has  been  a metamorpho- 
sis in  the  personnel  of  this  bureau  from  that 
status  of  physician — from  the  Surgeon  Gen- 
eral on  down — to  full  blown  experts  of  eco- 
nomic and  social  science.  It  is,  indeed,  re- 
gretful that  this  great  institution  which  has 
had  the  staunchest  support  of  American 
Medicine,  and  which  functioned  well  when 
■ under  able  leadership,  should  be  used  as  a 
toul  to  undermine  a basic  well-founded  sys- 
tem of  government. 

ij 

I As  recently  as  last  January,  in  the  Amer- 
I ican  Journal  of  Public  Health  and  Nations 
I Health — Part  2 (January  1948  issue,  para- 
' graph  3,  page  168),  Surgeon  General  Parran 
j stated:  “Among  representatives  of  all  coun- 
j • tries  there  is  a general  agreement  that  we 
I are  in  a period  of  transition  as  regards  the 
j role  of  public  health  in  modern  society.  Em- 
phasis has  shifted  from  the  traditional  con- 
cepts of  giving  alms  to  the  sick,  of  environ- 
mental sanitation  and  of  quarantine,  to  prob- 
lems of  providing  adequate  health  facilities 
I and  services  to  all  who  need  them.  We  are 
experiencing  a progressive  development  of 
I personal  health  service  for  the  prevention  of 
I disease,  such  as  venereal  disease  and  tuber- 
I culosis,  availability  of  medical  care  and  med- 
ical aspects  of  Social  Security.  This  broader 
i scope  of  public  health  activity  belongs  to  an 
age  when  dynamic  new  frontiers  are  opening 
and  new  concepts  of  social  responsibility  are 
i emerging  throughout  the  world.”  He  contin- 
ues: “It  may  not  be  possible  to  accomplish 
all  these  objectives  of  a national  health  pro- 
gram in  one  single  comprehensive  act.  The 
history  of  social  legislation  in  our  country 
! has  been  an  evolutionary  process  made  up  of 
one  advance  after  another,  each  contributing 


to  the  final  result,  while  the  Public  Health 
Service  believes  that  the  health  of  the  na- 
tion can  be  met  most  effectively  and  in  the 
shortest  period  of  time  through  a broad  pro- 
gram financed  in  part  by  national  health  in- 
surance, because  of  practical  consideration 
involved  we  may  need  to  accept  a succession 
of  limited  enactments.  The  important  thing 
is  to  start  now,  to  be  sure  that  each  step  is 
in  the  right  direction  and  that  none  creates 
obstacles  or  vested  interests  which  would 
impede  further  progress.” 

Now  let  us  see  what  progress  apparently 
has  been  made : The  Congress  in  1936 

launched  the  Federal  Aid  Program  with  an 
initial  appropriation  of  less  than  fifteen  mil- 
lion dollars  to  Children’s  Bureau  and  Public 
Health  Service.  This  has  gradually  increas- 
ed annually,  and  at  the  end  of  10  years,  for 
the  year  1947,  one  hundred  and  thirty-five 
million  dollars  were  appropriated.  Where  the 
limits  may  be  is  up  to  us  all  to  determine. 

Now,  what  are  we  going  to  do  about  it? 
First,  certainly,  it  is  hightime  the  medical 
profession  adopted  means  and  methods  to 
make  our  status  of  health  secure  against 
all  forces  which  might  seek  to  undermine  it. 
This  will  require  greater  effort  from  every 
doctor  in  America  than  he  has  ever  given 
before.  We  have  all,  again,  been  somewhat 
lulled  into  a false  sense  of  security  at  the  in- 
ability of  the  proponents  of  dangerous  na- 
tional legislation  to  secure  the  entire  favor 
of  Congress  in  their  aspirations.  While 
Wagner  — Dingle  — Murray,  seem  to  have 
passed  on  beyond  the  horizon,  we  may  rest 
assured  it  is  for  a regrouping  of  their  forces, 
and  for  an  approach  a bit  more  subtle.  None 
of  these  gentlemen  have  lost  hope  nor  have 
they  been  greatly  discouraged.  Some  of  the 
principal  actors  and  advocates  have  assumed 
slightly  different  roles,  but  the  play  goes  on. 

In  support  of  this  statement,  I would  call 
to  your  attention,  again,  the  editorial  on  page 
626  of  the  February  28,  1948,  issue  of  the 
Journal  of  the  A.M.A.,  under  the  title,  “Is 
There  a Shortage  of  Physicians?”  Following 
this,  we  see  in  the  March  6 issue  of  the  same 
Journal,  in  the  form  of  another  editorial,  “A 
National  Health  Assembly”,  to  be  staged  in 
Washington,  D.  C.,  on  May  1 through  4.  This, 
under  the  direction  of  Mr.  Oscar  Ewing,  new 
Field  Security  Administrator.  He  has  an- 
nounced the  appointment  of  twenty-four  na- 
tional leaders,  only  one  of  whom  is  a phy- 
sician, to  discuss  plans  for  — what?  No 
doubt  to  launch  another  full-sized  attempt 
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at  revitalizing-  a nationalized  medical  pro- 
gram in  new  dress  on  the  old  Wagner-Mur- 
ray-Dingle  carcas  — or  at  least  to  use  this 
as  a dust  screen  to  cover  attempts  to  secure 
such  legislation  piece-meal  as  suggested  by 
Surgeon  General  Parran,  spokesman  for  the 
United  States  Public  Health  Service. 

The  second  and  equally  important  task  be- 
fore us  is  to  open  up  those  new  frontiers, 
in  health — those  long  neglected  ones,  for- 
gotten by  the  United  States  Public  Health 
Service — and  perhaps  by  us  all. 

This  is  the  field  of  Public  Health  Educa- 
tion, including  all  that  the  term  implies. 

In  a recent  survey  of  the  educational  in- 
stitutions of  Colorado  and  some  of  our  neigh- 
boring states,  by  our  Committee  on  Public 
Health  Education,  it  was  found  that  there 
was  not  one  college  offering  really  good 
courses  in  health  education.  If  we  turn  out 
from  our  colleges,  teachers  who  are  to  teach 
the  children  of  our  nation — teachers  without 
a good  knowledge  of  sound  health  practices, 
they  are  not  really  educated,  nor  can  they 
be  expected  to  properly  educate  our  children. 
At  present,  the  teaching  of  health  is  promot- 
ed by  lay  groups.  While  actually  this  is  a 
responsibility  of  the  medical  profession,  and 
we  must  assume  it-.  I am  adyised  by  such 
authorities  as  Dr.  Smiley  of  the  American 
Medical  Association  that  a like  situation  ob- 
tains in  all  of  our  states.  He  knows  of 
no  state  where  proper  emphasis  has  been 
given  by  colleges  preparing  teachers  in  mat- 
ters of  health  teaching. 

The  public  schools,  from  the  grass  roots 
on  up,  are  charged  with  the  responsibility 
of  children  and  their  guidance  for  longer 
periods  than  any  other  agency.  It  is  here 
where  they  are  confined  in  a community 
form  of  effort,  and  consequently  it  is  here 
where  the  health  status  of  our  future  citi- 
zens can  best  be  moulded.  It  is  here  where 
personal  hygiene,  mental  hygiene,  and  sani- 
tary community  practices  can  best  be  im- 
proved and  proper  health  attitudes  engender- 
ed ; attitudes  which  will  be  carried  into  the 
homes  of  these  children — and  last,  but  not 
least,  complete  a neglected  field  in  educa- 
tion, a deficiency  that  today  is  our  major 
impediment  to  better  health,  and  which 
fosters  quackery,  in  all  its  forms.  It  leaves 
a fertile  field  for  demagogues,  and  a dan- 
gerous one  for  our  youth.  Certainly  funda- 
mental knowledge  in  sound  health  practices 
is  every  bit  as  essential  as  the  “three  R’s”  in 
education. 


We  are  aware  that  our  metropolitan  areas 
are  more  fortunate  in  obtaining  doctors,  den- 
tists, nurses — because  with  a concentrated 
population  funds  to  meet  such  needs  are  pos- 
sible. It  is  the  rural  areas  where  the  fourth 
R may  well  be  added  to  education  — rural 
health  education,  and  it  is  a responsibility  of 
the  medical  profession,  down  to  each  indi- 
vidual doctor. 

It  is  the  direct  responsibility  of  the  med- 
ical profession  to  provide  leadership  in  a 
campaign  to  see  that  every  institution  of 
higher  learning  provides  required  courses  to 
their  students  in  this  much  neglected  field  of 
education,  and  strong  emphasis  should  be  on 
a minimum  requirement  for  certification  for 
all  teachers,  and  that  provisions  be  made  for 
these  teachers  not  so  qualified,  to  receive  es- 
sential courses  while  in  service,  and  during 
summer  sessions. 

As  has  already  been  mentioned,  there  is  a 
rural  community  consciousness  in  health 
matters.  Today  as  in  the  past,  the  public 
looks  upon  the  doctor  for  guidance  in  all  mat- 
ters pertaining  to  health,  and  the  responsi- 
bility of  the  doctor  is  to  meet  this  challenge. 
Not  only  must  he  keep  qualified  to  render 
the  best  in  medical  care,  he  must  keep  quali- 
fied to  advise  on  the  best  in  public  health 
measures  for  his  community. 

With  trends  of  the  past  few  years,  w^e  see 
dangers  in  the  offing:  One  is  a community 
physician  or  general  practitioner  inadequate- 
ly trained  in  public  health  matters  and  pre- 
ventive measures,  or  one  who  has  become 
negligent  in  this  phase  of  his  obligation  as  a 
physician,  or  he  may  have  become  negligent 
in  these  matters  because  other  agencies  in 
his  region  have,  in  a fashion,  assumed  these 
prerogatives.  The  other,  perhaps  the  great- 
er danger,  is  a Public  Health  physician,  su- 
perbly trained  in  preventive  medicine  but 
with  woefully  inadequate  training  in  curative 
measures,  who  might  be  compelled,  or  as- 
signed by  economic  forces,  or  poorly  inform- 
ed public  opinion  to  minister  to  the  sick  of 
a community.  So,  if  a general  practitioner 
is  to  meet  his  community  needs,  he  must 
serve  in  a dual  capacity  of  doctor  and 
teacher. 

As  a teacher,  he  must  do  more  than  play 
the  role  of  private  tutor  to  his  patient  and 
family — he  should  use,  for  the  dissemina- 
tion of  health  information,  the  service  clubs. 
Chambers  of  Commerce,  Rotary  and  Lions 
Clubs.  The  various  Women’s  Clubs,  demon- 


Volume  38 
Number  5 


ROLE  OF  GENERAL  PRACTITIONER:  SUDAN 


159 


stration  clubs,  4-H  Clubs,  Parent-Teacher- 
Associations,  and  most  im'portant  the 
schools.  He  should,  when  requested,  serve 
i as  a member  of  the  School  Board — most 
I communities  greatly  appreciate  his  service 
in  this  matter.  The  occasional  excuse  that 
j one  is  just  too  busy  is  entirely  untenable, 
because  businessmen  are  also  busy  but  do 
j take  time  out  to  render  such  service. 

It  should  not  prove  too  difficult  in  any 
county  or  district  medical  society  to  arrange 
a series  of  meetings  with  these  various 
groups  at  which  some  phase  of  health  is  dis- 
cussed, such  as : immunity  to  disease — nutri- 
tion and  health — milk  and  its  role  in  propa- 
gating disease — specific  diseases,  such  as 
tularemia,  brucelosis,  trichinosis,  typhoid  fe- 
ver, amaebic  dysentery — and  a host  of  other 
subjects,  all  of  public  interest. 

As  a civic  duty  every  general  practitioner 
in  a rural  area  owes  it  to  his  community  to 
take  an  active  interest  in  providing  the  es- 
sentials  of  basic  education  for  the  children  of 
the  region.  As  a physician,  his  obligation 
extends  beyond  that.  He  has  long  been  look- 
ed upon  as  the  community’s  guardian  of 
: health.  And,  he  may  be  rightfully  charged 
‘ with  the  duty  of  advisor  in  the  basic  health 
I education  program  of  the  school. 

It  is  most  difficult  to  conceive  the  reason 
' for  education  neglect  in  this  important 
phase  of  our  preparation  for  future  citizen- 
ship. Whatever  the  cause  or  reason,  a big 
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IMPROVED  VACCINE  FOR  UNDULANT  FEVER 

Improved  vaccine  in  the  treatment  of  brucellosis, 
is  proposed  by  Dr.  Joseph  Griggs,  of  Claremont, 
Calif.,  in  the  April  3 issue  of  The  Journal  of  the 
American  Medical  Association. 

Treating  300  patients  for  a 10-year  period  in 
California,  Dr.  Griggs  reports  that  the  usual  meth- 
ods of  vaccine  therapy  were  disappointing  but  a 
new  way  of  using  vaccine  resulted  in  improvement 
of  85  to  90  per  cent  of  all  cases. 

When  he  first  began  his  research.  Dr.  Griggs 
used  commercial  vaccines  administered  in  doses 
recommended  in  the  folders  which  accompanied  the 
products. 

The  objective  of  such  treatment  was  a kind  of 
shock  therapy,  designed  “to  give  the  patient  a 
fairly  severe  local  and  general  reaction.” 

“Sometimes,”  Dr.  Griggs  states,  “the  results  were 
gratifying  and  successful.  More  often,  the  results 
were  short  lived  or  quite  inconclusive.” 

From  this  early  experience.  Dr.  Griggs  concluded 
that  the  use  of  the  commercial,  heat-killed  vac- 
cines in  the  treatment  of  undulant  fever  was  inad- 


step toward  closing  the  gap  can  be  provided 
by  the  doctors  in  the  area.  Certainly  it 
should  not  be  too  difficult  for  the  local  doc- 
tor or  doctors  to  arrange  a program  of  health 
teaching  in  the  school  with  school  boards 
and  teachers,  and  with  existing  parent-teach- 
er organizations.  I have  found  teachers’  in- 
terest in  health  matters  to  be  high  even 
though  in  most  instances  their  information 
on  the  subject  is  meager.  But,  the  rudi- 
ments of  health  teaching  should  be  provided 
the  teacher  by  the  county  medical  society  or 
by  the  local  doctor  until  such  time  as  ade- 
quate courses  in  the  subject  can  be  procured 
in  our  universities  and  teachers’  colleges. 

After  all,  it  is  most  essential  to  concen- 
trate our  efforts  along  avenues  that  will 
meet  our  state’s  most  urgent  need  in  the 
shortest  possible  time. 

Instilling  proper  health  attitudes  in  our 
youth  today  and  continuing  with  an  ade- 
quate program  for  ten  years  would  assure 
greater  health  benefits  to  our  states  and 
nation  than  would  forty  years  of  equal  ef- 
fort with  adults  alone. 

It  will  require  some  years  of  effort  to  de- 
velop an  ideal  state  program,  but  an  ade- 
quate beginning  is  not  beyond  our  ability  to- 
day. The  question  is:  Are  we  general  prac- 
titioners willing  to  assume  the  role  to  which 
we  pledged  ourselves  when  we  chose  our  pro-  . 
fession  ? 
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visable  because,  of  the  many  patients  who  did  bene- 
fit from  the  therapy,  many  relapsed  later  and  most 
objected  to  the  discomfort  and  disability  of  the  con- 
dition. 

The  next  logical  step,  according  to  Dr.  Griggs, 
was  to  decrease  the  size  of  doses  of  vaccine  in  the 
hope  of  avoiding  excessive  reactions. 

In  addition,  the  serum  was  diluted  with  a salt 
solution  and  the  intervals  between  injections  were 
adjusted  to  the  patient’s  needs. 

This  method.  Dr.  Griggs  discovered,  brought 
about  the  most  gratifying  results  yet  attained  in 
undulant  fever  treatment. 

In  addition  to  the  high  rate  of  cure  and  improve- 
ment, this  latest  therapy  is  applicable  to  nearly 
all  cases  of  the  fever  and  “is  usually  accompanied 
by  symptomatic  improvements,  rather  than  unpleas- 
ant reactions.” 

However,  the  physician  points  out,  a long  time  is 
required  to  complete  the  treatment,  old  people  and 
those  particularly  sensitive  to  vaccine  are  particu- 
larly difficult  to  treat,  and  great  care  is  required 
in  both  the  handling  and  preparation  of  the  serum. 


Some  Deleterious  Results  of  Rest  in  Bed 
After  Orthopedic  Operations* 

DR.  RALPH  K.  GHORMLEY 
Rochester,  Minnesota 


The  deleterious  effects  from  bed  rest  are 
known  to  all  of  us.  Speaking-  from  the  stand- 
point of  an  orthopedic  surgeon,  the  main 
deleterious  effect  is,  first  of  all,  atrophy 
and  atrophy  not  only  of  bones  but  also  of 
joints,  muscle,  fascia,  skin,  and  so  forth.  The 
atrophy  of  bones  is  manifested  by  a decal- 
cification; it  is  actually  true  that  every  pa- 
tient who  remains  in  bed  for  a period  of  days 
begins  to  lose  calcium.  It  can  be  demon- 
strated by  increased  calcium  in  the  urine. 

Fortunately,  most  of  these  patients  have 
no  symptoms  from  the  loss  of  calcium,  but 
in  a certain  number  of  them  kidney  stones 
do  develop  and  in  some  symptomatic  hyper- 
calcemia actually  develops.  How  important 
this  is  in  a short  period  of  bed  rest  is  doubt- 
ful. It  makes  very  little  difference,  but  in 
the  long-  periods  it  certainly  does  make  a dif- 
ference in  the  general  welfare  of  the  patient. 
Hence,  an  effort  has  been  made  in  the  last 
few  years  to  shorten  the  period  of  time  and 
get  the  patient  up  much  sooner,  as  had  been 
the  case  for  some  years  in  the  treatment  of 
patients  with  tuberculosis  of  the  joints. 

The  main  group  of  patients  to  whom  this 
applies  are  those  with  lesions  involving  the 
spine,  the  hips  and  the  femurs.  Upper  ex- 
tremity lesions,  of  course,  are  out  of  con- 
sideration, and  lesions  of  the  lower  extremi- 
ties and  of  the  knee  joint  need  not  be  con- 
sidered because  most  of  the  patients  thus  af- 
flicted can  be  gotten  up  early.  In  fracture  of 
the  neck  of  the  femur,  as  is  well  known  to 
all  of  you  whose  memory  dates  back  to  days 
before  interaal  fixation  of  the  femur,  most 
of  these  patients  were  kept  in  bed  for  long 
periods  of  time,  many  months,  and  while 
treatment  in  some  instances  was  successful 
in  producing  union,  the  results  in  many  in- 
stances were  a failure  of  union,  steady  de- 
terioration of  the  patient’s  condition,  diffi- 
culties with  respiratory  cardiac  lesions,  and 
so  forth,  and  ultimately  a nonunion  and  pret- 
ty much  of  a total  cripple.  With  the  advent 
of  internal  fixation  of  fracture  of  the  neck 
of  the  femur,  much  more  interest  has  come 
in  the  care  of  these  patients,  and  a better 
general  over-all  picture  of  the  results  is  ob- 
tained. 

*Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1947. 
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I think  it  is  true  in  everyone’s  hands  that 
the  period  of  bed  rest  has  been  much  short- 
ened after  internal  fixation  of  fracture  of 
the  neck  of  the  femur.  There  isn’t  a total 
agreement  on  how  long  fixation  should  be 
maintained  after  fracture  of  the  neck  of  the 
femur. 

Fractures  of  the  shaft  of  the  femur  are 
a problem  usually  for  prolonged  periods  of 
bed  rest.  I am  not  one  who  advocates  extra- 
skeletal  fixation  — that  is,  fixation  by  the 
extraskeletal  means,  pin  fixations,  attached 
to  plaster  casts  or  bars,  but  there  is  a trend 
to  that,  showing  that  many  of  us  are  trying 
to  get  the  patients  up  earlier.  * 

I think  those  types  of  treatment  are  still 
in  the  experimental  stage  and  one  cannot 
advocate  them  as  methods  of  fracture  treat- 
ment; but  one  can  point  to  them  as  indica- 
tions of  the  trends  of  the  times  to  try  to  get 
patients  back  and  active  sooner  than  in  years 
past. 

Another  group  of  patients  are  those  who 
have  paraplegia.  I don’t  need  to  recall  to 
your  mind  the  great  amount  of  publicity  this 
condition  has  received.  Much  of  it  probably 
is  uncalled  for,  but  it  has  come  in  by  press 
releases  by  the  army  and  navy.  Again,  here 
is  a move  in  the  direction  to  get  patients  out 
of  bed,  get  them  up  and  about;  and  certain- 
ly the  general  over-all  picture  of  the  patient 
up  and  about,  whether  on  crutches  or  in  a 
wheel  chair,  is  much  better  than  a patient 
lying  in  bed  more  or  less  deteriorating  from 
constant  and  long-continued  bed  rest. 

Thus,  we  have  these  various  types  of  le- 
sions which  we  are  working  on  to  try  to 
shorten  the  period  of  the  patients’  bed  rest 
and  for  various  reasons  I think  it  is  a good 
trend.  I have  some  questions  here  which  I 
shall  attempt  to  answer  and  then  if  any  of 
you  have  questions  from  the  floor,  I would  be 
glad  to  answer  them.  The  first  question  is: 

Is  it  your  opinion  that  external  skeletal  fixa- 
tion by  Stader  splints  or  Roger  Anderson  ap- 
paratus with  early  ambulation  is  advan- 
tageous over  the  orthodox  methods  of  han- 
dling fractures  of  long  bones  with  longer  j, 
periods  of  necessary  recumbency? 

I am  not  an  advocate  of  external  skeletal 
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fixation.  I believe  in  the  hands  of  some  in- 
dividuals it  is  successful  but  in  the  hands  of 
I a great  many  people  it  is  not  successful.  It 
isn’t  the  idea  of  external  skeletal  fixation 
’ that  I feel  we  should  be  warned  against.  It 
is  the  fact  that  it  is  very  difficult  to  get  ac- 
curate fixation  by  this  method ; that  is,  such 
fixation  that  you  can  get  these  patients 
walking  on  their  feet.  Moreover,  complica- 
tions occur,  and  I mean  by  that  pinhole  infec- 
tions that  are  very  serious. 

Until  this  method  is  further  perfected,  I 
don’t  think  we  can  say  it  should  supersede 
all  types  of  orthodox  methods  of  handling 
fractures  of  the  long  bones.  If  it  were  ideal, 
if  you  could  get  perfect  fixation  by  this 
means  and  avoid  the  complications  of  pin- 
hole infection  and  so  forth,  I think  that  one 
could  say  that  it  has  a great  advantage  over 
the  older  orthodox  methods;  but  up  until 
now  I don’t  think  these  things  have  been  ac- 
complished with  it.  They  may  be  accom- 
plished in  the  next  few  years. 

What  are  the  indications  for  removal  of 
supporting  apparatus  in  fractures  of  long 
bones?  This  again,  as  I say,  is  a difficult 
thing  to  answer.  We  have  certain  criteria. 
One  can’t  always  depend  on  them.  I believe 
one  should  remove  such  apparatus  carefully 
and  examine  the  site  of  the  fracture.  If 
there  is  no  local  tenderness,  if  there  is  no 
demonstrable  false  motion,  union  is  probably 
present.  The  x-ray  can’t  be  depended  on.  In 
some  instances,  of  course,  there  is  a heavy 
callus  formation. 

Sometimes,  actually,  union  can  be  demon- 
strated in  the  x-ray  but  you  can’t  always  see 
it.  If  you  have  such  evidence  in  the  x-ray, 
it  is  probably  safe  to  start  active  ambulatory 
exercises;  if  such  evidence  is  not  borne  out 
by  lack  of  localized  tenderness  and  absence 
of  any  evidence  of  false  motion,  then  one 
should  be  guarded  in  his  efforts  to  get  that 
patient  into  an  ambulatory  condition. 

I think  too  one  can  in  some  instances  be 
helped  by  a fluoroscopic  examination.  I 
know  frequently  we  take  patients  down  to 
the  fluoroscope  and  take  a look  at  them 
manipulating  the  fracture  site  very  carefully 
in  order  to  try  to  determine  whether  there 
is  motion  or  not ; but  all  of  those  things  may 
fail  you.  We  have  seen  patients  in  whom  we 
have  been  unable  to  demonstrate  movement 
under  the  fluoroscope,  we  have  been  unable 
to  demonstrate  any  movement  by  manipula- 
tion ; the  x-ray  apparently  showed  union,  yet 


they  would  go  ahead  and  bend  and  we  would 
find  a failure  of  union. 

The  dangers  then  of  early  ambulation  in 
fractures  of  the  long  bones  of  the  lower  ex- 
tremities are  that  there  may  not  be  union 
and  with  ambulation  one  may  get  a bowleg. 
I think  some  sort  of  splint  should  be  applied, 
a walking  caliper  splint  in  the  case  of  a frac- 
ture of  the  femur.  A splint  with  a cuff  to 
bring  the  weight-bearing  on  the  upper  por- 
tion of  the  tibia  in  cases  of  fracture  of  the 
tibia  is  a very  simple  thing  to  get  and  may 
save  a fracture  or  a recurrence  of  a fracture 
in  cases  where  there  is  any  doubt.  I think 
where  there  is  that  doubt  one  should  resort 
to  ambulatory  splints  until  there  is  evidence 
that  union  is  solid. 

How  long  should  bed  rest  be  insisted  upon 
following  low  back  fusion  ? In  years  past,  of 
course,  patients  who  had  undergone  fusions 
of  the  spine  were  regarded  as  having  to  be 
kept  in  bed  until  union  between  the  graft 
and  the  host  bone  was  solid.  I think  most  of 
us  have  come  to  think  recently  that  that 
isn’t  necessary.  It  was  brought  to  my  at- 
tention very  strongly  some  twelve  or  thirteen 
years  ago  when  Dr.  Stuck  and  I were  doing 
a number  of  bone  grafts  on  dogs. 

We  used  various  types  of  grafts.  Of  course 
we  couldn’t  use  fixation.  We  allowed  them 
up  and  around  as  soon  as  they  were  out  of 
anesthesia  and  these  dogs  ran  about.  We 
did  fifty  or  sixty  such  grafts  on  dogs.  We 
then  sacrificed  the  dogs  and  removed  that 
portion  of  the  spine  which  had  been  operated 
on.  In  only  two  cases  was  there  failure  of 
fusion  of  the  graft  to  the  host  bone,  and 
in  those  two  cases  there  was  infection.  This 
was  again  brought  to  my  attention  very 
strongly  a few  years  ago  when  a boy  about 
fifteen  or  sixteen  came  in  with  spondylolis- 
thesis. We  did  a bone  graft  for  him  and  at 
that  time  we  had  a rather  rigid  rule  that 
patients  should  remain  in  bed  six  weeks  at 
least.  This  boy  was  a nextrovert,  and  the 
head  nurse  in  the  ward  remonstrated  every 
time  she  saw  me,  because  he  wouldn’t  stay 
in  bed  and  was  all  over  the  place. 

He  went  on  and  made  a satisfactory  re- 
covery. It  is  true  he  was  pretty  active  and 
was  up  and  about  earlier  than  we  usually 
allowed  them,  but  I saw  him  again  two  or 
three  months  afterward  and  he  seemed  to 
have  a very  satisfactory  result.  I thought 
no  more  of  the  case  at  all  until  one  day  last 
fall  I came  into  one  of  the  consulting  rooms. 
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and  there  was  a young  man  in  a paratroop- 
er’s outfit.  He  wore  about  three  or  four  rows 
of  ribbons.  He  had  a fourragere  and  all  the 
decorations  a private  soldier  in  the  para- 
troops could  get.  He  told  me  he  had  made 
fifteen  jumps,  was  then  wounded,  was  in  the 
hospital  a while  and  went  back  into  action 
on  a jeep  as  a machine  gunner  and  was 
wounded  and  in  the  hospital.  All  this  time, 
his  back  hadn’t  bothered  him  a bit  and  his 
x-ray  showed  splendid  fusion. 

We  now  keep  patients  who  have  undergone 
lumbosacral  fusion  in  bed  two  or  three  weeks, 
and  then  allow  them  up.  A review  recently 
of  the  results  of  these  operations  has  indi- 
cated that  the  over-all  average  of  good  re- 
sults is  higher  than  it  was  in  a gi’oup  studied 
before  this  shortened  period  of  bed  rest  was 
prescribed,  so  that  I think  there  is  no  harm 
in  letting  them  up  early. 

If  you  put  those  grafts  down  under  a 
heavy  mass  of  spinal  muscles,  there  is  a cer- 
tain amount  of  spasm,  and  the  grafts  are 
held  in  position.  As  far  as  I have  been  able 
to  see,  union  takes  place  quicker  and  better 
than  with  a longer  period  of  fixation. 

Are  the  dangers  of  pulmonary  embolism 
lessened  or  increased  by  early  activity  in 
fractures  of  long  bones?  That,  I think,  is 
a difficult  question  to  answer  from  my 
standpoint.  I believe,  if  one  can  prevent 
the  formation  of  clots  in  the  veins — which 
is  the  effort  toward  which  some  of  our 
medical  confreres  are  working  — that  one 
may  say  there  is  no  danger  in  early  activi- 
ty in  fracture  of  the  long  bones.  As  long 
as  there  is  a clot  in  one  of  the  large  extremi- 
ties, it  is  probably  true  that  early  activity 
may  increase  the  danger  of  pulmonary  em- 
bolism. I am  looking  forward  to  the  day, 
and  I think  some  of  you  feel  the  same,  when 
we  can  prevent  these  clots  from  foiTning  in 
some  of  the  large  veins. 

How  long  should  a patient  with  a simple 
compression  fracture  of  a lower  thoracic  or 
lumbar  vertebra  be  maintained  in  recum- 
bency after  adequate  reduction  and  fixation 
in  plaster?  I believe  that  the  work  of  Davis, 
Rogers  and  a number  of  men  in  correction 
of  these  fractures  of  the  thoracolumbar 
vertebra  by  various  types  of  hyperextension, 
fixation  or  manipulation  and  then  accurate 
fixation  in  a plaster  cast,  has  shown  that 
early  ambulation  in  these  cases  can  be  car- 
ried out  safely.  My  own  patients  I get  up 
in  about  three  or  four  weeks.  I am  a little 


doubtful  if  it  is  necessary  to  keep  them  that 
long,  provided  they  are  fitted  in  a plaster 
cast.  I am  sure  it  isn’t  necessary  to  keep 
them  in  bed  for  longer  than  that. 

How  long  should  fixation  and  bed  rest 
be  continued  after  internal  fixation  of  a 
fractured  femoral  neck?  Here  again  is  a 
question  I don’t  think  has  been  wholly  de- 
cided. I know  when  Smith-Petersen  nails 
came  out,  at  first  many . men  advocated 
immediate  ambulation,  or  use  of  a wheel 
chair  or  a walker.  I remember  being  in  Gote- 
borg,  Sweden,  in  1936.  Johannsen  had  been 
one  of  the  advocates  of  very  early  ambula- 
tion in  these  cases,  but  at  that  time  he  felt 
they  had  overdone  it,  that  these  patients 
should  be  allowed  a little  longer  period  of  bed 
rest. 

# 

My  own  patients  are  kept  in  bed,  in  plast- 
er, in  a short  spica  for  two  or  three  weeks. 
I think  the  soft  tissues  should  be  allowed  to 
heal.  You  get  a little  fixation  about  the 
fragments  of  the  bone  and  then  I think 
you  can  start  movement  of  the  hip  and  get 
the  patient  up  on  crutches  in  five  or  six 
weeks.  That  is  my  own  feeling.  I know 
some  disagree  with  me.  It  is  generally  felt 
that  full  weight-bearing  in  these  cases  should 
not  be  allowed  for  a number  of  months. 
There  is  a pretty  strong  feeling  that  the  high 
incidence  of  aseptic  necrosis  that  has  fol- 
lowed perfect  fixation  of  the  fracture,  in- 
ternal fixation  by  means  of  Smith-Petersen 
nails,  may  have  been  due  to  too  early  ambu- 
lation and  full  weight-bearing,  so  that  I think 
no  matter  when  you  get  your  patient  up,  you 
should  not  permit  full  weight-bearing  for 
quite  a time,  until  some  evidence  of  union 
is  present  in  the  x-ray  for  a period  of 
months. 
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Chronic  Residuals  of  Brain  Injury 
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The  diagnosis  of  brain  injury  bears  an 
ominous  ring,  particularly  in  the  patient 
with  known  or  suspected  brain  damage  who 
returns  to  the  physician  repeatedly  with  dis- 
abling complaints.  What  remains  besides 
phenobarbital  or  bromides,  physiotherapy 
and  a sympathetic  pat  on  the  back?  What 
more  is  there  to  advise  besides  the  time-hon- 
ored vacation,  light  work  on  a chicken  farm 
and  resignation  to  a life  of  invalidism?  Ac- 
tually a great  deal  can  be  done  once  the  situ- 
ation is  properly  evaluated. 

The  following  case  is  pertinent  to  this 
problem. 

CASE  SUMMARY: 

Cerebral  contusion  without  localizing  neu- 
rologic signs.  Organic  (confabulatory,  am- 
nesic, delirious)  psychosis  of  more  than  one 
month’s  duration.  Pneumoencephalographic 
evidence  of  brain  damage.  Dismissed  from 
medical  care  two  months  after  injury,  with- 
out rehabilitation.  Seen  2i/^  years  later;  con- 
tinued complaints  of  dizziness,  tinnitus, 
worrisome  ruminations,  despondency,  violent 
temper,  intellectual  loss,  and  inability  to 
work.  No  signs  of  progressive  brain  lesion. 
Personality  study  revealed  misconceptions 
about  sequelae  of  brain  damage.  Setting  of 
marital  discomfort  and  occupational  malad- 
justment. Unsettled  workmen’s  compensa- 
tion claim  clarified  and  adjudicated.  Limita- 
tions due  to  brain  injury  evaluated,  discussed 
and  accepted.  Rehabilitation  and  psycho- 
therapeutic management,  with  marked  im- 
provement. 

DETAILED  CASE  STUDY: 

M.  C.,  a former  steel  construction  foreman,  38, 
was  examined  March  18,  1947.  His  chief  complaint 
was,  “I  have  dizzy,  light-headed  feelings,  ringing  in 
the  ears  and  I can’t  remember  things  very  well. 
Worry  is  driving  me  nuts.  I think  of  all  my  hard 
luck  and  how  no  one  will  take  me  back  on  construc- 
tion work.  I am  not  worth  much  and  I feel  useless.” 
His  wife  complained:  “Since  his  injury,  he  has  been 
violent  and  unreasonable.  He  can’t  get  over  the  fact 
that  he  is  unable  to  work.  He  gets  sudden  spells  of 
crying  and  is  very  moody  and  excitable.  He  is  so 
irritable  and  picks  on  his  family  a lot.”  Workmen’s 
compensation  claims  were  still  unsettled. 

History  of  present  illness:  On  October  14,  1944, 

the  patient  was  hospitalized  because  of  a right 
frontal  head  injury  received,  no  one  knew  how.  He 
was  found  unconscious  on  the  floor  at  the  foot  of  a 
ladder  at  the  steel  plant  where  he  worked.  Presum- 
ably he  had  fallen.  On  admission,  he  was  unrespon- 


sive, but  an  hour  later  he  appeared  to  recognize  his 
wife  and  complained  of  headache.  He  vomited  sever- 
al times,  then  became  restless,  irrational  and  incon- 
tinent. There  were  no  signs  of  paralysis  or  increased 
intracranial  pressure.  He  was  treated  conservatively 
and  expectantly,  un  October  15,  he  was  given  200 
c.c.  of  50  per  cent  sucrose  intravenously,  whereupon 
he  became  quieter  and  responded  to  questions.  By 
October  18,  he  was  more  alert,  used  the  urinal  at 
times  and  began  to  feed  himself.  He  was  still  episod- 
ically restless  and  irrational,  but  soon  (October  23) 
appeared  less  clouded,  more  spontaneous  and  co-op- 
erative, although  still  incontent. 

A week  later  he  had  improved  remarkably  and  in- 
sisted, against  advice,  on  dismissal. ' 

On  October  17,  x-ray  of  the  skull  revealed  a long 
linear  fracture  extending  from  above  the  right  mas- 
toid, upwards  and  backwards  to  enter  the  lambdoid 
suture  through  which  it  continued  on  to  the  midline. 
The  right  occipito-temporal  suture  was  slightly 
spread. 

Spinal  fluid  examination  on  October  26  revealed  a 
pressure  of  100  millimeters  of  water  and  no  other 
abnormalities  in  laboratory  examination. 

Diagnosis:  Skull  fracture  with  cerebral  contusioii. 

Course:  November  16,  1944  the  patient  was  rehos- 
pitalized because  he  was  confused,  excited  and  talked 
excessively.  Accordin'^  to  his  fam^i’'’-  h^  woul^  not 
stay  in  the  house  and  claimed  he  didn’t  belong  there 
that  it  wasn’t  his  home.  He  vaguely  recognized  that 
he  had  been  in  the  hospital  but  insisted  that  it  was 
in  another  city.  He  had  demanded  to  drive  his  own 
car  and  to  return  to  work.  His  speech  was  wandering 
and  irrelevant.  He  would  say  the  same  thing  over 
and  over  again  and  was  markedly  irritable,  harping 
incessantly  on  returning  to  work  and  how  he  was 
needed  there. 

On  admission  he  was  so  disturbed  that  seclusion 
was  necessary.  Disoriented  in  all  spheres,  he  com- 
plained of  others  interfering  with  his  work.  He  con- 
fabulated and  showed  amnesia  for  his  accident. 
Neurologic  examination  was  negative. 

On  November  22,  a pneumoencephalogram  was 
performed;  200  c.c.  of  sninal  fluid  was  removed  and 
replaced  with  oxygen.  The  films  revealed  moderate 
dilitation  of  the  entire  ventricular  system  and  mod- 
erate increase  in  right  cortical  marking-s,  adequately 
demonstrating  brain  damage  and  resultant  atrophy. 

The  patient  then  gradually  improved  and  was  dis- 
missed December  23,  1944. 

Follow-up:  The  patient  was  next  seen  in  the  of- 
fice, March  18,  1947,  as  previously  described.  At  this 
time,  his  wife  stated  that  he  had  actually  never  re- 
covered. He  had  continued  to  be  excitable,  irritable, 
argumentative  and  violent  to  the  extent  of  yelling 
at  people;  for  many  months  he  had  complained  of 
annoying  head  sensations.  “He  is  set  in  his  ideas  and 
often  very  moody.  He  gets  an  idea  in  his  head  and 
pushes  it  until  he  is  offensive.  He  is  excitable  and 
has  to  blame  someone  for  everything.”  He  berated 
his  wife  and  children  a great  deal  with  much  loud 
arguing  and  irritability  as  well  as  sudden,  unpredict- 
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able  spells  of  crying.  Physical  violence,  alcoholism, 
gambling  and  squandering  were  denied. 

Although  he  insisted  on  returning  to  construction 
work  in  January,  1944,  he  was  unable  to  carry  on 
efficiently.  He  had  to  “stop  and  figure  everything 
out.”  Gradually  he  was  placed  on  simpler  types  of 
work.  At  home  he  continued  “impossible  and  when 
the  slightest  thing  went  wrong,  he  would  make  ter- 
rible scenes  and  threaten.”  Such  behavior  comprised 
a marked  personality  change. 

By  Autumn  of  1945,  he  seemed  to  improve.  In 
March,  1946,  he  was  released  from  his  occupation 
because  his  employers  could  not  find  suitable  work 
for  him.  He  reacted  badly  to  this  release  and  lost 
rapidly  whatever  readjustments  he  had  attained. 

He  tried  other  jobs  but  was  released  invariably  or 
quit  after  a few  weeks  because  of  bad  temper,  un- 
controllable spells  of  weeping,  fears,  indecision  and 
slowness.  Thereafter  he  had  worked  at  a makeshift 
job  with  his  father  who  made  concrete  burial  vaults. 
Here  he  was  hardly  able  to  earn  $100  a month, 
since  his  father’s  business  obviously  supported  only 
one  man.  In  addition,  he  and  his  father  were  given 
to  frequent  misunderstandings  and  arguments  which 
kept  the  patient  almost  constantly  upset.  The  past  6 
months  he  had  been  unable  to  work. 

The  patient  himself  complained  of  dizziness,  light- 
headedness, tight  band  feeling  around  his  head  and 
intermittent  tinnitus.  He  could  not  remember  recent 
events  well  and  the  speed  and  complexities  of  even 
every  day  living  bewildered  him.  He  volunteered 
that  ready  information,  judgement,  skill  and  knacks 
of  a steel  construction  foreman  were  lost  to  him  and 
now  he  “had  to  stop  and  think  and  study  these 
things  out.”  Yet  a few  moments  later  he  insisted 
repeatedly  that  he  could  not  understand  why  his 
employer  mistreated  him  by  demotions.  “If  they’d 
kept  me  at  work,  I’d  have  been  O.  K.  now.”  Previous- 
ly ambidextrous  with  tools,  he  was  now  only  right 
handed. 

He  expressed  many  anxieties,  inability  to  sleep 
and  almost  continuous  rumination  over  “my  hard 
luck.  I used  to  earn  $100-125  a week,  and  now  they 
won’t  take  me  back.  This  all  keeps  going  through 
my  head.”  He  was  repeatedly  planning  to  return  to 
steel  construction  work,  even  if  he  had  to  leave  the 
city.  He  also  expressed  much  concern  over  his  wife’s 
working,  and  felt  useless,  a failure.  With  a pervasive 
pessimism,  he  feared  that  he  was  getting  worse, 
his  wife’s  health  was  suffering  and  his  home  would 
be  lost.  He  and  his  family  had  both  passively 
accepted  brain  damage  to  indicate  an  irreparably 
damaged  organism.  “I’m  no  good.  I have  too  much 
time  to  think.  This  all  keeps  going  through  my  head 
I feel  useless — not  worth  a thins:.  I tighten  up  and 
feel  all  knotted  up  all  the  time.”  He  admitted  past 
episodes  of  deep  depression  with  suicidal  contempla- 
tion and  had  been  sexually  impotent  for  at  least  a 
year. 

Amnesia:  During  his  first  office  visit  (March  18, 
1947)  an  attempt  was  made  to  examine  the  extent  of 
amnesia.  He  vaguely  recalled  falling  about  18  feet 
from  a ladder,  seemingly  unhurt,  but  immediately 
was  struck  on  the  right  side  of  the  head  by  a heavy 
artillery  shell  casing  which  fell  from  a nearby  pile. 
He  saw  it  coming  but  recalled  no  striking  or  “seeing 
stars.”  These  facts  could  not  be  checked  since  no  one 
witnessed  the  injury.  His  disclosures  may  be  con- 


fabulatory  or  theoretical  but  were  accepted  by  him. 
His  first  islands  of  memory  concerned  the  latter 
part  of  his  first  hospitalization,  10-14  days  after  the 
injury.  He  did  not  “really  come  to”  until  after  the 
pneumoencephalogram,  performed  about  40  days 
after  the  injury,  when  his  recollections  became  dis- 
tinct and  confluent. 

Neurologic  Examination,  March  18,  1947  revealed 
only  a positive  left  Hoffman  sign. 

Psychological  testing  at  this  time  showed  reten- 
tion of  better  than  average  general  intelligence.  He 
appeared  particularly  deficient  in  planning  ability 
and  anticipating  the  solution  of  problems. 

Electroencephalogram  on  April  7,  1947  disclosed 
a borderline  abnormal  record  with  no  evidence  of 
focal  brain  damage. 

Personality  study:  Family  history  negative.  Par- 
ents living.  Father  worked  as  a superintendent  at 
large  cemetery  and  later  manufactured  concrete  bur- 
ial vaults.  Patient  graduated  at  18,  from  high  school 
where  he  won  several  designing  and  mechanical 
drawing  awards.  He  helped  his  father  a good  deal 
and  hence  had  little  spare  time,  but  at  age  16-17  he 
boxed  first  as  an  amateur,  then  as  a professional. 
His  initial  hopes  were  great,  but  after  three  knock- 
outs he  quit  the  ring.  He  wanted  to  study  engineer- 
ing. 

After  his  high  school  graduation,  family  finances 
dampened  his  engineering  ambitions.  He  worked 
dutifully  for  his  father  for  8 years,  finally  emanci- 
pating himself  when  a friend  induced  him  to  work 
for  a bridge  construction  company.  He  worked  on 
pile  drivers  and  tow-boats  for  2 years'*,  then  took  up 
carpentry  as  a trade  for  two  years.  Eight  years  ago 
he  began  working  for  a large  steel  construction  cor- 
poration. He  advanced  rapidly  and  at  the  time  of  his 
injury  was  earning  $150-200  per  week  and  had  25-30 
men  under  him. 

Previous  personality  was  characterized  by  robust 
health,  good  drive,  and  a talkative,  extravertive  na- 
ture. He  possessed  considerable  self-confidence  even 
to  the  “show-off”  and  expansive  extent.  Married  at 
age  19,  he  now  had  two  sons,  ages  12  and  16.  His 
wife  was  intelligent,  tense,  ambitious,  over  serious 
and  conscientious  and  apt  to  see  the  dark  side.  She 
had  had  to  return  to  work.  With  great  effort  and 
considerable  emotional  tension  she  took  secretarial 
training  and  became  secretary  to  a firm  of  attor- 
neys. In  addition  she  kept  her  house  in  order  with- 
out outside  aid.  Obviously  she  had  made  these  ad- 
justments with  a great  deal  of  tension,  irritability 
and  discontent.  On  the  surface,  she  appeared  a 
brave,  tolerant  wife  and  mother  making  the  best  of 
a difficult  situation.  A single  interview  disclosed 
many  poorly  concealed  resentments  and  aggressions. 
She  frequently  became  fatigued  and  martyr-like. 
Her  ambitiousness  and  driving  force  irked  the  pa- 
tient constantly  and  made  him  painfully  aware  of 
his  inadequacies.  She  managed  and  bossed  him  at 
times  as  if  he  were  an  unwanted  child,  and  maintain- 
ed a constant  challenging  attitude  toward  him,  often 
telling  him  how  a once  alcoholic  brother-in-law  had 
rehabilitated  himself.  Her  pessimism  and  insecurity 
were  outstanding.  She  had  hoarded  secretly  many 
morbid  misconceptions  regarding  the  hopelessness  of 
cases  of  brain  injury.  Seeing  him  only  as  a burden 
whose  intelligence  was  impaired  and  who  might  sud- 
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denly  become  insane,  she  became  cool  in  her  affec- 
tion. She  also  readily  admitted  sexual  frigidity  and 
erratic  use  of  contraception. 

Therapy:  Discussions  with  patient’s  wife  and  a 
thorough  ventilation  of  her  emotions  and  attitudes 
were  obviously  needed.  Her  responsibilities  in  mari- 
tal adjustments  and  the  patient’s  recovery  were  dis- 
cussed at  length.  She  was  directed  to  new  lines  of 
thought  and  feeling.  It  was  pointed  out  to  her  that 
they  could  afford  part-time  help  with  housework. 
The  importance  of  her  diversional  and  recreational 
needs  was  emphasized.  Sexual  hygiene  was  clarified. 

A detailed  medical  report  clarified  the  patient’s 
compensation  claims  and  he  was  awarded  a lump 
sum  of  about  $4000  for  medical  expenses,  and  dis- 
ability. 

The  patient  was  given  a straightforward  formula- 
tion of  his  present  plight  as  an  injured  person  with 
some  residual  deficits.  He  would  become  no  worse. 
Much  depended  upon  how  he  took  his  loss  and  handi- 
cap and  what  assets  he  could  muster  as  a mature 
individual.  He  must  acknowledge  that  he  might  have 
to  be  satisfied  with  simpler  work  attainments.  It  ap- 
peared extremely  unlikely  that  he  could  return  to  his 
prior  occupation  of  steel  construction  foreman.  In 
fact,  it  was  gradually  revealed  that  he  had  forgotten 
a great  deal  about  steel  construction  work  nor  could 
he  stand  the  nervous  tension  or  high  places  such 
work  necessitated,  as  he  found  when  he  returned  to 
work  after  his  injury.  His  latest  work  making  con- 
crete burial  vaults  with  his  father  represented  only 
a desperate  and  futile  effort  to  earn  a meager  wage. 
He  had  no  pride  or  interest  in  this  work  and  got  on 
poorly  with  his  father,  whom  he  blamed  for  depriv- 
ing him  of  further  education. 

Carpentry  had  been  his  second  choice,  but  only  af- 
ter several  discussions  could  he  accept  this.  Then  he 
feared  beginning  anew.  Who  would  try  him?  Who 
would  tolerate  his  blundering  slowness  ? It  was  dis- 
covered then  that  his  father-in-law  was  returning  as 
a housing  contractor.  The  patient  was  advised  to 
approach  him.  The  results  were  better  than  could  be 
anticipated. 

The  patient  began  to  work  for  his  father-in-law. 
His  carpentry  skills,  dormant  for  many  years,  re- 
turned. He  immediately  sensed  accomplishment  and 
restoration  of  self-confidence.  Under  the  watchful 
eye  of  his  father-in-law  he  improved  rapidly  to 
where  he  could  accept  full  responsibility  (and  pay- 
check)  of  a master  carpenter. 

Most  of  Ms  previous  symptoms  and  woes  disap- 
peared. He  and  his  wife  could  now  see  the  day  when 
their  economic  status  would  permit  her  to  quit  work. 

DISCUSSION 

This  case  illustrates  a problem  frequently 
observed  in  civil  and  military  experience.  It 
demonstrates  well  what  occurs  when  therapy 
is  directed  to  helping,  in  good  rapport,  the 
man  who  has  the  injury  or  disease.  It  is  evi- 
dent that  much  can  be  done  with  a malleable 
personality  blessed  with  usable  assets  and  a 
desire  to  get  well.  Such  cases  likewise  indi- 
cate the  great  importance  of  psychologic, 
prophylactic  measures  which  should  start  as 
soon  as  the  patient  regains  consciousness. 


CHRONIC  RESIDUAL  SYMPTOMS  WHICH 
FOLLOW  BRAIN  INJURY 

To  understand  these  symptoms  requires  a 
knowledge  of  the  complex  integration  of 
pathologic,  physiologic,  biochemical  and  psy- 
chologic alterations  which  may  follow  injury 
to  the  brain^i>.  The  patient  will  report  one  or 
several  of  the  following  complaints : 

1.  Motor  disability  such  as  ataxia,  plegia 
or  paresis. 

2.  Sensory  disturbances  or  distortions; 
most  commonly  visual,  auditory  or  peripher- 
al sensations. 

3.  Convulsive  disorder. 

4.  Loss  of  intellectual  assets,  including  the 
use  of  language  and  symbols. 

5.  Headache,  dizziness,  syncope  and  other 
distressing  vegetative  phenomena. 

6.  Emotional  disturbance  or  instability,  in- 
cluding distress  as  anxiety,  tension,  fear, 
irritability,  temper  tantrums  and  depression. 

7.  Disturbance  in  capacity  for  interperson- 
al relationships,  as  seclusiveness,  dislike  of 
crowds,  shyness,  feelings  of  inferiority,  loss 
of  self-confidence,  undue  sensitivity  or  sus- 
piciousness. 

The  picture  is  markedly  oversimplified  if 
we  imply  that  the  fundamental  problems  of 
the  patient  with  brain  injury  consist  merely 
of  certain  neurological  defects  (such  as  par- 
alysis, sensory  loss  or  aphasia),  occasional 
convulsive  paroxysms^  a diminution  of  intel- 
lectual faculties  and  subjective  distress 
(such  as  headache  and  dizziness). 

Depending  on  the  severity  and  location  of 
damage,  the  patient  with  brain  injury  expe- 
riences many  unpredictably  fluctuating  part- 
deficits  in  perception,  intellection  and  ex- 
pression. These  may  be  gross  or  annoyingly 
subtle  and  fleeting.  Such  deficits  are  often 
aggravated  temporarily  but  in  a startling 
manner  by  anxiety  and  fatigue. 

Intellectual  losses  do  not  consist  of  an  even 
lopping  off  of  various  faculties  or  simple,  re- 
duction in  mental  capacity.  Rather,  typical 
spotty  loss  of  certain  abilities  occur (2). 

If  intellectual  loss  has  been  at  all  severe 
there  is  a generalized  retardation  in  initiat- 
ing all  activity  and  a loss  of  automatic,  dy- 
namic awareness  in  one  or  more  sensory 
fields.  Mental  associations  are  now  more 
limited  in  number  and  quality.  Complex  situ- 
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ations  can  no  longer  be  analyzed  with  facili- 
ty. If  put  under  pressure,  the  individual  re- 
acts with  apprehension  and  dread.  Choice  of 
alternatives  of  action  are  often  poor.  These 
patients  cannot  anticipate,  organize  or  plan. 
Defective  memory  and  planning  blunt  long 
range  goals  or  ideals.  There  is  often  diminu- 
tion in  appreciation  of  social  values  and  com- 
prehension of  abstractions. 

Psychological  tests  of  specific  intellectual 
components  readily  reveal  loss  of  ability  to 
analyze  and  synthesize.  These  patients  are 
unable  to  change  their  method  of  attack  on 
situations  or  to  shift  attitudes  or  concepts. 
Memory  defects  are  prominant  for  recent  or 
new  situations.  They  are  unable  to  deal 
comprehensively  with  variables,  with  more 
than  one  aspect  of  a problem  or  with  dual 
relationships.  It  is  difficult  for  them  to 
handle  new  problems,  especially  those  not 
depending  on  old  information  and  habits. 
Attention  and  concentration  are  impaired 
and  especially  shattered  by  anxiety.  Their 
thinking  often  shows  evidence  of  helpless 
repititiousness.  Trying  doggedly,  they  often 
recognize  some  inadequacy  but  are  helpless 
to  change  their  attacks. 

Patient,  family,  employer  and  physician 
alike  may  be  unaware  of  intellectual  deficits 
in  some  patients  because  retention  of  other 
assets  permits  coverup  or  substitution.  These 
patients  with  intellectual  losses  frequently 
retain  previously  accumulated  factual  data, 
the  common  information  of  everyday  adult 
life,  vocabulary  and  verbal  abilities,  old  mem- 
ories, habits  and  concepts  previously  learned 
and  the  ability  to  handle  readily  meaningful 
or  concrete  concepts.  They  can  often  manage 
the  problems  immediately  at  hand,  especially 
if  the  latter  can  be  dealt  with  unreflectively. 
They  frequently  use  trial  and  error  methods 
successfully  and  undetected  by  those  un- 
trained to  recognize  this.  In  addition  to  dem- 
onstrating these  intellectual  retentions  and 
adjustments,  performances  reveal  dogged 
perseverance  and  perfectionism,  strict  adher- 
ence to  directions  and  attention  to  social 
amenities,  all  of  which  may  be  very  disarm- 
ing. 

Patients  with  brain  injury  often  lose  the 
easy  command  of  thinking  to  which  they  had 
been  accustomed.  They  can  no  longer  indulge 
in  “luxury  thinking.”  Sustained  mental  work 
suffers  from  lapses  in  attention.  It  is  now 
difficult  to  perceive  and  integrate  all  of  the 
elements  of  a pattern  or  situation.  A glance 
or  a quick  survey  no  longer  provides  the  pa- 


tient with  a clear  impression  of  objects  or 
situations.  Only  a portion  of  a pattern  can  be 
perceived  at  a time  and  attempts  to  appreci- 
ate the  whole  become  difficult.  Details  of  the 
pattern  may  be  perceived  clearly  when  they 
are  tackled  bit  by  bit,  but  the  patient  can  no 
longer  manage  a perception  of  the  whole  pat- 
tern in  which  these  details  will  stand  out 
clearly  together.  Alertness  to  broad  sensory 
fields  fatigues  rapidly.  The  razzle-dazzle  of 
multiple,  simultaneous  stimuli  cannot  be 
managed,  and  consequently,  some  stimuli 
automatically  black  out  and  are  not  per- 
ceived. 

Thus  handicapped,  the  person  with  brain 
injury  experiences  the  complexities  of  every- 
day life  as  difficult  to  understand  rapidly 
and  now  beyond  his  ready  control.  His  com- 
mand and  ability  to  manipulate  the  four  di- 
mensional, dynamic  problems  of  life  are  im- 
paired. He  now  strives  to  simplify  his  envi- 
ronment down  to  what  he  can  attend  to.  In 
retrenching  himself  he  may  become  painfully 
meticulous  and  orderly,  excessively  serious 
and  dogged  in  his  efforts  to  see  himself 
through  with  the  assets  which  remain. 

He  often  wonders,  “Where  do  I stand?”, 
but  now  he  lacks  the  fine  psychological  pal- 
pation which  previously  reassured  him  con- 
stantly. These  experiences  often  occur  to  an 
individual  who  may  yet  recall  painfully  what 
it  was  to  function  with  wide-awake  under- 
standing of  the  dynamic  world  about  him 
and  who  wants  to  react  to  each  situation 
with  the  rapid  deliberation,  plan  and  purpose 
he  sees  in  others  and  which  were  once  his. 

HUMAN  BIOLOGY  AND  BRAIN  INJURY 

Given  a patient  who  complains  of  chronic 
symptoms  following  brain  injury,  one  must 
first  rule  out  surgically  amenable  conditions ; 
particularly  intracranial  hematoma  or  effu- 
sions (epidural,  subdural  or  intracerebral), 
infection,  scars  or  cysts,  injury  of  the  cervic- 
al spine  and  traumatic  aneurism. 

However,  in  convalescence  from  surgery  or 
before  elective,  poorly  defined  or  radical  sur- 
gerv  is  performed  and  obviously  in  a non- 
surgical  case,  ample  consideration  must  be 
given  the  host  who  has  the  neurophysiologic 
changes.  We  must  turn  to  the  host  for  two 
reasons : 

1.  Following  head  injury  his  emotional- 
vegetative  reactions  will  play  an  important 
physiologic  role  in  his  recovery.  He  has  been 
rendered  vulnerable  to  these  reactions. 
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2.  The  host  often  can  muster  assets  which 
will  aid  his  rehabilitation  and  recovery. 

Lfesions  destroying  exactly  the  same  areas 
in  different  brains  do  not  cause  the  same 
symptoms  or  distress.  The  life  experiences  of 
each  individual  have  conditioned  and  modifi- 
ed his  brain  so  that  it  is  unique  and  his  own. 

The  individual  who  has  incurred  brain  in- 
jury may  be  variably  equipped  to  re-adjust, 
compensate  and  make  the  most  of  what  he 
has  left.  The  equipment  which  he  has  for 
these  adjustments  may  be  extensive  or  limit- 
ed not  only  by  reason  of  the  injury,  but  also 
by  heredity,  life  experiences  and  acute  prob- 
lems and  confusion  arising  from  the  injury 
and  convalescence.  Fear,  guilt,  despondency, 
resentment  and  frustration  from  any  source 
will  provide  unfavorable  conditions  for  resti- 
tution of  an  injured  brain. 

Wartime  experiences  with  numbers  of  men 
with  brain  injury  have  shown  us  that  with- 
out psychotherapeutic  push  under  skilled 
supervision  we  could  never  appreciate  fully 
what  assets  each  man  could  muster.  With 
good  rapport,  knowledge  of  the  patient  and 
his  tolerances,  information  concerning  per- 
formances on  psychological  tests  and  con- 
trol of  extraneous,  experiential  and  emotional 
factors,  the  physician  found  each  man  able  to 
continue  to  adjust  and  improve  for  a long 
period. 

Patients  with  severe  intracranial  damage 
and  those  with  personalities  reacting  poorly 
to  injury  and  disability  are  the  ones  who  will 
return  repeatedly  and  will  be  the  most  diffi- 
cult to  treat.  The  extent  of  recovery  possible 
in  100  combat  veterans  with  known  penetrat- 
ing brain  damage  was  indicated  in  a follow- 
up study  which  revealed  9 of  them  symptom 
free  and  60  formally  employed  or  attending 
schoob^),  Denny  Brown^^>  likewise  demon- 
strated that  90  per  cent  of  patients  in  closed 
head  injury  group  could  return  to  their  pre- 
vious employment  within  5 months. 

Men  struggling  to  readjust  to  brain  injury 
are  susceptible  to  neurotic  reactions.  They 
stagnate  and  fall  readily  into  ruts  of  poorly 
adaptive  behavior.  Emotional  shock  and 
brain  alterations  motivate  regression  to  less 
mature  integration  and  less  efficient  action 
patterns.  After  brain  injury  one  may  observe 
a release  of  latent  adjustment  mechanisms 
which  previously  could  not  or  need  not  have 
been  expressed.  Brain  injury  may  change 
functions  of  the  brain  itself  in  such  a manner 
as  to  provoke  neurotic  attitudes  or  facilitate 


these  reactions  of  the  total  personality.  How- 
ever, despite  their  associations  with  brain  in- 
jury, many  such  neurotic  reactions  remain 
susceptible  to  psychotherapy. 

It  is  therefore  important  to  know  who  the 
individual  is,  how  he  experienced  his  injury 
and  its  sequelae,  under  what  emotional 
stresses  he  had  been  operating  at  the  time 
of  the  injury  and  what  emotional  hurdles 
stand  in  the  path  of  rehabilitation.  His 
previous  personality,  recent  and  concurrent 
life  problems  and  multiple  adjustments  aris- 
ing out  of  the  injury  are  of  vital  prognostic 
significance  and  to  be  managed  early. 

The  reactions  to  imposed  hospitalization, 
invalidism  and  convalescence  are  individual. 
In  one  case  hospitalization  may  offer  a ref- 
uge to  be  relinquished  with  difficulty.  To  an- 
other its  restrictions  give  rise  to  constant 
frustration.  Necessary  experiences  at  these 
times  are  inactivity,  “too  much  time  to 
think,”  fear  of  falling  behind  and  removal 
from  family  and  employment. 

Emotional  vegetative  reactions,  deleteri- 
ous to  recovery,  will  arise  from  two  sources : 

1.  Those  due  to  injury  and  its  conse- 
quences (psychic  shock,  disability,  convalesc- 
ence and  so  on). 

2.  Those  unrelated  to  the  injury  but  never- 
theless recent  or  concurrent  with  it  (roughly 
within  a year). 

Both  sources  are  equally  important  and 
the  distinctions  are  indicated  only  for  the 
purpose  of  clear  understanding.  Not  only 
those  problems  directly  related  to  the  injury 
are  significant.  The  death  of  a loved  one  or  a 
turbulent  marital  setting,  unrelated  to  the 
injury,  may  be  as  important  in  recovery  as 
the  problems  of  financial  loss  and  occupa- 
tional readjustment  consequent  to  injury. 
Family  emotional  conditions,  educational  and 
vocational  history,  economic  adjustments, 
sexual  and  marital  problems,  diversional  and 
recreational  interests,  social  cultural  striv- 
ings and  religious  goals  will  all  bear  scrutiny 
for  sources  of  unhealthy  emotional-vegeta- 
tive reactions.  What  fear,  frustration,  anger, 
guilt  and  despondency  have  arisen  from 
these  sources?  From  what  unbearable  situa- 
tions does  the  patient  seek  escape  ? 

What  does  this  injury,  its  resultant  dis- 
ability and  treatment  mean  to  this  patient? 
How  does  he  experience  these  things  ? What 
changes  in  his  home,  occupation,  finances, 
diversions  and  strivings  does  the  injury 
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necessitate?  How  has  the  injury  altered  his 
status  within  the  family,  at  work,  in  society  ? 
Can  he  no  longer  retain  his  dominant  or  ag- 
gressive status?  He  may  for  the  first  time 
have  obtained  some  recognition  and  domina- 
tion because  of  his  injury.  The  injury  may 
even  provide  a desired  chance  for  dependence 
on  others. 

Convalescence  is  complicated  by  many 
such  factors,  including  indecision  about  re- 
turn to  work,  anxiety  over  compensation  or 
litigation  and  fear  of  another  head  injury.  It 
is  often  believed  that  any  type  of  exertion 
may  harm  recovery.  Apprehension  persists 
about  what  to  tell  a prospective  employer. 
Burdens  of  outmoded  medical  misconceptions 
and  folklore  concerning  “brain  injury”  are 
often  borne  by  patients  and  their  relatives. 

Pitfalls.  The  constant  presence,  insepara- 
bility and  interaction  of  organic  and  func- 
tional aspects  must  be  understood.  Time  is 
ill  spent  in  impossible  attempts  to  label  pa- 
tients as  functional  or  organic.  The  neuro- 
physiologic integration  of  each  individual 
differs  and  resounds  to  the  intracranial  al- 
terations in  its  own  peculiar  manner.  Only 
when  the  individual  who  has  brain  injury  is 
known  can  the  problems  of  distress,  deficit 
and  disability  be  assessed.  Interest  then 
should  be  concerned  primarily  with  treat- 
ment of  a traumatized  organism.  Once  emer- 
gency surgical  needs  are  provided,  a review 
of  the  pre-injury  personality,  the  setting  of 
the  injury  and  the  problems  of  convalescence 
should  come  next.  This  study  should  not 
simply  scrutinize  how  “neurotic”  the  patient 
might  have  been  before  the  injury.  Each 
patient  has  assets,  too,  which  must  be 
sought,  for  these  provide  the  framework  of 
therapy  and  reconstruction. 

It  is  hazardous  to  oversimplify  these  prob- 
lems merely  because  organic  findings  are 
present.  A ventricular  dilitation  or  abnor- 
mality in  the  brain  wave  tracing  does  not  ac- 
count for  every  symptom.  The  future  of  pa- 
tients with  head  injury  will  be  tragic  if  man- 
agement is  oriented  only  to  the  cerebral  scar, 
the  brain  wave  tracing,  the  aphasia  or  the 
hemiplegia.  One  must  continually  inquire, 
does  this  lesion  demonstrated  by  neurologic 
findings,  surgical  investigation,  brain  wave 
tracings  or  pneumoencephalograms  explain 
all  of  the  patients  symptoms?  Despite  this 
lesion  and  even  if  surgery  is  necessary,  how 
can  the  host  be  assisted  to  readjust  to  these 
problems  ? 


Once  brain  injury  has  been  determined, 
the  temptation  arises  to  impute  every  symp- 
tom to  this  alone.  In  few  places  in  the  prac- 
tice of  medicine  does  post  hoc  reasoning  ap- 
pear so  frequently  as  it  does  in  these  prob- 
lems of  head  injury.  There  is  a natural  ten- 
dency to  oversimplify  and  decide  that  little 
can  be  done  because  of  the  residual  damage 
of  brain  injury.  Therefore,  all  symptoms 
are  due  to  it  and  concepts  of  treatment  im- 
mediately become  restricted  to  surgical  re- 
moval of  a scar,  physiotherapy,  medication 
such  as  phenobarbital  and  little  else. 

The  physician  himself  provides  part  of  the 
experience  of  recovery  to  his  patient.  He 
may  present  experiences  which  will  mean  the 
difference  between  early  recovery  or  pror 
longed  distress.  He  is  in  a crucial  position  to 
incite  or  allay  chronic,  disabling  emotional 
reactions.  Pessimism  or  uncertainty  regard- 
ing the  ultimate  outcome,  mention  of  other 
cases  who  “never  got  over  it”,  or  vaccilating, 
overcautious,  anxious  management  are  detri- 
mental to  these  patients.  Convalescence  is 
unduly  prolonged  by  a hardboiled  or  punitive 
attitude,  the  hopeless,  “nothing  can  be  done” 
formulation,  hasty  slips  of  the  tongue,  think- 
ing aloud  in  front  of  the  patient,  neglect  of 
formulations  to  relatives,  the  use  of  technical 
language  and  discussions  on  pathology,  ref- 
erence to  X-ray  pictures  and  brain  wave 
tracings  and  the  encouragement  of  undue  in- 
validism. Symptoms  of  psychogenic  and 
emotional  origin  must  not  be  treated  as  the 
result  of  organic  disease.  Successful  con- 
valescence from  head  injury  is  effected  only 
by  thoughtfulness  and  awareness  of  all  psy- 
chologic and  physiologic  dangers  besetting 
the  patient.  It  becomes  the  physician’s  re- 
sponsibility to  insist  that  concepts  of  brain 
injury  lose  their  outmoded,  misconceived 
symbolism.  Then  mental  hygiene  becomes 
as  respected  as  the  surgeon’s  sterile  technic. 
Emphasis  may  be  placed  on  the  cheerful 
spirit  of  rehabilitation  and  indicating  to  each 
patient  his  own  responsibility  and  resources 
in  convalescence. 

Physician  and  patient  alike  must  recognize 
that  the  brain,  like  other  vital  systems,  pro- 
vides a margin  of  safety  whereby  alteration 
of  some  portion  may  cause  little  functioning 
deficiency.  It  is  unwarranted  to  assume  that 
brain  damage  must  equal  disability,  gram  for 
gram,  or  per  cent  for  per  cent.  Yet  one  must 
not  forget  that  the  head  and  brain  are  psy- 
chologically most  important  body  parts  to 
the  patient.  Foster  Kennedy succinctly 
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stated,  “A  neurosis  can  more  easily  be  erect- 
ed on  a head  injury  than  on  any  other  form 
of  trauma.  Because  a man  has  been  hurt 
near  where  he  lives,  he  is  more  edgy  about 
his  head  .....  than  any  other  part  of  his 
body  and  he  becomes  an  easy  victim  of  sug- 
gestion.” The  inherent  association  in  the 
patient’s  mind  of  brain  injury  with  insanity 
and  helpless  invalidism  must  be  corrected. 

MOTOR  AND  SENSORY  DISTURBANCES 

Motor  and  sensory  disturbances  require 
long-term,  enthusiastic  physiotherapy,  reme- 
dial exercises  and  occupational  therapy.  It  is 
possible  to  reeducate  some  nerve  cells  which 
substitute  well  for  those  deranged.  Some 
muscles  can  also  be  trained  to  take  the  place 
of  those  which  no  longer  function.  Agility 
as  well  as  confidence  can  be  restored.  Besides 
merely  learning  how  to  use  limbs  again,  hem- 
iplegic patients  delight  in  learning  how  to 
fall  or  tumble  without  hurting  themselves. 
Some  permanent  handicaps  such  as  hemian- 
opsia or  paralysis  must  be  accepted,  adjusted 
to  and  healthy  compensation  developed.  The 
management  of  these  difficulties  requires  in- 
dustry, enthusiasm,  a sincere  desire  to  get 
well  and  appreciation  of  accomplishment  by 
the  patient.  They  also  require  interprofes- 
sional cooperation  and  integration  of  efforts 
by  the  physician,  the  vocational  counsellor, 
the  instructor,  the  physiotherapist,  the  occu- 
pational therapist  and  others.  Merely  to  as- 
sign a patient  to  various  professional  groups 
who  assist  him  in  routine,  isolated  and  some- 
times conflicting  or  repetitious  fashion 
proves  confusing  and  detrimental. 

INTELLECTUAL  LOSSES 

Intellectual  losses  will  require  a detailed 
study  by  means  of  psychological  batteries  of 
what  assets  and  deficits  remain ; then  advice 
and  training  in  efficient  use  of  the  remaining 
assets  along  with  insight,  relearning,  substi- 
tutions of  ability  and  avoidance  of  those  in- 
tellectual tasks  in  employment  which  strain 
the  individual.  Reeducation  goals  must  be 
practical,  rarely  academic  and  usually  fitted 
to  the  patient  and  his  likely  vocational 
choices. 

CONVULSIVE  SEIZURES 

Convulsive  seizures  will  respond  usually  to 
medication  (phenobarbital,  dilantin,  mesan- 
toin),  surgical  removal  of  a scar  or  cyst  and 
practical,  mature  adjustment  to  a handicap. 
Certainly  a sensible,  grown-up  adjustment  to 
an  occasional,  episodic  loss  of  consciousness 
must  be  encouraged  constantly.  Each  pa- 


tient will  have  to  respect  dangers  involved  in 
driving  vehicles,  working  near  dangerous 
machinery  or  being  on  high  places  from 
which  he  might  fall.  Otherwise  he  must  lead 
as  normal  a life  as  possible.  Medieval  no- 
tions of  epilepsy  must  be  supplanted  by 
healthy,  modern  concepts  of  adjustment  as 
Dr.  Tracy  Putnam  has  emphasized  in  his 
book(6). 

HEADACHES  AND  DIZZINESS 

The  management  of  headaches  and  dizzi- 
ness will  involve  psychotherapy  (directed  at 
relieving  the  emotional-vegetative  tensions), 
graduated  exercise  and  physical  hardening, 
analgesics  (aspirins  grs.  10  with  nembutal 
grs.  1/^  to  11/2  every  4-6  hours)  or  the  use  of 
some  of  the  more  empirical  pharmacologic 
approaches  (ergotomine,  prostigmine,  benze- 
drine, etc.)^'^).  Physiotherapy  to  the  soft 
tissues  of  the  head  and  neck  is  often  valu- 
able. In  localized  pain  novocaine  injection  of 
the  scalp,  its  musculature  and  about  various 
blood  vessels  is  advisable. 

EMOTIONAL  INSTABILITY 

Emotional  instability  and  difficulty  in  in- 
terpersonal relationships  are  primarily  psy- 
chotherapeutic problems. 
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This  case  is  presented  for  three  reasons: 
(1)  Because  the  tumor,  a retroperitoneal 
ganglioneuroma,  is  rare;  (2)  because  during 
the  first-stage  operation  in  the  removal  of 
the  tumor,  the  inferior  vena  cava  was  ligated 
in  two  places  and  was  observed  at  the  second- 
stage  operation  three  weeks  later;  and  (3) 
because  the  patient  died  of  hemorrhage  after 
a fall  two  months  following  the  first  opera- 
tion, presumably  because  of  a fracture  of  a 
clot  in  the  ligated  section  of  the  inferior 
vena  cava. 

This  eleven  year  old  child  was  first  examined 
July  13,  1946.  She  appeared  for  routine  examina- 
tion before  attending  summer  camp  and  had  no  com- 
plaints, A mass  was  found  in  the  right  side  of  the 
abdomen.  Her  past  history  was  negative.  Her  fam- 
ily history  was  negative  with  the  exception  of  her 
mother  having  carcinoma. 

On  admission  to  the  hospital  her  only  symptom 
was  some  pain  in  the  lower  left  quadrant  of  the  ab- 
domen; the  pain  was  present  only  during  urination. 
The  second  day  in  the  hospital  she  had  mild  pain  in 
the  back. 

Physical  examination  was  negative  with  the  ex- 
ception of  a large  mass  in  the  right  side  of  the  ab- 
domen which  seemed  to  extend  past  the  midline. 

Laboratory  studies,  including  non-protein  nitro- 
gen and  creatinine,  were  within  normal  limits. 

Gastro-intestinal  series  including  a barium  enema 
showed  a mass  displacing  the  intestines  to  the  left. 
Intravenous  pyelogram  showed  the  right  kidney  to 
be  displaced  upwards  and  to  be  the  site  of  moderate 
hydronephrosis.  The  radiographic  diagnosis  was 
that  of  a retroperitoneal  mass. 

Operation  was  decided  upon  and  a preoperative 
diagnosis  of  neuroblastoma  was  made. 

On  July  25  the  abdomen  was  opened  through  a 
long  right  rectus  incision.  This  approach  was  used 
because  it  is  very  difficult  to  remove  a large  retro- 
peritoneal tumor  in  a child  through  an  oblique  kid- 
ney-type incision.  On  opening  the  abdomen  a retro- 
peritoneal tumor  extending  from  the  liver  above  to 
the  pelvis  below  was  found.  The  tumor  extended 
past  the  midline  displacing  the  aorta  to  the  left.  It 
was  very  adherent  medially  and  posteriorly.  The 
cecum  and  ascending  colon  were  mobilized  by  cut- 
ting the  lateral  peritoneal  attachment  and  reflected 
past  the  midline.  The  vena  cava  was  seen  coursing 
over  the  medial  one  third  of  the  tumor.  This  was 
mobilized  and  tapes  were  passed  around  it.  At  this 
stage,  in  passing  a finger  over  the  upper  medial  bor- 
der of  the  tumor,  the  vena  cava  or  a large  branch 
was  torn,  resulting  in  active  hemorrhage  and  neces- 
sitating ligation  of  the  vena  cava  at  this  high  level. 
Although  blood  was  available  and  a needle  had  been 


placed  in  the  vein  before  the  operation,  at  this  time 
blood  failed  to  run.  It  was  felt  best  not  to  proceed 
with  the  operation;  so  a biopsy  of  the  tumor  was 
taken  and  the  abdomen  closed.  Before  the  abdomen 
was  closed,  however,  the  site  of  ligation  of  a branch 
of  the  vena  cava  four  to  five  inches  below  the  first 
ligation  started  to  bleed  actively;  and,  therefore, 
the  vena  cava  was  again  ligated. 

At  this  time  the  tumor  was  still  thought  to  be  a 
malignant  neuroblastoma  because  of  its  marked  ad- 
herence posteriorly  and  medially.  Microscopic  sec- 
tion, however,  proved  it  to  be  a ganglioneuroma, 
which  is  a benign  tumor. 

The  patient’s  convalescence  was  uneventful.  She 
was  given  two  pints  of  whole  blood  and  a , second 
operation  was  decided  upon. 

It  is  interesting  to  note  that  in  spite  of  the  double 
ligation  of  the  vena  cava  the  patient  at  no  time  de- 


Figure  1.  Preoperative  intravenous  pyelogram  sho'wing  large 
tumor  on  right  side  of  abdomen  and  hydronephrosis  of  right 
kidney  vYhich  is  displaced  upwards. 


veloped  any  signs  of  disturbance  in  the  return  circu- 
lation. There  was  no  edema  or  swelling  of  the  low- 
er extremities  and  no  pain.  She  was  out  of  bed  in 
one  week. 

On  August  20,  1946,  the  second  operation  was  car- 
ried out.  Preliminary  to  operation  a canula  was 
placed  in  the  arm  and  blood  flow  was  started.  The 
approach  was  the  same  as  before  with  the  exception 
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of  the  enlargment  of  the  wound  laterally  by  making 
a T-type  incision.  The  vena  cava  was  again  vis- 
ualized and  a clot  found  between  the  two  sites  of 
ligation.  The  clot  distended  the  vena  cava  to  size 
slightly  larger  than  one  would  normally  consider 
the  average  vena  cava  to  be.  The  tumor  was  very 
adherent  to  the  aorta.  A moderately  sized  direct 
branch  was  clamped  and  cut,  but  the  clamp  slipped 


Figure  2.  Postoperative  intravenous  pyelogram  taken  18 
days  after  removal  of  tumor  showing  decrease  in  hydro- 
nephrosis of  right  kidney. 


and  hemorrhage  was  profuse.  Bleeding  was  con- 
trolled by  clamp  and  suture  ligature.  The  child  was 
given  2500  cc.  of  whole  blood  and  1000  cc.  of  plasma 
during  the  operation.  All  blood  was  bank  blood. 

In  removing  the  tumor,  it  was  necessary  to  cut 
three  large  pieces  from  the  tumor  mass  in  order  to 
gain  exposure  on  the  posterior  side.  Sharp  dissec- 
tion was  required  for  removal  from  the  vertebral 


Figure  3.  Photograph  of  tumor.  Measurements  30  cm.  in 
length  and  15  cm.  in  diameter.  Weight  1400  gms. 


bodies  and  retroperitoneal  structures  because  the 
tumor  was  very  adherent.  Hemorrhage  was  pro- 
fuse from  all  areas. 


The  patient  left  the  table  in  fairly  good  condition, 
and  her  convalescence  was  uneventful.  She  was  able 
to  be  out  of  bed  at  the  end  of  one  week  and  would 


Figure  4.  Microscopic  section.  Low  power. 


have  gone  home  within  a few  days  but  for  the  fact 
that  her  mother  was  dying  of  carcinoma  in  the  hos- 
pital at  the  time.  On  the  18th  postoperative  day  she 
fell  down  a flight  of  steps  in  the  hospital  and  struck 
her  back.  Following  this  she  complained  of  a dull 
pain  in  the  lower  part  of  the  abdomen  and  in  the 
legs.  Her  temperature,  which  had  been  normal  for 
some  time,  became  elevated  to  100°  Fahrenheit.  She 
complained  more  bitterly  each  day  of  pain  in  the 


Figure  5.  Microscopic  section.  High  power. 
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lower  extremities,  especially  the  left  thigh,  left  side 
of  the  back,  and  lower  part  of  the  abdomen  on  the 
left  side.  On  the  21st  postoperative  day  she  had 
sudden  severe  bleeding  from  the  old  stab  wound 
from  which  the  drain  had  previously  been  removed. 
She  went  into  shock.  The  abdomen  became  distended 
from  bleeding.  She  was  given  transfusions  in  the 
hope  that  the  bleeding  would  be  controlled,  but  in 
spite  of  that  she  became  progressively  worse  and 
died  on  the  25th  postoperative  day  from  the  second 
operation  and  the  55th  postoperative  day  from  the 
first  operation.  An  autopsy  was  not  obtained. 

PATHOLOGICAL  REPORT 
(By  Dr.  B.  Carl  Russum) 

Gross  Description:  Large  ovoid  mass  which  pre- 
viously had  been  divided  into  four  sections.  Total 
gross  measurement  of  this  mass  of  tissue  would  be 
about  30  cm.  in  length  and  15  cm.  in  diameter.  The 
serosal  surface  for  the  most  part  is  smooth  and  the 
tumor  is  well  encapsulated  but  numerous  roughened 
areas  can  be  seen  where  apparently  the  tumor  was 
adherent  to  surrounding  structures.  This  tumor  to 
palpation  is  rubbery  in  consistency  and  on  section 
seems  to  be  composed  of  pink-grey,  brownish  tissue 
with  numerous  small,  white,  fibrous  strands  running 
through  it.  All  the  tissue  of  this  tumor  seems  to 
have  been  included  in  this  section.  The  tissue 
weighs  1400  gms. 

Histology:  Whorled  arrangement  of  fibers  with 
numerous  ganglion  cells.  Some  of  these  cells  con- 
tain several  nuclei.  No  mitotic  figures. 

Diagnosis:  Ganglioneuroma. 

COMMENT 

Retroperitoneal  ganglioneuromas  are  rela- 
tively rare  tumors  of  congenital  origin.  They 
develop  from  cell  rests  that  have  become  dis- 
placed or  miscarried  during  the  migration  of 
ganglionic  crests  during  embryonic  life.  In 
1932  Bigler  and  Hoyne^G  reported  97  cases 
of  ganglioneuromas,  three  of  which  were 
retroperitoneal  and  in  children.  Reynolds 
and  Cantor, < 2)  ^ recent  review  of  the  liter- 

ature, report  the  authenticated  cases  of 
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PENICILLIN  LOZENGES  FOR  DIPHTHERIA 
CARRIERS 

Encouraging  results  from  penicillin  administered 
locally  in  the  treatment  of  carriers  of  virulent  diph- 
theria are  reported  in  the  March  27  issue  of  The 
Journal  of  the  American  Medical  Association. 

A carrier  is  a person  with  no  visible  sign  of  the 
disease  but  who  has  the  diphtheria  bacilli  in  his 
throat  and  transmits  them  to  others. 

Administration  of  penicillin  intravenously  is  of 
little  value,  but  when  it  is  administered  either  as  a 
lozenge  under  the  tongue  or  as  a spray  it  has 
shown  good  results,  the  article  states. 

The  author,  Dr.  A.  J.  Levy,  Dixon,  111.,  points 
out  that  while  this  form  of  penicillin  administra- 
tion for  diphtheria  carriers  is  still  in  the  experi- 


retroperitoneal lumbar  ganglioneuromas  to 
be  less  than  50. 

In  recapitulating  the  events  of  the  case 
here  reported,  this  seems  to  be  what  hap- 
pened after  the  fall  50  days  following  double 
ligation  of  the  inferior  vena  cava:  The  clot- 
ted section  of  vena  cava  was  fractured  and 
allowed  a small  leak  of  blood  retroperitoneal- 
ly  which  in  turn  caused  fever  and  nerve  root 
pressure  manifested  by  pain  in  the  back  and 
legs,  especially  on  the  left  side.  Two  days 
later  the  leak  assumed  large  proportions,  the 
child  collapsed,  and  fresh  blood  drained  from 
the  previous  stab  wound  drain.  With  the  de- 
crease in  pressure  the  hemorrhage  stopped 
but  returned  as  the  pressure  again  built  up 
and  caused  her  death  three  days  later. 

From  this  single  experience  it  would  seem 
that  double  ligation  of  the  inferior  vena  cava 
can  be  carried  out  in  children  without  appar- 
ent obstruction  to  the  return  circulation  from 
the  extremities.  The  return  blood  supply 
from  the  right  kidney  was  not  interfered 
with  because  the  postoperative  intravenous 
pyelogram  showed  a decrease  in  hydrone- 
phrosis. 

This  experience  also  indicates  that  when 
double  ligation  of  the  inferior  vena  cava  is 
unavoidable,  as  in  this  case,  all  tributaries 
leading  into  it  between  the  two  areas  of  liga- 
tion of  the  vena  cava  should  also  be  ligated. 
This  would  prevent  distention  of  the  vena 
cava  between  the  two  ligated  areas  and  avoid 
possible  traumatic  rupture. 
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mental  stage,  the  results  of  the  four  cases  reported 
may  serve  “to  further  the  study  of  the  effect  of 
penicillin  administered  locally  in  the  treatment  of 
diphtheria  carriers. 

“This  was  found  to  be  more  effective  because  it 
seems  the  lines  of  attack  were  directed  to  the  af- 
fected areas,”  the  doctor  writes. 

“It  is  believed  that  for  acute  cases  as  well  as 
for  the  carrier  state  the  parenteral  method  of  peni- 
cillin administration  was  of  little  value. 

“When  penicillin  was  used  locally  in  the  form 
of  lozenges  and  spray,  it  was  found  in  this  limited 
study  to  be  successful  in  the  treatment  of  carriers 
of  virulent  diphtheria  within  one  week,  and  the 
patients  remained  free  from  diphtheria  even  a 
year  after  the  study  was  made.” 
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Urethral  stricture,  congenital,  traumatic, 
postoperative  or  postgonorrheal  in  origin, 
will  always  remain  a major  urological  prob- 
lem, regardless  of  recent  advances  in  chemo- 
therapy. Whereas  decreased  incidence  of 
post-gonorrheal  stricture  is  to  be  anticipated, 
complete  elimination  of  this  cause  of  stric- 
ture is  not  to  be  expected.  Moreover,  many 
patients,  whose  strictures  long  antedate  the 
advent  of  the  newer  remedies,  will  continue 


Figure  1.  Urethrotome  in  position.  Blade  has  divided  the 
fir^t  stricture  (s)  and  is  about  to  engage  the  second. 


to  present  themselves  through  coming  years. 
It  is  our  purpose  to  report  an  almost  too 
simple  modification  in  post-internal  ure- 
throtomy care  which  has  afforded  us  distinct 
betterment  in  results. 

Of  the  various  methods  of  treatment  em- 
ployed through  the  years,  including  dilata- 
tion, internal  urethrotomy,  external  ure- 
throtomy, diathermy,  and  electro-urethrot- 
omy (Riba),(i)  none  is  to  be  viewed  as  a 
panacea.  The  first  named,  dilatation,  said 
to  have  been  described  in  Hindoo  writings^^> 
as  early  as  600  B.C.,  and  referred  to  in  medi- 
eval literature,  remains  today  the  general- 
ly accepted  standard  method,  as  well  as  a 
method  of  inestimable  value,  although  recog- 
nized as  palliative  and  inadequate.  The  in- 
ternal urethrotome  was  presented  by  Maison- 
neuve  in  1854.  Although  in  limited  use  to- 
day and  described  in  standard  textbooks,  in- 

*Read  at  annual  meeting,  Nebraska  State  Medical  Association, 
Omaha,  May  1,  1947. 


ternal  urethrotomy  is  not  without  its  critics, 
notably  Eisendrath  and  Rolnick^'‘>  who  con- 
sider that  “internal  urethrotomy  is  rarely  in- 
dicated,” because  of  resulting  scarring  and 
penile  curvature.  Contrariwise,  as  stated  by 
Botsford  et  al,^^)  “the  value  of  internal  ure- 
throtomy lies  in  the  fact  that  simple  incision 
of  dense  scar  tissue  is  less  traumatic  than 
. . . the  repeated  passage  of  steel  sounds.” 

In  our  own  experience  during  past  years 
internal  urethrotomy  has  been  a relatively 
simple  and  safe  procedure,  although  strictly 
limited  in  usefulness  by  reason  of  the  tran- 
sient nature  of  the  symptomatic  relief.  This 
defect  is  well  recognized  by  all.  Although  the 
division  of  the  stricture  may  have  permitted 
the  passage  of  large  sounds  and  provided 
free  and  easy  urination,  recurrence  of  ob- 


Figure  2.  Both  strictures  divided  and  severed  surfaces  held 
apart  by  retention  catheter. 

structive  symptoms,  and  a return  to  status 
quo,  during  a few  weeks  has  been  the  rule 
rather  than  the  exception.  We  have  noted 
the  occasional  postoperative  complication,  as 
listed  below,  but  have  not  observed  penile 
curvature. 

We  conceive  of  urethral  stricture  as  con- 
sisting of  submucous  fibrous  or  scar  tissue, 
which  has  occurred  as  the  end  result  of  na- 
ture’s repair,  following  tissue  destruction  by 
an  inflammatory  process  or  trauma.  It  is 
self-evident  that  the  rapid  recurrence  of  ob- 
structive symptoms  following  internal  ure- 
throtomy is  due  to  reunion  of  the  severed. 
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fibrous  surfaces,  which  tend  naturally  to  lie 
in  apposition,  even  though  wide  dilatation 
may  have  been  carried  out  at  operation.  Sep- 
aration of  the  cut  surfaces  by  mechanical 
means,  maintained  continuously  for  a suf- 
ficient period  of  time  to  pemiit  epitheliza- 
tion,  therefore  suggested  itself,  and  it  was 
with  this  thought  in  mind  that  we  adopted  a 
12-day,  postoperative,  retention  catheter 
routine. 

The  Maisonneuve  urethrotome,  consisting 
of  a filiform-guided,  grooved  director  (No. 
8F.),  which  carries  a blade  so  designed  as 
to  cut  only  upon  encountering  resistance  is 
familiar  to  all.  The  maximum  depth  of  the 
incision  made  by  this  instrument  is  6 mm. 
Either  caudal  or  low  spinal  anesthesia  is 
quite  satisfactory  for  internal  urethrotomy. 
After  passage  and  withdrawal  of  the  blade, 
(figures  1 and  2,  and  removal  of  the  guide, 
the  urethra  is  dilated  with  sounds  or  with 
filiform  and  followers.  Even  with  tight 
strictures,  there  is  seldom  any  difficulty  in 
carrying  the  dilatation  up  to  No.  26  or  28  F., 
and  in  introducing  a No.  22  or  24  F.  catheter. 
We  use  sulfadiazine  and  penicillin  during  the 
drainage  period,  although  sepsis  was  not  a 
serious  problem  before  the  advent  of  these 
drugs. 

Although  it  would  seem  that  a technique 
so  simple  and  so  obvious  has  doubtless  been 
used  by  others,  we  have  been  able  to  find  no 
reference  in  the  literature  or  in  urological 
textbooks  to  the  use  of  prolonged  retention 
catheter  drainage  for  this  specific  purpose, 
and  no  emphasis  upon,  nor  even  mention  of, 
the  importance  of  epithelization.  With  no 
claim  to  originality,  we  therefore  feel  justi- 
fied in  presenting  tabulated  results  in  a se- 
ries of  45  consecutive  cases,  which  are  in 
such  striking  contrast  with  results  hereto- 
fore obtained  as  to  leave  no  doubt  as  to  the 
efficacy  of  the  method.  It  is  likely  that  the 
catheter  has  also  been  a factor  in  minimizing 
postoperative  hemorrhage,  since  we  have  en- 
countered only  1 case  of  severe  bleeding  in 
the  entire  series,  and  this  from  the  prostatic 
urethra.  Although  we  have  recorded  failures 
and  complications,  the  percentage  of  patients 
reporting  prolonged  relief  has  been  suffi- 
ciently gratifying  to  justify  the  venture. 
Since  there  is  no  increased  manipulation  or 
hazard  involved,  the  patient’s  gamble  con- 
sists only  of  12  additional  days  of  hospitali- 
zation; this  against  reasonable  prospects  of 
prolonged  relief. 

In  response  to  a total  of  45  questionnaires 


posted,  replies  were  received  from  36  pa- 
tients (table  1)  at  intervals  of  time  varying 
from  4 to  40  months  following  operation.  Of 
these,  29  reported  the  urinary  stream  “free 
and  satisfactory  in  size,”  while  7 continued 
to  require  interval  dilatation  as  before.  Five 
patients  reported  persistent  nocturia.  It  is 
to  be  particularly  stressed  that  of  these  pa- 
tients, now  reporting  an  adequate  urinary 
stream  for  periods  of  time  varying  up  to  40 
months,  many  had  been  under  the  necessity 
of  frequent  interval  urethral  dilatation  for 
periods  of  many  years.  Our  criterion  of 
success  has  been  merely  a satisfactory  urin- 

TABLE  1.  Questionnaire  replies,  36  cases 


Free  stream  Cases 

Yes  29 

No  7 

Nocturia 

0-1  20 

2-3  11 

4 or  more 5 

Improved 

Yes  , 29 

No  7 

TABLE  2.  Complications  following  internal 
urethrotomy 

Cases 

Total  patients 45 

Postoperative  death* , 1 

Complications 

Hemorrhage  1 

Periurethral  abscess  3 

Operation  repeated  3 

*Pulmonary  embolus 


ary  stream  without  the  necessity  for  dilata- 
tion, as  reported  by  the  patient.  We  make 
no  claim  of  cure  since  restoration  of  the 
urethra  to  normal  is  obviously  impossible. 

In  this  connection,  however,  it  is  to  be 
noted  that  in  1 case  of  filiform  stricture  of 
the  bulbous  urethra,  it  became  necessary, 
after  a 30-day  interval,  by  reason  of  per- 
sistent residual  urine,  to  supplement  internal 
urethrotomy  with  transurethral  prostatic  re- 
section. Advantage  was  taken  of  this  oppor- 
tunity to  make  a most  careful  and  minute 
urethroscopic  inspection  under  spinal  anes- 
thesia which  showed  the  mucosa  intact 
throughout  the  entire  length  of  the  anterior 
urethra,  and  without  visible  evidence  of  the 
stricture. 

Such  postoperative  complications  as  oc- 
curred were  due  largely  to  infection.  There 
were  3 instances  of  periurethral  abscess. 
Temperature  flare-ups  were  noted,  although 
not  with  conspicuously  greater  frequency 
than  ordinarily  observed  with  pre-prostatec- 
tomy retention  catheter  drainage.  In  1 case. 
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in  which  the  stricture  was  located  in  the 
prostatic  urethra,  and  in  which  resection 
should  have  been  used  had  it  been  possible 
to  introduce  the  instrument,  severe  post-op- 
I erative  hemorrhage  necessitated  suprapubic 
I cystotomy  (table  2).  The  one  death  from 
I pulmonary  embolism,  which  happened  to  oc- 
I cur  in  this  small  series,  is  obviously  not  to 
be  viewed  as  a true  index  of  the  hazard  in- 
I herent  in  this  procedure. 

! CONCLUSION 

I 

i Retention  catheter  drainage  for  an  ap- 
proximate 12-day  period  following  internal 
urethrotomy  offers  reasonable  prospects  of 
far  better  than  transient  symptomatic  relief, 
this  due  presumably  to  epithelization  of  the 
severed,  fibrous  surfaces. 


In  response  to  follow-up  inquiry,  approxi- 
mately 80  per  cent  of  a series  of  36  patients 
reported  the  urinary  stream  “satisfactory” 
without  dilatation  for  periods  of  time  vary- 
ing up  to  3 years.  We  have,  however,  avoid- 
ed the  use  of  the  word  cure. 

1.  Riba,  L.  W.:  The  treatment  of  small  caliber 
strictures  of  the  anterior  urethra  by  electro-ureth- 
rotomy. J,  Urol.,  42:906-907,  1939. 

2.  Attwater,  H.L. : The  history  of  urethral  stric- 
ture. Brit.  J.  Urol.,  15:39-51,  1943. 

3.  History  of  Urology,  edited  by  Bransford  Lewis, 
Baltimore:  Williams  & Wilkins  Co.,  vol.  2,  p.  306, 
1933. 

4.  Eisendrath,  D.N.,  and  Rolnick,  H.C.:  Urology. 
Philadelphia:  J.  B.  Lippincott  Co.,  4th  ed.,  p.  233, 
1938. 

5.  Botsford,  T.  W.;  Harrison,  J.  H.,  and  Trichel, 
B.  E.:  Stricture  of  the  male  urethra.  Am.  J.  Surg., 
70:153-157,  1945. 
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Cyrotherapy  (Dry  Ice)  in  the  Treatment 
of  Skin  Diseases" 

WILLIAM  E.  KELLEY,  M.D. 

Omaha,  Nebr. 


Cryotherapy  may  be  defined  as  the  thera- 
peutic use  of  cold.  Cool  applications  such  as 
that  achieved  by  the  evaporation  of  wet 
dressings,  by  the  use  of  lotions,  and  by  the 
use  of  cooling  medications,  such  as  menthol 
and  spirits  of  camphor,  have  a soothing  anti- 
pruritic effect. 

Another  important  effect  of  cold  is  its  de- 
structive action.  William  Allen  Pusey,  in 
1907,  introduced  the  use  of  solid  carbon  di- 
oxide in  the  destructive  treatment  of  skin 
lesions.  The  superficial  freezing  and  de- 
structive effects  of  solid  carbon  dioxide  in 
acetone  have  been  used  by  European  derma- 
tologists for  many  years.  This  fonn  of 
treatment,  that  is,  solid  carbon  dioxide  dis- 
solved in  acetone,  is  not  suitable  for  destruc- 
tion of  deeply  seated  lesions 

Carbon  dioxide  snow,  until  more  recently, 
was  made  by  allowing  the  carbon  dioxide  gas 
from  a cylinder  of  compressed  carbon  dioxide 
to  escape  through  a small  hole.  The  gas  was 
forced  against  a chamois  or  a gauze  bag.  The 
rapid  cooling  of  the  gas  created  a “snow”. 
At  the  present  time  there  is  an  apparatus  on 
the  market  utilizing  this  principle,  using  a 
small  portable  gas  cylinder.  After  the 
“snow”  is  created,  it  is  packed  in  a form  for 
use. 

*Read  before  Omaha  Mid-West  Clincal  Society,  October,  1947. 

8 mm.  colored  movie  illustrating  contents  of  paper  shown. 


Solid  carbon  dioxide  can  now  be  purchased 
as  “dry  ice.”  It  may  be  purchased  from 
many  drug  stores  or  ice  cream  companies 
that  use  this  agent  for  refrigeration. 

“Dry  ice”  may  be  used  in  the  treatment  of 
several  dennatoses.  It  is  a satisfactory 
means  of  treating  acne  vulgaris.  It  is,  in  my 
opinion,  more  satisfactory  than  other  forms 
of  treatment  that  now  exist.  This  form  of 
treatment  is  prepared  in  the  following  man- 
ner : A small  piece  of  “dry  ice”  is  crushed 
to  a powder.  This  may  be  done  with  mortar 
and  pestle,  or  by  hammering  the  ice  after 
it  is  wrapped  in  a towel.  The  “dry  ice”  pow- 
der is  put  into  a suitable  container  and  about 
one  teaspoon  of  precipitated  sulphur  is  added. 
Acetone  is  then  added,  and  the  resulting 
mixture  is  stirred.  Enough  acetone  is  added 
until  the  resulting  mixture  is  a “slush,”  with 
the  consistency  of  sherbet.  This  mixture  is 
then  put  on  gauze  and  a bag  is  formed.  This 
bag  of  “slush”  is  then  applied  to  the  skin 
of  the  acne  patient.  It  is  applied  in  a brush- 
ing manner.  There  should  be  momentary 
blanching  of  the  skin.  When  the  treatment 
is  completed,  there  is  a fine  precipitate  of 
sulphur  left  on  the  skin.  The  excess  sulphur 
is  then  wiped  off.  Immediately  following 
treatment,  there  is  a hyperemia.  The  next 
day,  there  is  slight  peeling  of  the  skin.  This 
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treatment  may  be  repeated  three  times  a 
week.  In  addition,  the  patient  may  be  ex- 
posed to  ultraviolet  rays  following  each 
treatment.  He  may  also  be  given  a sulphur 
preparation  to  use  at  home,  such  as  Lotio 
Alba  or  Intraderm  Sulphur. 

Superficial  keratosis  may  be  treated  with 
“dry  ice”,  utilizing  the  principle  of  dissolving 
the  “dry  ice”  in  acetone,  making  it  suitable 
for  superficial  destruction.  This  is  done  by 
shaping  the  “dry  ice”  to  a point,  dipping  the 
pointed  end  in  acetone,  and  immediately  ap- 
plying it  to  the  keratosis.  Light  pressure  is 
applied  and  the  ice  slowly  moved  over  the 
lesion.  There  is  temporary  blanching  of  the 
skin.  No  further  treatment  is  necessary  un- 
til the  result  of  the  first  treatment  is  ob- 
served. After  the  reaction  from  the  first 
treatment  has  subsided,  the  lesion  may  be 
treated  again  if  necessary. 

Small  hemangiomas  respond  well  to  “dry 
ice”  therapy.  The  treatment  is  accomplished 
by  shaping  the  “dry  ice”  to  the  size  of  the 
lesion.  The  lesion  is  wiped  with  alcohol.  No 
anaesthesia  is  required.  The  ice  is  then  ap- 
plied with  moderate  pressure.  It  is  wise  to 
start  with  an  application  of  “dry  ice”  for  10 
seconds  and  the  result  observed,  and  if  neces- 
sary increase  the  time  in  subsequent  treat- 
ments. No  further  treatment  should  be  giv- 
en as  long  as  there  is  a reaction,  or  if  there 
is  improvement  in  the  lesion.  This  usually 
requires  about  three  weeks.  It  is  not  wise 
to  treat  an  area  larger  than  the  size  of  a 
dime  at  one  sitting.  If  the  hemangioma  is 
larger  than  a dime,  the  lesion  should  be  treat- 


ed by  application  of  the  “dry  ice”  to  small 
parts  of  it  at  three  week  intervals.  In  deep 
hemangiomas,  treatment  with  radium  is  the 
method  of  choice. 

Warts  may  be  treated  with  “dry  ice”.  This 
is  done  with  the  same  procedure  that  has 
been  described  for  treatment  of  hemangioma. 
The  juvenile  wart  is  particularly  susceptible 
to  this  type  of  therapy. 

Small  superficial  pigmented  nevi  and  iso- 
lated freckles  may  be  eliminated  with  “dry 
ice”.  The  ordinary  elevated  mole  should  not 
be  treated  with  “dry  ice”  because  the  de- 
struction of  tissue  is  not  deep  enough. 

Other  dermatoses  that  may  be  benefited 
by  cryotherapy  are  rosacea,  stubborn  le- 
sions of  lupus  erythematodes,  “creeping  er- 
ruption”,  senile  hemangioma,  angiokeratoma, 
leprosy,  hypertrophic  lichen  planus. 

One  should  be  cautious  when  using  “dry 
ice”  because  of  its  destruction  of  tissue. 
Pressure  for  forty  seconds  will  produce  reac- 
tion extending  into  the  dermis  n jg  ad- 
visable to  start  with  10  seconds,  note  the  re- 
sult, and  increase  the  time  if  indicated. 
Anaesthesia  is  not  necessary,  though  some 
pain  is  experienced  while  the  lesion  is  thaw- 
ing out. 
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AMERICA’S  SECURITY  LOAN 

Slogan:  “America’s  Security  Is  Your  Security — 

Buy  U.  S.  Savings  Bonds  Now!” 

Theme:  U.  S.  Savings  Bonds  are  security  bonds. 

Individuals  provide  for  their  own  individual  security 
when  they  invest  in  U.  S.  Savings  Bonds,  and  at  the 
same  time  they  help  to  maintain  the  economic  se- 
curity of  our  country.  Funds  reserved  by  millions 
of  American  families  mean  homes,  education  of  their 
children,  emergency  funds,  and  old  age  security. 
They  mean  that  these  millions  of  American  families 
are  themselves  investors  — “capitalists”  — guiding 
their  own  future  and  the  future  of  the  Nation.  The 
success  of  the  Security  Loan,  and  the  continued  suc- 
cess of  the  U.  S.  Savings  Bonds  Program,  means 
more  Americans  will  own  more  of  America.  Amer- 
icans who  own  these  securities  (E,  F,  and  G Bonds) 
have  an  actual  stake  in  the  operation  of  their  gov- 
ernment. 

Purpose:  Why  is  the  vigorous  sale  of  Savings 

Bonds  necessary?  For  two  years  the  Treasury  De- 


partment has  had  a successful  Savings  Bond  Pro- 
gram. The  national  debt  has  been  reduced  over 
$20  billion  from  its  wartime  peak.  The  amount  out- 
standing today  held  by  individuals — $52  billion — 
is  a huge  reserve  of  buying  power,  and  every  dollar 
added  to  this  reserve  is  a dollar  temporarily  chan- 
neled away  from  the  Nation’s  market  places.  At  the 
same  time  it  is  a dollar  stored  away  and  these 
dollars  . . . billions  of  them  we  have  saved  together 
. . . can  help  keep  “hard  times”  away  from  our 
door. 

The  success  of  the  Security  Loan  will  mean,  as 
the  economists  call  it,  “spreading  ownership  of  the 
securities  on  the  national  debt.”  Every  Savings 
Bond  dollar  built  up  in  your  Treasury  is  used  to 
pay  off  a dollar  of  the  national  debt  that  is  poten- 
tially inflationary.  This  is  wise  debt  management. 
TOMORROW — the  dollars  in  these  Bonds  of  Secur- 
ity will  be  ready  to  help  Americans  buy  the  things 
they  need.  This  helps  to  maintain  a stable  economy. 


Principles  of  Early  Management 
of  Hand  Injuries" 

J.  E.  M.  THOMSON,  M.D. 

Lincoln,  Nebraska 


In  1946,  inspired  by  the  dynamic  influence 
of  Dr.  Sterling  Bunnell  of  San  Francisco,  a 
group  of  young  surgeons  who  had  followed 
his  teachings  during  their  service  in  the 
armed  forces,  organized  the  American  So- 
ciety for  Surgery  of  the  Hand.  The  object 
of  the  society  was  to  extend  and  increase  as 
widely  as  possible,  our  knowledge  of  the  hand 
and  its  surgical  treatment.  The  economic 
usefulness  of  this  member  and  the  import- 
ance of  early  intelligent  treatment  of  in- 
juries to  the  hand,  have  not  been  sufficiently 
recognized.  The  increasing  frequency  of 
hand  accidents  in  the  home,  industry  and  on 
the  highway,  and  particularly  on  the  farm 
make  it  essential  that  general  practitioners 
and  emergency  departments  of  hospitals  and 
industrial  clinics  recognize  the  correct  prin- 
ciples of  such  early  treatment. 

For  the  above  reasons,  the  Committee  on 
Fractures  and  other  Trauma  of  the  Ameri- 
can College  of  Surgeons  is  interested  in 
familiarizing  the  general  profession  with 
these  principles  and  the  following  constitutes 
the  first  of  a series  of  releases  on  this  sub- 
ject, prepared  by  the  American  Society  for 
Surgery  of  the  Hand. 

PRINCIPLES  OF  EARLY  MANAGEMENT 
OF  HAND  INJURIES 
PART  I. 

I.  Protection  of  the  Hand: 

Following  injury,  the  hand  is  particularly 
susceptible  to  the  development  of  complica- 
tions leading  to  serious  disabilities.  For  this 
reason  it  is  important  that  the  freshly  in- 
jured hand  be  given  the  most  careful  pro- 
tection against  such  complications  as  result 
from  added  infection,  additional  tissue  dam- 
age and  stiffening. 

The  principles  governing  the  provisions  of 
this  protection  may  be  briefly  stated  as  fol- 
lows : 

1.  Protection  Against  Added  Infection. 

Any  open  accidental  wound  of  the  hand 
may  be  assumed  to  be  contaminated.  It  is 
important  that  no  additional  infection  be 
added.  This  requires — 

a.  Protection  of  the  wound  at  once  with 
a sterile  dressing. 

*This  is  submitted  by  Dr.  J.  E.  M.  Thomson,  of  Lincoln,  with 
the  commendation  of  the  Committee  on  Fractures  and  Trauma 
of  the  American  College  of  Surgeons,  in  the  interest  of  better 
hand  surgery  and  at  the  instigation  of  the  American  Society 
for  Surgery  of  the  Hand. 


b.  Avoidance  of  putting  anything  into 
the  wound,  such  as  instruments,  gauze,  ap- 
plicators, sponges  or  any  sort  of  antiseptic. 

c.  If  any  cleansing  of  the  areas  around 
the  covered  wound  is  done,  it  should  be  with 
soap  and  water  only. 

d.  Avoidance  of  all  efforts  at  treatment 
of  the  wound  by  exploration,  debridement 
or  repair  of  damaged  structures  until  ade- 
quate facilities  are  available.  Adequate  fa- 
cilities for  this  purpose  should  include  a lo- 
cation where  surgically  aseptic  technic  is 
employed,  adequate  anesthesia,  proper  in- 
struments, sufficient  assistance,  good  light- 
ing and  the  provision  of  a bloodless  opera- 
tive field. 

e.  Application  of  a sterile  dressing  which 
will  protect  against  the  entrance  of  foreign 
material.  Such  a dressing  should  be  volum- 
inous, firmly  applied  with  moderate  pres- 
sure, separating  the  fingers  from  each  other, 
and  should  maintain  the  hand  and  fingers  in 
the  position  of  function. 

f.  Antibiotic  drugs  should  be  adminis- 
tered systemically,  not  locally,  in  full  dosage. 
Tetanus  antitoxin  (or  toxoid)  should  be  ad- 
ministered when  the  conditions  warrant. 

2.  Protection  Against  Added  Tissue  Dam- 
age and  Deformity: 

Immobilization  of  the  hand  is  required 
in  any  major  injury,  whether  the  wound  in- 
volves skin,  tendons,  nerves,  joints  or  bones. 
Immobilization  should  be  governed  by  the 
following  principles: 

a.  Immobilization  should  be  employed  as 
soon  as  possible  after  receipt  of  the  injury 
for  protection  from  further  tissue  damage. 

b.  Following  definite  treatment  of  the  in- 
jury, the  immobilization  should  be  continued 
as  long  as  may  be  required  for  healing  to  oc- 
cur. 

c.  Immobilization  should  be  in  the  posi- 
tion of  function  (position  of  grasp)  in  order 
to  maintain  optimum  relation  of  bone  frag- 
ments and  of  soft  tissue  structures. 

d.  The  position  of  function  in  immobiliza- 
tion is  necessary  to  prevent  disabling  de- 
formities, contractures,  muscle  weakness  and 
joint  stiffening,  and  to  insure  the  earliest 
return  of  usefulness  after  healing. 

e.  Flat  splinting  of  the  hand  or  any  of  its 
digits  must  be  avoided  at  all  times. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


SECOND  ROCKY  MOUNTAIN  CANCER 
CONFERENCE,  JULY  14,  15,  1948 
AT  DENVER 

The  program  is  almost  completed.  Every  essay- 
ist is  a national  authority  in  his  field,  bringing  into 
one  brief  meeting  the  best  minds,  clearest  speakers, 
most  modern  thoughts  on  malignancies — all  de- 
signed to  help  the  General  Practitioner  do  a better 
job  with  cancer. 

These  speakers  have  accepted  program  assign- 
ments as  follows: 

COLON  AND  RECTUM — Dr.  Fred  Rankin,  Lexington,  Ky. 

URINARY  TRACT — Dr.  Herman  Kretschmer,  Chicago,  111. 

GASTRO-INTESTINAL— Dr.  Morris  Barrett,  Bethesda,  Md. 

BRAIN  and  NERVOUS  SYSTEM— Dr.  Alfred  Adson,  Ro- 
chester, Minn. 

BONE — Dr.  Cly  H.  Hatcher,  Chicago,  111. 

LUNG — Dr.  Alton  Ochsner,  New  Orleans,  La. 

ISOTOPES — Dr.  John  Lawrence,  Berkeley,  Calif. 

ESOPHAGUS — Dr.  Richard  Sweet,  Boston,  Mass. 

LABORATORY  DIAGNOSIS— Dr.  John  Budd,  Los  Angeles, 
Calif. 

GENERAL  PRACTICE— Dr.  Archer  C.  Sudan,  Denver,  Colo. 

There  is  NO  registration  fee!  The  Conference  is 
financed  wholly  by  contributed  funds,  mostly 
through  the  American  Cancer  Society. 

Denver’s  hotels  have  reserved  fine  rooms  in  quan- 
tity. Plan  to  attend  the  unusual,  non-scientific 
banquet  and  entertainment  the  evening  of  July  14. 
Visit  the  mountains  or  go  fishing  while  on  this 
trip — just  an  hour’s  auto  ride  from  Denver. 


The  North  Dakota  State  Medical  Association  cor- 
dially invites  all  members  of  the  Nebraska  State 
Medical  Association  to  join  with  North  Dakota 
physicians  at  this  year’s  Annual  Meeting. 

The  meeting  will  be  held  in  Jamestown,  North 
Dakota,  at  the  City  Armory,  May  23,  24  and  25. 
The  Scientific  Program  will  occupy  all  of  May  24th 
and  25th.  Reservations  may  be  procured  by  send- 
ing notification  to  this  office.  Box  1198,  Bis- 
marck, North  Dakota. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

The  American  Congress  of  Physical  Medicine  will 
hold  its  twenty-sixth  annual  scientific  and  clinical 
session  Sept.  7,  8,  9,  10  and  11  inclusive,  at  the 
Hotel  Statler,  Washington,  D.  C.  Scientific  and 
clinical  sessions  will  be  given  the  days  of  Sept.  7, 
8,  9,  10  and  11.  All  sessions  will  be  open  to  mem- 
bers of  the  medical  profession  in  good  standing 
with  the  American  Medical  Association.  In  addi- 
tion to  the  scientific  sessions,  the  annual  instruc- 
tion courses  will  be  held  Sept.  7,  8,  9 and  10.  These 
courses  will  be  offered  in  two  groups.  One  set  of 
ten  lectures  will  be  based  primarily  on  physics  and 
physiology  and  attendance  will  be  limited  to  physi- 
cians. One  set  of  ten  lectures  will  be  more  general 
in  character  and  will  be  open  to  physicians  as  well 
as  to  physical  therapists.  The  physical  therapists 
must  be  registered  with  the  American  Registry  of 
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Physical  Therapy  Technicians,  Full  information 
may  be  obtained  by  writing  to  the  American  Con- 
gress of  Physical  Medicine,  30  North  Michigan 
Avenue,  Chicago  2,  Ilinois. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Washington,  D,  C.,  by  the  entire  Board  from  Sun- 
day, May  16,  through  Saturday,  May  22,  1948.  The 
Shoreham  Hotel  in  Washington  will  be  the  head- 
quarters for  the  Board.  Formal  notice  of  the  exact 
time  of  each  candidate’s  examination  will  be  sent 
him  several  weeks  in  advance  of  the  examination 
dates.  Hotel  reservations  may  be  made  by  VTiting 
direct  to  the  Shoreham, 

Candidates  for  re-examination  in  Part  II  must 
make  written  application  to  the  Secretary’s  office 
not  later  than  April  1,  1948. 

Candidates  in  military  or  Naval  Service  are  re- 
quested to  keep  the  Secretary’s  office  informed  of 
any  change  in  address. 

Applications  are  now  being  received  for  the  1949 
examinations.  For  further  information  and  applica- 
tion blanks,  address  Paul  Titus,  M.D.,  Secretary, 
1015  Highland  Building,  Pittsburgh  6,  Pa. 


POSTGRADUATE  COURSE  IN  CHRONIC 
CHEST  DISEASES 
July  19-31,  1948,  Denver,  Colorado 

A two  weeks  course  in  chronic  chest  diseases 
with  special  emphasis  on  tuberculosis  is  presented. 
The  course  has  been  arranged  by  the  Regional  Com- 
mittee on  Postgraduate  Education  of  the  American 
Trudeau  Society,  in  conjunction  with  the  Univer- 
sity of  Colorado  School  of  Medicine. 

The  committee  is  composed  of  Dr.  James  J.  War- 
ing, Chairman;  Dr.  Dumont  Clark,  Co-Chairman; 
Drs.  John  F.  Allen,  Fred  R.  Harper,  Allan  Hurst, 
Carl  Mulky,  and  for  the  medical  school.  Dr.  Robert 
S.  Liggett. 

Generous  help  has  been  supplied  by  the  physicians 
of  Fitzsimmons  General  Hospital,  The  National 
Jewish  Hospital,  the  Veterans  Administration  Hos- 
pital at  Ft.  Logan,  Colorado,  and  the  medical  so- 
cieties of  Denver  and  Colorado.  The  course  is 
made  available  at  minimum  cost  by  the  American 
Trudeau  Society,  which  assumes  full  responsibility 
for  promotion,  advertising  and  registration. 

REGISTRATION 
Maximal  Regristration ; 40 

This  course  is  intended  primarily  for  physicians  who  have 
special  _ interest  and  training  in  chronic  chest  diseases  and  who 
reside  in  the  following  states : Colorado,  North  Dakota,  South 

Dakota,  Nebraska,  Kansas,  New  Mexico,  Arizona,  Utah, 
Wyoming,  and  Montana.  In  assigning  applicants,  preference 
will  be  given  due  consideration.  As  far  as  possible,  applicants 
will  be  assigned  in  order  of  receipt  of  application. 

Applicants  should  write  directly  to  Elizabeth  Stoltenkamp, 
Administrative  Assistant,  American  Trudeau  Society,  1790 
Broadway,  New  York  19,  N.  Y.,  requesting  application  blanks. 
Notification  of  acceptance  will  be  made  by  June  21,  1948.  No 
applications  will  be  accepted  after  June  14,  1948.  Matricula- 
tion cards  will  be  mailed  thereafter  to  accepted  applicants  on 
receipt  of  the  full  fee  for  the  course. 

Physicians  are  respectfully  asked  not  to  request  the  priv- 
ilege of  “sitting  in’'  to  hear  some  of  the  lectures  without 
formal  registration,  as  space  assigned  for  classes  is  limited. 


FEE  FOR  COURSE 

One  Hundred  Dollars : At  least  half  of  the  registration 

fee  shall  be  paid  at  the  time  of  filing  application.  The  ad- 
vance payment  will  be  refunded  by  the  society  to  any  regis- 
trant who,  for  adequate  reason,  is  unable  to  pursue  the 
course,  provided  notice  of  withdrawal  is  registered  not  less 
than  six  weeks  before  the  opening  of  the  course.  Checks 
should  be  made  payable  to  the  American  Trudeau  Society. 

HOTEL  ACCOMMODATIONS 

Hotel  rooms  have  been  reserved  at  the  Shirley-Savoy  Hotel,, 
Denver,  Colorado.  Confirmation  of  reservation  will  be  mailed 
to  those  enrolling  in  the  course. 


WOMAN'S  AUYILIARV 


Pledge  of  the  Auxiliary 

I pledge  my  loyalty  and  devotion  to  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association.  I will  support  its  activities, 
protect  its  reputation  and  ever  sustain  its 
high  ideals. 

We  are  nearing  the  close  of  our  year’s 
work  and  to  each  member  I wish  to  express 
my  thanks  and  appreciation  for  splendid  co- 
operation, and  especially  to  the  Officers, 
Chairmen  of  Standing  Committees  and 
County  Presidents. 

Increase  in  membership  and  organization 
of  new  Auxiliaries  were  especially  stressed 
in  our  year’s  work.  This  shows  an  increase 
of  twenty-seven  new  members  and  one  new 
Auxiliary,  that  of  Scotts  Bluff  and  Morrill 
Counties.  Along  with  the  good  news  there 
is  always  some  bad.  Cass  County  disbanded 
due  to  such  a small  membership. 

A very  fine  program  has  been  arranged 
for  our  State  Convention,  so  we  expect  to 
see  wives  of  all  members  of  the  Nebraska 
State  Medical  Association  there. 

We  will  be  honored  to  have  as  our  guest, 
our  President  of  the  National  Woman’s  Aux- 
iliary to  the  A.M.A.,  Mrs.  Eustace  A.  Allen 
of  Atlanta,  Georgia. 

You  will  not  want  to  miss  the  sessions  on 
Tuesday  and  Wednesday,  which  are  a “must 
attend”  for  all  State  Officers,  Auxiliary 
Presidents,  delegates  and  members.  Let  us 
make  a record  attendance  at  this  meeting. 


THE  DUTIES  AND  RESPONSIBILITIES  OF 
DELEGATES  TO  ANNUAL  CONVENTIONS 
Mrs.  David  W.  Thomas,  Past  National  President 

The  honor  of  being  selected  as  a delegate  to  an 
annual  convention  is  one  that  is  cherished  by  every 
member  whose  heart  is  in  the  work  of  the  Woman’s 
Auxiliary.  For  the  member  so  selected  it  means 
the  opportunity  of  meeting  new  people,  many  of 
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them  holding  important  posts  in  national,  state  and 
local  groups;  it  means  hours  and  even  days  of  in- 
tensely interesting  activity. 

But  it  means  more  than  these  things.  The  dele- 
gate to  an  annual  convention  is  an  agent  of  her 
fellow  members  of  the  local  group.  She  is  their 
spokesman,  their  representative  in  the  councils  of 
the  national  organization.  She  must  remember  that 
she  is  not  attending  the  convention  for  the  pur- 
pose of  carrying  out  her  own  whims  and  desires, 
but  for  the  purpose  of  looking  after  the  general 
interests  of  those  she  represents. 

The  first  duty  of  the  delegate  is  to  know  what 
her  constituents  want  and  expect  her  to  do.  She 
must  be  completely  familiar  with  the  prevailing  at- 
titudes and  opinions  in  her  group.  She  must  know 
exactly  what  they  are  for  and  what  they  are 
against.  For  this  reason,  it  is  desirable  that  the 
delegate  be  one  who  has  always  been  faithful  in  at- 
tendance at  meetings,  and  is  in  close  touch  with 
the  aims  and  purposes  of  her  organization.  Usually 
a small  local  group  has  no  specific  resolution  or 
legislation  to  offer,  and  the  delegate  will  be  briefed 
only  in  regard  to  general  policies.  Occasionally, 
however,  a local  organization  will  have  some  reso- 
lution or  program  which  it  desires  to  be  presented 
for  adoption  at  the  national  convention.  In  such 
case,  the  delegate  must  be  prepared  not  only  to 
offer  the  resolution  but  to  defend  it  at  the  conven- 
tion. 

On  arrival  at  the  convention  site,  the  delegate 
will  be  required  to  register  and  at  this  time  a 
schedule  of  meetings  and  conferences  will  be  given 
to  her.  The  delegate  must  remember  that  she  is 
not  on  a sight-seeing  tour,  except  in  such  instances 
where  it  is  a part  of  the  convention  program.  She 
is  expected  to  attend  as  many  meetings  as  possible, 
and  in  particular  to  attend  all  general  sessions  at 
which  important  business  is  to  be  conducted. 

In  the  general  business  sessions,  the  delegate 
must  be  alert  to  all  activities.  The  work  of  the 
delegate  is  not  easy.  It  demands  much  in  time, 
energy  and  application.  It  demands  further  a sense 
of  responsibility  and  integrity.  It  offers  a great 
opportunity  for  important  service.  The  selection  of 
a delegate  must  be  regarded  by  the  membership 
as  a serious  matter,  and  the  delegate  so  selected 
must  regard  her  duties  and  responsibilities  with 
an  attitude  of  cooperative  service. 


Dr.  Edward  L.  Bortz  of  Philadelphia,  pres- 
ident of  the  American  Medical  Association, 
delivered  the  commencement  address  before 
the  University  of  Nebraska  College  of  Medi- 
cine graduates  at  the  Joslyn  Memorial,  Oma- 
ha, April  3.  Dr.  Bortz’  subject  was  “Basic 
Principles  in  Medicine.”  Fifty-seven  de- 
grees of  Doctor  of  Medicine  were  awarded. 
Honorary  degrees  were  also  bestowed  upon 
Miss  Josephine  Chamberlain,  for  many  years 
director  of  the  dispensary  of  the  University 
of  Nebraska  Medical  College,  and  Dr.  Alfred 


W.  Adson,  of  the  Mayo  Foundation  of  Min- 
nesota, a graduate  of  the  University  of  Ne- 
braska. 


Discussing  problems  of  the  Lincoln  State 
Hospital,  Dr.  F.  L.  Spradling,  superintendent 
of  the  hospital,  recently  stated  that  the  in- 
stitution now  is  in  better  shape  than  former- 
ly in  the  matter  of  technical  help  and  ward 
aids.  However  there  is  a shortage  of  medi- 
cal talent  with  the  hospital  operating  with 
four  physicians  when  it  needs  ten.  Accord- 
ing to  Dr.  Spradling  the  hospital  now»  has 
about  1,500  patients  and  there  is  a waiting 
list  of  some  320.  The  hospital  contemplates 
a $900,000  receiving  hospital  addition  for 
which  authorization  has  been  received. 


The  following  item  was  clipped  from  the 
Omaha  World-Herald,  April  4,  1948: 

Pentagon  planners  are  quietly  preparing  a special 
draft  of  the  nation’s  doctors  and  dentists  to  round 
out  the  new  preparedness  program. 

The  doctor  draft  is  in  the  blue-printing  stage. 
It  is  expected  to  be  presented  to  Congress  as  part 
of  the  Army’s  program  for  “one  package”  man- 
power legislation. 

Under  the  preliminary  draft,  officials  say  all 
civilian  medicos  up  to  the  age  of  45  would  be  regis- 
tered. Older  men,  as  well  as  fathers  with  de- 
pendents, would  be  made  subject  to  call. 

However,  officials  believe  that  for  the  immediate 
future  the  needs  of  the  Army  and  Navy  can  be  met 
by  younger  doctors.  They  say  there  is  a pool 
of  about  eight  thousand  doctors  in  their  twenties 
whose  schooling  was  paid  largely  by  Uncle  Sam. 
They  will  be  the  first  to  go. 


We  regret  to  record  the  death  of  Dr.  A. 
P.  Overgaard  in  Houstin,  Texas,  the  latter 
part  of  March.  Dr.  Overgaard,  for  many 
years,  was  Councilor  from  District  1 ; he 
was  secretary  of  the  Council  of  Nebraska 
State  Medical  Association.  He  practiced 
radiology  in  Omaha  until  9 years  ago  when 
he  accepted  a position  with  the  Houston 
Clinic  with  which  he  was  affiliated  until 
the  time  of  his  death. 


Another  death  of  a former  Nebraskan  oc- 
curred early  in  March  in  Newton,  Iowa.  Dr. 
Wilbur  S.  Eaton,  formerly  of  Plattsmouth, 
died  March  6.  Dr.  Eaton  served  in  the 
Medical  Corps  of  the  United  States  Army 
during  World  War  II,  was  stationed  in  Ft. 
Crook  for  a short  time,  then  was  sent  to  the 
Pacific.  He  served  for  seven  years. 
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Measles  and  chickenpox  have  been  more  preva- 
lent in  Nebraska  this  season  than  last  year,  but 
there  has  been  less  scarlet  fever  and  septic  sore 
throat  this  year,  the  health  department  reported 
April  2. 

Comparative  figures  for  the  most  common  dis- 
eases for  the  first  quarter  of  this  year,  compared 
to  the  first  three  months  of  1947  show: 

Chickenpox,  975  and  780. 

Influenza,  220  and  415. 

Pneumonia,  54  and  111. 

Measles,  628  and  105. 

Mumps,  125  and  119. 

Scarlet  fever  and  septic  throat,  312  and  437. 

Whooping  cough,  104  and  192. 


AMERICAN  COLLEGE  OF  SURGEONS 
APPROVES  USE  OF  NURSE 
ANESTHETISTS 

The  Board  of  Regents  of  the  American 
College  of  Surgeons,  at  a meeting  on  Febru- 
ary 22,  adopted  a resolution  commending  the 
services  of  nurses  who  have  had  special 
training  in  the  administration  of  anesthesia 
and  recommending  the  continuance  of  train- 
ing courses  in  this  field  for  nurses.  The 
resolution  reads  as  follows: 

The  American  College  of  Surgeons  regards  with 
deep  concern  the  actions  of  some  physician  anes- 
thesiologists in  giving  the  impression  to  the  laity 
in  the  public  press  that  it  is  unsafe  for  experienced 
nurse  anesthetists  to  conduct  surgical  anesthesia. 
While  it  supports  the  increasing  tendency  of  hav- 
ing physician  anesthesiologists  in  charge  of  surgical 
anesthesia,  it  deplores  at  this  time  any  propaganda 
for  the  elimination  of  the  trained  nurse  anesthetist. 
On  the  contrary,  the  American  College  of  Surgeons 
is  of  the  oponion  that,  in  view  of  the  inadequacy 
in  number  of  the  physician  anesthesiologists  and 
in  view  of  the  splendid  record  of  achievement  of 
the  nurse  anesthetists,  institutions  engaged  in  the 
training  of  nurses  for  this  purpose  should  be  en- 
couraged to  continue  their  programs. 


WEST  CENTRAL  DIABETES 
ASSOCIATION 

The  annual*  meeting  of  the  West  Central 
Diabetes  Association  was  held  in  Omaha  on 
March  16,  1948.  A resolution  was  passed 
to  establish  a memorial  award  for  the  late 
Dr.  Frank  Conlin,  its  founder  and  first  presi- 
dent. The  award  will  be  given  annually  for 
outstanding  effort  in  the  field  of  diabetes. 

The  following  new  officers  were  elected  at 
this  meeting:  Dr.  Morris  Margolin,  Omaha, 
president;  Dr.  Floyd  Rogers,  Lincoln,  first 
vice  president;  Dr.  Edmond  M.  Walsh,  Oma- 
ha, second  vice  president ; Dr.  C.  R.  Hankins, 
Omaha,  secretary;  Dr.  Michael  Crofoot, 


Omaha,  treasurer,  and  Mrs.  Frank  Conlin, 
membership  chairman. 

Another  project  of  the  Association  is  a 
camp  for  diabetic  children  which  is  being 
co-sponsored  by  the  Nebraska  State  Junior 
Chamber  of  Commerce.  To  be  known  as  the 
Springdale  Camp,  it  will  be  located  near 
Union,  Nebraska,  and  is  expected  to  be  in 
operation  in  the  summer  of  1950.  A state 
fund  drive  for  $20,000  is  now  under  way. 
On  March  16  and  17,  Dr.  Henry  J.  John  of 
Cleveland,  Ohio,  addressed  medical  groups  in 
Omaha  and  Lincoln  as  well  as  the  Chamber 
of  Commerce  and  the  public.  Dr.  John  has 
conducted  a summer  camp  for  diabetic  chil- 
dren near  Cleveland  for  the  past  20  years. 

This  year’s  Dr.  Frank  Conlin  award  is 
being  given  for  the  best  senior  thesis  on 
diabetes  or  related  subjects  in  the  Univer- 
sity of  Nebraska  College  of  Medicine  and 
Creighton  Medical  College.  The  award  at 
the  Nebraska  University  was  presented  at 
the  commencement  exercises  on  April  3 to 
Paul  R.  Crellin  who  wrote  on  the  subject  of 
“Glucose  Tolerance  in  the  Healthy  Agent.” 
A similar  award  will  be  presented  at  the 
Creighton  Medical  College  at  its  commence- 
ment in  June. 


Two  French  physicians  have  been  awarded  fel- 
lowships to  take  a 12-month  postgraduate  course 
in  allergy  which  will  be  offered  next  fall  by  the 
University  of  Illinois’  colleges  of  medicine  and 
pharmacy. 

The  physicians  are  Dr.  Jean  Dausset  and  Dr. 
Claude  Lapresle,  both  of  Paris.  They  will  receive 
stipends  from  a fund  established  by  an  anonymous 
donor. 

They  were  recommended  for  the  fellowships  by 
Dr.  Hugues  Gounelle,  a consultant  for  American 
Aid  to  France,  and  Dr.  Andre  Lichtwitz,  chairman 
of  a military-medical  mission  to  the  U.  S.  in  1945. 
At  that  time.  Dr.  Lichtwitz  designated  the  Univer- 
sity of  Illinois  as  the  college  to  train  French  physi- 
cians in  allergy. 

Eight  American  physicians  also  will  be  selected 
for  the  course  starting  September  27.  The  1948- 
49  course  will  be  the  fourth  to  be  offered  by  the 
University  of  Illinois  Allergy  Unit. 


According  to  Dr.  George  F.  Lull,  Secretary  and 
Manager  of  the  A.M.A.,  the  reporter  who  wrote 
the  lengthy  article  “Delegates  Expand  Control  in 
A.M.A.,”  in  the  March  issue  of  “Medical  Economics” 
should  have  followed  the  advice  of  Huxley  when 
he  said:  “Sit  down  before  the  facts  as  a little  child 
or  you  will  know  nothing.” 

The  article,  replete  with  errors  and  misstate- 
ments of  fact,  touched  on  the  A.M.A.  Council  on 
National  Emergency  Medical  Service.  It  said  that 
the  House  of  Delegates,  meeting  at  the  interim  ses- 
sion in  Cleveland,  “acknowledged  the  need  to  plan 
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civilian  medical  care  in  the  event  of  another  war. 
But  it  took  no  action  beyond  suggesting  that  the 
state  societies  set  up  their  own  committees  on 
emergency  medical  service.”  The  article  stated 
further  that  “The  Council,  it  appeared,  was  being 
viewed  with  distrust,”  adding  that  “the  trustees 
cut  the  Council’s  operating  appropriation  to  $10,000, 
which  probably  meant  no  full-time  secretary  for 
months  and  a consequent  slow-down  in  its  work.” 
These  facts  are  so  far  from  the  truth  that  to  one 
fully  acquainted  with  what  is  going  on  the  state- 
ments are  ridiculous. 

First,  there  has  been  no  cut  in  the  Council’s  bud- 
get since  no  budget  has  ever  been  submitted.  The 
Council  requested  a lump  sum  ,of  money  to  get  its 
work  underway.  The  Council  was  told,  with  the  full 
agreement  of  everybody,  that  it  would  be  given 
half  the  sum  immediately  with  more  funds  forth- 
coming whenever  needed. 

The  Council  certainly  has  the  confidence  and  sup- 
port of  the  Board  of  Trustees.  After  all,  the  Board 
carefully  selected  the  members  of  the  Council;  con- 
sequently, it  would  be  a bit  ridiculous  to  assume 
that  it  now  is  hampering  the  work  of  the  very 
body  which  it  helped  to  organize. 

The  Board  feels  that  the  Council  is  going  ahead 
with  a very  important  job  in  this  atomic  age,  and, 
judging  from  the  work  carried  out  so  far,  that  job 
is  being  done  in  a very  business-like  way. 


STATEMENTS  ABOUT  S.  1290 

Statement  submitted  on  behalf  of  the  American 
Medical  Association  by  Dr.  James  R.  Miller,  a 
member  of  the  Board  of  Trustees  of  the  Association 
on  S.  1290,  before  the  Health  Subcommittee,  Sen- 
ate Committee  on  Labor  and  Public  Welfare,  March 
9,  1948. 

This  bill  proposes  to  provide  for  the  general  wel- 
fare by  enabling  the  several  states  to  make  more 
adequate  provision  for  the  health  of  school  chil- 
dren through  the  development  of  school  health 
services  for  the  prevention,  diagnosis  and  treat- 
ment of  physical  and  mental  defects  and  condi- 
tions. The  American  Medical  Association  is  in 
entire  accord  with  the  meritorious  objectives  of  this 
bill,  namely,  to  better  the  health  of  school  chil- 
dren. It  has  for  many  years  given  consideration  to 
this  particular  aspect  of  our  national  health,  sympa- 
thetic, objective,  and  unemotional  consideration.  It 
has  encouraged  periodic  examinations  of  children 
at  appropriate  points  during  advancement  in  school 
and  has  stimulated  and  encouraged  the  early  cor- 
rection of  defects  disclosed  by  such  examinations. 
It  has  collaborated  in  the  formulation  of  a school 
health  program  which  now  has  been  approved  by 
some  forty-five  different  organizations  and  I would 
like  to  submit  for  the  consideration  of  the  Commit- 
tee a copy  of  the  suggested  school  health  policies 
that  have  been  formulated. 

The  Association  within  its  Bureau  of  Health 
Education  employs  medically  and  educationally 
qualified  personnel  giving  practically  full  time  to 
consultation  and  other  services  designed  to  aid 
state  and  local  efforts  to  improve  and  expand 
school  health  programs.  The  Association  since 
1911  has  actively  cooperated  at  the  national  level  in 
developing  sound  practices  relating  to  school  health 
problems,  through  the  Joint  Committee  on  Health 
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Problems  in  Education,  of  the  National  Education 
Association  and  the  American  Medical  Association. 

It  has  been  in  constant  collaboration  with  many 
organizations  interested  in  the  improvement  of  the 
health  of  school  children  and  has  emphasized  the 
necessity  of  that  improvement  in  radio  programs,  in 
public  addresses,  in  the  distribution  of  literature 
and  in  many  other  ways.  Again,  for  the  informa- 
tion of  the  Committee,  I am  submitting  copies  of 
some  of  the  material  that  has  been  prepared  and  dis- 
tributed. 

This  particular  aspect  of  national  health  has  been 
given  prominent  recognition  in  the  National  Health 
Program  of  the  Association,  a copy  of  which  I 
would  like  to  submit  for  inclusion  in  the  record, 
with  supplementary  statements  indicating  progress 
toward  the  accomplishment  of  the  objectives  of  that 
program. 

I mention  these  facts,  Mr.  Chairman,  to  under- 
line the  thought  that  the  objectives  of  the  bill 
under  consideration  are  not  at  all  revolutionary 
or  novel.  Other  approaches  have  been  explored 
and  are  being  explored  and  I think  the  proponents 
of  the  bill  must  ready  admit  that  much  progress 
has  been  made. 

Whether  or  not  this  bill  represents  a rational 
approach  to  the  problem  at  which  it  is  aimed  or 
whether  there  is  any  likelihood  of  its  objectives 
being  attained  are  matters  to  which  I am  sure 
the  Committee  will  want  to  give  serious  thought. 
The  means  to  an  end  are  important  not  only  in  and 
of  themselves  but  also  when  considered  in  the  light 
of  the  likelihood  of  the  end  being  reached  by  them. 
The  Committee  will  realize  that  this  bill  proposes 
to  make  available  to  possibly  over  thirty  million 
school  children  between  the  ages  of  five  years 
and  seventeen  years,  school  health  services  (1)  for 
the  prevention  and  diagnosis  of  physical  and  mental 
conditions,  and  (2)  for  the  treatment  of  such  de- 
fects and  conditions,  such  services  to  be  made 
available  to  the  children  without  regard  to  race, 
color,  creed  or  nationality  and,  apparently,  without 
regard  to  the  ability  of  the  particular  child,  its 
parents  or  other  persons  acting  in  loco  parentis  to 
purchase  the  needed  services. 

The  bill  would  also  authorize  “demonstrations,” 
the  exact  nature  of  which  is  not  disclosed.  It 
would  provide  for  the  training  and  supervising  of 
school  personnel  “in  utilizing  the  findings  of  health 
examinations”  but  there  is  no  indication  in  the  bill 
as  to  the  manner  in  which  such  findings  are  to  be 
utilized. 

The  bill  would  exclude  the  providing  of  health 
instruction  under  a state  plan  “other  than  that  giv- 
en as  a part  of  examination,  diagnostic  or  corrective 
procedures.”  This  provision,  then,  apparently  un- 
dertakes to  separate,  with  the  exceptions  noted, 
the  areas  of  health  services  and  health  instruction, 
both  vital  and  inseparable  parts  of  the  total  school 
health  program. 

As  in  the  case  with  legislation  providing  for  com- 
pulsory sickness  insurance,  with  federal  supervi- 
sion, this  bill  is  predicated  on  two  assumptions 
that  the  Committee  should  explore  further.  It  as- 
sumes that  there  are  a considerable  number  of 
school  children  in  need  of  medical  services  which 
need  is  not  met  solely  because  of  lack  of  ability 
to  purchase  the  services.  It  assumes,  too,  that  the 
states  are  unable  to  finance  a school  health  pro- 
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gram  without  the  aid  of  federal  financial  assist- 
ance. 

The  Committee  should  consider  the  fact  that  this 
bill  does  not  contemplate  an  integrated  approach  to 
a well  rounded  school  health  program.  It  does  not 
take  into  consideration  physical  conditions  that  may 
be  detrimental  to  school  health  such  as  poor  sani- 
tation of  the  school,  inadequate  ventilation  and 
I lighting,  overcrowding  of  rooms,  and  contaminated 
I water  supplies,  among  other  conditions. 

I That  the  problems  of  the  health  instruction  of 
I school  children  are  pressing  is  reflected  by  a sur- 
j vey  made  by  the  United  States  Office  of  Education 
I a few  years  ago.  In  our  schools  whose  unique  func- 
j tion  is  education,  less  than  25%  of  the  boys  and 
I girls  in  the  last  two  years  of  high  school  were 

I receiving  organized  health  instruction.  The  same 
I study  showed  that  among  this  age  group  only  about 
I 50%  were  receiving  organized  physical  education. 

■ Will  the  Committee  not  wish  carefully  to  consider 
’ the  possible  hazard  in  singling  out  only  one  phase 
of  the  school  health  program  for  legislative  action 
and  the  possibility  that  such  a program  through 
its  emphasis  on  services  may  minimize  and  oper- 
ate to  the  detriment  of  other  equally  important 
considerations. 

This  bill  would  establish  an  entirely  new  policy 
by  projecting  the  schools  into  the  field  of  curative 
medicine  so  far  as  school  children  are  considered, 
a projection  that  has  been  disapproved  either  ex- 
plicitly or  by  implication  by  various  educational 
groups.  I would  like  to  submit  for  the  record 
pertinent  excerpts  from  the  statements  of  these 
groups. 

Among  the  other  uncertainties  in  the  bill  that 
may  well  give  the  Committee  pause  relates  to 
1 the  manner  in  which  the  services  proposed  to  be 
given  to  school  children  will  be  rendered.  Are 
these  contemplated  medical  or  dental  services  to  be 
made  available  by  school  personnel  functioning  on 
a salary  basis  or  by  private  practitioners  of  medi- 
cine or  dentistry  on  a fee-for-service  basis?  Is  it 
contemplated  that  there  is  to  be  any  freedom  of 
choice  on  the  part  of  the  child,  or  by  anyone  acting 
for  him,  of  the  physician,  dentist,  or  other  person- 
nel who  is  to  render  the  service  proposed  by  the 
bill  ? 


I suggest  that  the  Committee  consider  most  seri- 
I ously  the  question  as  to  whether  or  not  the  Con- 
t gress  should  authorize  the  supplying  of  school 
health  services  to  children  whose  parents  are  amply 
able  to  pay  for  the  services  that  are  considered 
to  be  needed. 

There  is  another  bill  pending  before  your  Com- 
mittee, S.  J.  Res.  66,  introduced  by  Senator  Morse, 
February  14,  1947,  which  would  authorize  studies 
of  the  health  and  physical  status  of  children  of 
school  age  and  of  the  facilities  and  services  of- 
fered by  the  schools  for  the  correction  of  physical 
defects  of  children  of  school  age.  This  study,  it 
is  proposed,  would  be  made  by  a federal  agency  to 
serve  as  a basis  for  intelligent  action  by  the  Con- 
gress. Might  not  this  method  or  procedure  be  given 
consideration  by  the  Congress  before  embarking 
upon  such  an  elaborate  program  as  that  contem- 
plated by  S.  1290?  I do  not  mean  to  imply  here 
that  I am  in  favor  of  all  of  the  provisions  of  S.  J. 
Res.  66,  such  as  the  designation  of  the  Children’s 
Bureau  to  make  the  contemplated  study.  If  such 


a study  were  made,  it  would  seem  to  me  that 
the  agency  in  which  the  health  activities  of  the 
federal  government  are  coordinated  should  cer- 
tainly have  a most  important  part  in  the  survey 
and  possibly  there  should  be  created  an  advisory 
council  or  committee  of  non-governmental  persons 
interested  in  the  field  of  school  health  to  aid  in 
the  survey. 

It  seems  to  me,  too,  that  the  Committee  will  want 
to  consider  S.  1290  in  the  light  of  President  Tru- 
man’s recent  request  that  the  Administrator  of  the 
Federal  Security  Agency  formulate  a ten-year 
health  program  to  be  carried  out  with  federal  aid. 
If  such  a program  is  developed,  it  will  undoubtedly 
include  the  particular  sector  of  national  health  rep- 
resented by  the  health  of  school  children.  If  that  is 
true,  then  that  sector  should  not  here  be  separated 
entirely  from  the  national  program  but  should  be 
included  in  it. 

There  is  another  aspect  of  the  bill  under  con- 
sideration that  deserves  serious  appraisal,  namely, 
the  desirability  of  bringing  a third  agency,  the 
Children’s  Bureau,  at  the  federal  level;  into  the 
school  health  program  which  is  already  compli- 
cated by  being  shared  by  the  education  authorities 
and  the  public  health  authorities. 

Consideration  should  be  given,  too,  to  the  ques- 
tion as  to  whether  or  not  sufficient  numbers  of 
trained  personnel  are  available  to  provide  the 
services  which  the  bill  proposes  to  make  available, 
including  physicians,  dentists,  nurses,  and  others. 
While  the  shortage  of  physicians,  in  particular, 
is  not  as  critical  as  some  reports  would  have  us 
believe,  I am  confident  that  the  number  is  quite 
insufficient  to  make  effective  the  promises  inherent 
in  S.  1290. 

Until  some  of  the  uncertainties  in  the  bill  to  which 
I have  made  reference  are  clarified  and  until  there 
is  presented  convincing  argument  that  it  is  socially 
desirable  that  government  should  segregate  a seg- 
ment of  the  population  and  provide  for  it  one  of 
the  necessities  of  life,  to  the  exclusion  of  other 
necessities,  and  without  consideration  being  given 
to  the  ability  or  inability  of  any  member  of  that 
segment  to  take  care  of  his  own  needs  or  to  have 
those  needs  supplied  by  those  lawfully  obligated  to 
do  so,  the  American  Medical  Association  must  re- 
gretfully withhold  approval  of  the  bill. 
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Taxes  to  raise  money  for  building  a coun- 
ty hospital  fall  under  the  statutory  35-mill 
limit  according  to  a recent  public  statement 
by  Assistant  Attorney  General  Walter  E. 
Nolte. 

The  ceiling  provides  the  tax  rate  for  “all 
county  purposes’’  shall  not  exceed  35  cents 
per  one  hundred  dollars.  “The  operation  of 
such  a hospital  would  be  a ‘county  purpose’,” 
Mr.  Nolte  said. 

Mr.  Quigley  wrote  that  the  Cherry  County 
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Board  was  considering  submitting  to  the 
voters  a bond  issue  for  such  a hospital. 


Approval  was  given  by  the  Nebraska  hos- 
pital advisory  council  to  the  application  for 
federal  aid  for  the  20  bed  Oakland  Memorial 
hospital,  Oakland,  estimated  to  cost  $200,000. 
If  approved  by  the  U.  S.  public  health  serv- 
ice, the  grant  will  be  one-third  of  the  cost. 

Dr.  W.  S.  Petty,  state  director  of  health, 
also  announced  recently  that  the  council  aft- 
er final  review  sent  to  the  printer  the  newly- 
established  rules  and  regulations  for  state 
hospitals.  The  rules  will  be  distributed  May 
1. 

Attending  the  council  meeting  were  Drs. 
Earle  G.  Johnson,  Grand  Island  and  Roy  W. 
Fonts,  Omaha;  G.  Paul  Spence,  Franklin; 
Hal  Lainson,  Hastings,  and  T.  S.  Hook, 
Wayne. 

Six  hospitals  have  now  been  approved  by 
the  state  as  eligible  for  grants-in-aid.  Previ- 
ously approved  applications  were  for  West 
Point,  Albion,  Kimball,  Rushville  and  Chap- 
pell. 


Work  on  the  veterans  hospital  in  Grand 
Island  is  progressing  as  scheduled,  accord- 
ing to  newspaper  reports  recently. 


The  Thayer  County  Memorial  Hospital, 
Hebron,  is  scheduled  to  open  early  in  June. 


With  the  discontinuation  of  the  psychiatry 
department  at  Bishop  Clarkson  Memorial 
Hospital,  Omaha,  the  hospital,  following 
renovation  of  the  second  floor,  have  an  ad- 
ditional 50  beds  for  medical  and  surgical  pa- 
tients. 


Dr.  Ralph  Moore  and  Dr.  John  R.  Schen- 
ken  were  appointed  radiologist  and  patholo- 
gist respectively  to  the  Children’s  Memorial 
Hospital,  Omaha. 


The  web  of  proof  that  German  measles  during 
the  first  three  months  of  pregnancy  may  cause 
congenital  malformations  is  being  woven  tighter. 
Another  strand  in  this  web  is  the  first  quarterly 
report  of  the  committee  appointed  by  the  Na- 
tional Society  for  the  Prevention  of  Blindness  and 
the  American  Academy  of  Pediatrics  and  headed 
by  Dr.  Herbert  C.  Miller  of  the  University  of 
Kansas  Hospitals. 

In  the  report  of  132  mothers  who  had  German 
measles  during  the  first  trimester  of  pregnancy 
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there  were  18  babies  reported  as  normal.  Sixty- 
two  babies  weighed  less  than  six  pounds  at  birth. 
Seventy-six  babies  had  congenital  cataracts.  Thirty- 
five  were  found  to  be  partially  or  completely  deaf. 
Twenty-two  babies  were  microcephalic  and  46  were 
mentally  retarded.  Malformations  of  the  heart 
were  diagnosed  in  67  babies,  but  none  were  diag- 
nosed as  “blue  babies.”  Disturbances  of  the  eye, 
other  than  congenital  cataracts,  were  observed  in 
thirteen  babies,  including  congenital  glaucoma  three, 
microphthalmus  five,  nystagmus  two,  chorioretinitis 
two,  and  strabismus  two.  Dental  defects  were 
found  in  two  children,  one  of  whom  had  congenital 
absence  of  some  of  the  teeth  and  the  other  of  whom 
had  a diffuse  enamel  defect.  Hypospadias  was 
observed  in  four  children  and  inguinal  hernias  in 
four.  Malformations  of  the  extremities,  including 
club  foot  one,  webbing  of  the  fingers  one,  were 
found  in  three  babies.  Cleft  palate  was  diagnosed 
in  three  children  and  harelip  in  one.  Micrognathia 
was  diagnosed  in  one  child.  There  was  one  cretin, 
one  mongolian  idiot,  one  child  with  enlargement  of 
one  ear,  another  with  enlargement  of  one  breast, 
one  child  with  a defect  of  the  fourth  rib. 

Other  infections  than  German  measles  were  re- 
ported, but  the  data  is  too  scanty  except  perhaps 
in  respect  to  infectious  mononucleosis  during  the 
first  ten  weeks  of  pregnancy  and  three  of  the  four 
babies  had  malformations  of  the  heart.  Two  of 
the  three  babies  died  in  the  first  two  weeks  and 
post-mortem  examination  revealed  extensive  con- 
genital malformations.  One  of  the  three  babies 
with  heart  trouble  had  congenital  cataracts.  No 
other  malformations  were  found.  The  fourth  baby 
has  remained  entirely  well. 

In  order  to  make  this  study  of  increasing  signifi- 
cance, the  committee  needs  more  case  material, 
especially  cases  of  German  measles  in  expectant 
mothers  where  the  diagnosis  has  been  made  by  a 
physician. 

Doctors  who  have  such  information  are  request- 
ed to  write  to  Dr.  Herbert  C.  Miller,  University 
of  Kansas  Hospitals,  Kansas  City,  Kansas,  for  a 
questionnaire. 


EIGHTIETH  ANNUAL 
NEBRASKA  STATE  MEDICAL  ASSEMBLY 
PROGRAM 

Cornhusker  Hotel,  Lincoln 

TUESDAY  MORNING,  MAY  4,  1948 

Max  Gentry,  M.D.,  Gering,  Presiding 

9:00  “Pleural  Effusion” 

— ^J.  F.  Gardiner,  M.D.,  and  M.  E.  Stoner, 
M.D.,  Omaha 

9:20  “Aids  in  Differential  Diagnosis  of  Jaundice” 
— Henry  J.  Lehnhoff,  Jr.,  M.D.,  Omaha 
9:40  Discussion 

9:50  Guest  Introduction  — Dr.  L.  A.  Donahoe, 
Nebr.  State  Dental  Assn. 

10:00  “Roentgenological  Diagnosis  of  Gastric  Le- 
sions” 

— Roger  A.  Harvey,  M.D.,  Prof.  Radiology, 
University  of  Illinois,  Chicago 
10:30  “Medical  Aspects  of  Gastric  Lesions” 

— Edmund  F.  Foley,  M.D.,  Professor  Medi- 
cine, University  of  Illinois,  Chicago 
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11:00  “Surgical  Treatment  of  Gastric  Lesions” 

— John  Todd  Reynolds,  M.D.,  Clinical  Assist- 
ant Professor  Surgery,  University  of  Illi- 
nois, Chicago 
11:30  “Poliomyelitis” 

— Edward  Compere,  M.D.,  Professor  Ortho- 
pedic Surgery,  Northwestern  University, 
Chicago 

12 :30  Alumni  Luncheons 

TUESDAY  AFTERNOON 
Thomas  Dorwart,  M.D.,  Lexington,  Presiding 

2:00  Presidential  Address 

— Geo.  E.  Charlton,  M.D.,  Norfolk 

2:20 — Installation  of  Incoming  President 
— J.  E.  M.  Thomson,  M.D.,  Lincoln 

2 :30 — Necrology 

— Roy  Whitham,  M.D.,  Lincoln 

2:35 — University  of  Illinois — Panel  Discussion  on 
Gall  Bladder  Disease 

— Wayne  Waddell,  M.D.,  Beatrice,  Moderator 
“Radiological  Diagnosis” 

— Roger  A.  Harvey,  M.D. 

“Medical  Diagnosis” 

— Edmund  F,  Foley,  M.D. 

“Surgical  Treatment” 

— John  T.  Reynolds,  M.D. 

TUESDAY  EVENING 

7:00  Fun  Nite  at  Cotner  Terrace 

Dinner,  Dancing,  Entertainment 
— Lancaster  County  Medical  Society,  Sponsor 


House  of  Delegates 12:30  p.m. 

Lancaster  Room 

Board  of  Councilors 5:00  p.m. 

Lancaster  Room 


WEDNESDAY  MORNING,  MAY  5,  1948 
F.  M.  Karrer,  M.D.,  McCook,  presiding 

9:00  “The  Value  of  the  Electrocardiograph  in  Gen- 
eral Practice” 

— F.  W.  Niehaus,  M.D.,  Omaha 

9:20  “Management  of  Fractures  of  the  Os  Calcis” 
— F.  C.  Ferciot,  M.D.,  and  F.  P.  Stone,  M.D., 
Lincoln 

9:40  “Experiences  of  the  Photoflurographic  Chest 
Examination  of  All  Admissions  to  the  Lin- 
coln General  Hospital” 

— J.  Marshall  Neely,  M.D.,  Lincoln 

10:00  “Recent  Advances  in  the  Treatment  of  Cardio- 
vascular Disease” 

— Edwin  S.  Orgain,  M.D.,  Associate  Profes- 
sor of  Medicine  in  charge  of  Cardiology, 
Duke  University  School  of  Medicine 

10:30  “Neurosurgery  in  Intractable  Pain” 

— Guy  L.  Odom,  M.D.,  Assistant  Professor  of 
Neurology,  Duke  University 

11:00  “Medical  Aspects  of  the  Problem  of  Joint 
Disease” 

— Elbert  L.  Persons,  M.D.,  Assistant  Profes- 
sor of  Medicine,  Director  of  Student 
Health,  Associate  Professor  of  Public 
Health  and  Preventive  Medicine,  Duke 
University 


11:30  “Marie — Strumpel  Arthritis  and  the  Undiag- 
nosed Low  Back  Pain” 

— Lenox  D.  Baker,  M.D.,  Professor  Ortho- 
pedic Surgery,  Duke  University 

WEDNESDAY  NOON 

12:30  Luncheon,  Ballroom 

— Arthur  J.  Offerman,  M.D.,  Omaha,  pre- 
siding 

“Prepayment  Plans  for  Health  Care — The 
Blue  Shield  and  Blue  Cross” 

— Paul  Hawley,  M.D.,  Chief  Executive  Offi- 
cer Blue  Cross-Blue  Shield  Plan 

WEDNESDAY  AFTERNOON 
H.  D.  Runty,  M.D.,  DeWitt,  presiding 

2:00  University  of  Illinois — Panel  on  Lesions  of 
the  Colon 

— J.  Dewey  Bisgard,  M.D.,  Omaha,  Moderator 
“Roentgenological  Diagnosis” 

— Roger  A.  .Harvey,  M.D. 

“Medical  Treatment” 

— Edmund  F.  Foley,  M.D. 

“Surgical  Treatment” 

— John  T.  Reynolds,  M.D. 

3:30  Duke  University — Panel 

— Lenox  D.  Baker,  M.D.,  Moderator 
“Upper  Extremity  and  Chest  Pain  in  the 
Cardiovascular  Patient” 

— Edwin  S.  Orgain,  M.D. 

“Neurological  Aspects  of  Upper  Extremity 
Pain” 

— Guy  L.  Odom,  M.D. 

“Vasomotor  Syndromes  and  Arthritis  of  the 
Upper  Extremity” 

— Elbert  L.  Persons,  M.D. 

“Orthopedic  Aspect  of  Upper  Extremity 
Pain” 

— Lenox  D.  Baker,  M.D. 

WEDNESDAY  EVENING 

7:00  Annual  Banquet  at  Cornhusker  Hotel 
“The  Farmer  Buys  Medical  Care” 

— ^John  0.  Christianson,  D.Sc.,  Superinten- 
dent of  School  of  Agriculture,  University 


of  Minnesota 

House  of  Delegates 8:00  a.m. 

Lancaster  Room 

Board  of  Councilors 9:00  a.m. 


Lancaster  Room 

THURSDAY  MORNING,  MAY  6,  1948 
George  Salter,  M.D.,  Norfolk,  presiding 

9:00  “Surgical  Treatment  of  Hypertension” 

— Robert  S.  Long,  M.D.,  Omaha 
' 9:20  “An  Internist  Looks  at  Psychosomatic  Medi- 
cine” 

— Geo.  A.  Young,  Jr,,  M.D.,  Omaha 
9:40  “Practical  Methods  of  Increasing  Therapeutic 
Effects  of  Penicillin” 

— A.  L.  Smith,  Jr.,  M.D.,  Lincoln 
10:00  University  of  Wisconsin — Panel 

“Management  and  Treatment  of  Prolonged 
Labor” 

— Ralph  E.  Campbell,  M.D.,  Professor  of  Ob- 
stetrics and  Gynecology 
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I 


“Meningitis  in  Infancy  and  Childhood” 

— John  E.  Gonce,  M.D.,  Professor  of  Pedi- 
atrics 

“Diagnosis  and  Treatment  of  Common  Skin 
Diseases” 

— Sture  A.  M.  Johnson,  M.D.,  Professor  of 
Dermatology 

“Management  of  Thyroid  Disease  with  Radio- 
active Iodine” 

— Edgar  S.  Gordon,  M.D.,  Associate  Profes- 
sor of  Medicine 

THURSDAY  NOON 
Howard  Hunt,  M.D.,  Omaha,  presiding 

12:30  Luncheon,  Ballroom 

“The  Nature  and  Management  of  Atomic 
Bomb  Injuries” 

— Edgar  Gordon,  M.D. 

THURSDAY  AFTEIRNOON 
G.  E.  Peters,  IM.D.,  Randolph,  presiding 

2:00  “Newer  Methods  in  the  Treatment  of  Cancer” 
— Charles  S.  Cameron,  M.D.,  Medical  and 
Scientific  Director,  American  Cancer  So- 
ciety 

2:30  University  of  Wisconsin  Symposium 

— Floyd  Rogers,  M.D.,  Lincoln,  Moderator 
“Newer  Concepts  of  Diabetes” 

— Edgar  Gordon,  M.D. 

“Management  of  Pregnancy  in  Diabetes” 

— Ralph  Campbell,  M.D. 

“Management  of  the  Newborn  Infant  of  the 
Diabetic  Mother” 

— John  Gonce,  M.D. 

“Cutaneous  Manifestations  of  Diabetes” 


— Sture  A.  M.  Johnson,  M.D. 

House  of  Delegates 8:00  a.m. 

Lancaster  Room 

Board  of  Councilors 9:00  a.m. 

Lancaster  Room 


TWENTY-THIRD  ANNUAL  MEETING  OF 
WOMAN’S  AUXILIARY  TO  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION 
Cornhusker  Hotel,  Lincoln,  May  3,  4,  5,  6,  1948 

May  3,  Registration  Headquarters, 
Cornhusker  Hotel 

May  4 

10:00  a.m. — Executive  Session,  Cornhusker  in  State 
Suite,  Mrs.  M.  E.  Grier,  presiding 

12:30  p.m. — Informal  Luncheon,  Cornhusker  in  State 
Suite 

3:00  p.m. — Tea,  Mrs.  0.  V.  Calhoun,  2.510  S.  24th  St. 

May  5 

10:00  a.m. — Annual  Business  Meeting,  Cornhusker 
Hotel,  Mrs.  M.  E.  Grier,  presiding 

12:30  p.m. — Luncheon  and  Program,  Cotner  Terrace, 
225  No.  Cotner,  $1.25  per  plate.  Early 
reservations  appreciated. 


Post  Executive  Session  following  lunch- 
eon and  program,  Mrs.  0.  P.  Marvel, 
presiding 

Trip  to  Capitol,  Morrill  Hall  or  Pioneer 
Park 

6:30  p.m. — Banquet,  Cornhusker — Nebr.  State  Med. 
Association 


TECHNICAL  EXHIBITS 

. May  3,  4,  5,  and  6,  1948 

Cornhusker  Hotel  — Lincoln,  Nebraska 

Booth  No.  1 — SEILER  SURGICAL  CO.,  Omaha,  Nebraska. 

We  wish  to  welcome  all  the  members  of  the  Nebraska  State 
Medical  Association,  visitors,  and  friends,  and  invite  them  to 
attend  our  display.  One  outstanding  feature  of  our  display  will 
be  the  new  AM  A approved  micro  therm  (diathermy)  latest 
development. 

Booth  No.  2— LANTEEN  MEDICAL  LABS.,  INC.,  Chicago, 

111.  Lanteen  Medical  Laboratories  invite  you  to  visit  booth 
number  two.  Representatives  will  be  available  to  discuss  the 
new  diaphragm  fitting  technique.  The  LANTEEN  flat  spring 
diaphragm  will  be  exhibited  as  well  as  other  pharmaceutical 
specialties  including  PROCARMIN,  outstanding  formula  of 
Autoylic  Hydrolysate. 

Booth  No.  3— MEAD  JOHNSON  & Co.,  Evansville,  Ind. 
Three  new  MEAD  products  of  special  interest  to  dietitians  ^ 
are : Lonalac  for  low  sodium  diets ; Protenum  for  high  pro- 
tein diets  : Protolysate  for  use  when  protein  food  is  contra- 
indicated. Our  representatives  will  be  pleased  to  discuss  these 
products  with  all  the  visiting  doctors. 

Booth  No.  4 — ELI  LILLY  & CO.,  Indianapolis,  Ind.  The 
Lilly  exhibit  for  1948  features  a presentation  on  ‘Dolophine 
Hydrochloride’  (Methadon  Hydrochloride,  Lilly).  You  will  be 
interested  in  the  comparison  of  postoperative  relief  of  pain 
with  ‘Dolophine  Hydrochloride,’  10  mg.,  and  Morphine,  15  mg. 
Many  other  Lilly  products  will  be  on  display.  Attending  Lilly 
med;cal  service  representatives  will  be  present  to  aid  visiting 
physicians  in  every  way  possible. 

Booth  No.  5— PHILIP  MORRIS  & CO.,  LTD.,  New  York. 
Philip  Morris  & Company  will  demonstrate  the  method  by 
which  it  was  found  that  Philip  Morris  Cigarettes,  in  which 
diethylene  glycol  is  used  as  the  hygroscopic  agent,  are  less 
irritating  than  other  cigarettes.  Our  representatives  will  be 
happy  to  discuss  researches  on  this  subject,  and  problems  on 
the  physiological  effects  of  smoking. 

Booth  No.  6 — G.  D.  SEARLE  & CO.,  Chicago,  111.  You  are 
cordially  invited  to  visit  the  Searle  booth  where  our  repre- 
sentatives will  be  happy  to  answer  any  questions  regarding 
Searle  Products  of  Research.  Featured  will  be  Hydryllin,  the 
new  anti  histamlnic,  as  well  as  such  time-proven  products  as 
Searle  Aminophyllin  in  all  dosage  forms,  Metamucil,  Ketochol, 
Floraquin,  Kiophyllin,  Diodoquin,  Pavatrine  and  Pavatrine 
with  Phenobarbital. 

Booth  No.  7— HOLLAND-RANTOS  CO..  INC.,  New  York. 
KOROMEX  JELLY  and  KOROMEX  CREAM  will  be  featured 
at  booth  7.  You  may  recall  it  was  Holland-Rantos  Company, 
Inc.,  that  pioneered  the  introduction  of  modern  contraceptive 
technique' — so  frequently  referred  to  as  the  Koromex  Method. 

The  medical  background  and  clinical  use  of  KOROMEX  JELLY 
dates  back  to  1925.  Medical  service  representatives  will  be 
on  hand  to  discuss  with  interested  physicians  the  latest  data  on 
KOROMEX  JELLY  and  CREAM. 

Booth  No.  8— WINTHROP-STEARNS,  INC.,  New  York.  We 
extend  a cordial  invitation  to  visit  our  booth  where  representa- 
tives will  be  on  hand  to  discuss  the  latest  pharmaceutical 
preparations  made  by  our  firm.  Featured  will  be  Demerol, 
powerful  analgesic,  spasmolytic  and  sedative ; Neocurtasal, 
sodium-free  seasoning  agent ; Neo-Synephrine  with  Penecillin 
for  the  treatment  of  sinusitis  ; and  Parenamine,  pure  amino 
acide  for  intravenous  use. 

Booth  No.  9 — G.  E.  X-RAY  CORP.,  Milwaukee,  Wisconsin. 
With  the  moving  of  its  main  offices,  laboratories,  and  manu- 
facturing plant  from  Chicago  to  Milwaukee  with  its  increased 
facilities,  the  medical  profession  may  expect  to  see  in  time 
better  ciuality  products,  finer  service  to  users,  and  finer  tech- 
nical facilities  designed  to  help  you  get  the  most  from  your 
apparatus.  Our  representatives  will  be  glad  to  discuss  G.  E. 
equipment  with  you. 

Booth  No.  10— CIBA  PHARMACEUTICAL  PRODUCTS,  INC., 
SUMMIT,  N.  J.  The  Ciba  exhibit  of  “Economic  Hormone 
Therapy”  will  feature  METANDREN  linquets,  the  most  potent 
oral  androgen  in  tablets,  designed  for  absorption  through  sub- 
lingual mucosa  ; LUTOCYLOL  Linquets,  orally  effective  pro- 
gestogen especi^illy  designed  for  sublingual  absorption  ; and 
ETHINYL  ESTRADIOL,  the  most  potent  oral  estrogen.  Repre- 
sentatives in  attendance  will  gladly  furnish  literature  and 
answer  questions  about  these  and  other  Ciba  products. 

Booth  No.  11 — W.  B.  Saunders  Co..  Philadelphia,  Pa.  We 
will  exhibit  our  full  line  of  medical  books  including  Hyman’s 
‘‘Integrated  Practice  of  Medicine,”  Bockus’  “Gastroenterology,” 
Kinsey’s  “Sexual  Behavior  in  the  Human  Male,”  Beckman’s 
“Treatment,”  Todd  & Sanfoi-d’s  “Clinical  Diagnosis  by  Lab- 
oratory Methods,”  Christopher’s  “Minor  Surgery,”  Dowling’s 
“Acute  Bacterial  Diseases,”  Brams’  “Treatment  of  Heart  Dis- 
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ease,”  Bastedo’s  ‘‘Pharmacology,  Therapeutics  and  Prescrip- 
tion Writing,”  Wechsler’s  ‘‘Clinical  Neurology,”  and  many  . 
others. 

Booth  No.  12— SCHERING  CORPORATION,  Bloomfield,  N.  J. 
Important  new  hormone  and  pharmaceutical  preparations  will 
be  featured  at  the  Schering  Booth.  Micropellets  Progvnon  is 
a new  potent  form  of  the  female  sex  hormone.  Comhisul  and 
Combisul  Liquid  are  the  triple  sulfonamide  combinations  which 
eliminate  the  dangers  of  sulfonamide  renal  damage.  New  High 
potencies  of  Oreton-M.  Pranone  and  Progynon-B  are  presented. 
Schering  Professional  Service  Representatives  will  welcome  you 
and  will  be  happy  to  answer  your  inquiries  concerning  Scher- 
ing’s  new  products  as  well  as  the  older  and  time-tested  hor- 
mones, x-ray  diagnostic,  chemotherapeutic  and  pharmaceutical 
preparations. 

Booth  No.  13— CROSBY  SURGICAL  COMPANY,  Omaha,  Ne- 
braska. We  invite  your  inspection  of  new  equipment,  instru- 
ments and  supplies,  representative  of  the  better  manufacturers. 

Booth  No.  14 — E.  R.  SQUIBB  & SONS,  New  York.  We  are 
presenting  a wide  variety  of  newly  released  Squihh  prepara- 
tions for  prescription  use,  among  them  Liafon,  a new  hema- 
tinic.  Pneumococcus  Polysaccharides  for  Active  Immunization, 
Penicillin  Soluble  Troches  5,000  Units,  P.O.W.  Fulid,  Amniotin 
suppositories  (capsule  type),  and  Diethylstilbestrol  Tablets  25 
Mg. 

Booth  No.  15— PICKER  X-RAY  CORPORATION,  Sioux  City, 
Iowa.  Picker  X-Ray  Corporation  of  Omaha,  Nebraska,  will 
show  the  new  Monitor  Control  on  which  one  switch  takes  care 
of  the  following : Maintains  unvarying  milliamperage  under 

any  conditions  of  operation  ; selects  the  proper  scale  on  the 
dual  scale  milliamperage  meter ; corrects  the  kilovolt  reading 
for  the  load  ; selects  the  correct  x-ray  tube  focal  spot : makes 
all  operating  compensations  for  fluroscopy  including  dimming 
the  meter  illuminator ; selects  the  correct  fluroscopic-radio- 
graphic  settings  for  spot  film  work.  Be  sure  and  see  our 
display. 

Booth  No.  16 — HAROLD  DIERS  & CO.,  Omaha,  Nebraska. 
We  want  everj'^  doctor  in  Nebraska  to  be  familiar  with  our  group 
plan  on  accident  and  health  insurance.  Under  the  group  buy- 
ing power  of  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation you  can  buy  more  and  better  protection  at  a lower 
cost.  Vis.t  our  booth  for  complete  details. 

Booth  No.  17 — THE  DAIRY  COUNCIL,  Omaha,  Nebraska. 
We  invite  you  to  become  acquainted  with  our  authentic  health 
education  literature  for  reference  use,  for  use  as  patient  hand- 
outs and  for  reception  room  reading  material.  A cartoon  char- 
acter expressing  the  theme  ‘‘General  Physical  Check  Up”  will 
appear  in  the  shadow  box  display.  The  booklet,  ‘‘Newer 
Knowledge  of  Milk”  will  be  mailed  to  all  who  register. 

Booth  No.  18— PHEBUS  SURGICAL  CO.,  Omaha,  Nebraska. 
Phebus  will  display  a line  of  surgical  instruments,  the  Beck 
Lee  Electrocardiograph,  and  the  Wappler  Diathermy. 

Booth  No.  19 — C.  B.  FLEET  CO.,  Lynchburg,  Va.  We  cor- 
dially invite  you  to  visit  Booth  No.  19.  Increasingly,  during 
the  past  fifty  years,  to  the  medical  profession,  sodium  phos- 
phate has  come  to  mean  Phospho-Soda  (Fleet),  the  pure,  stable, 
aqueous  concentrate  of  the  two  U.S.P.  sodium  phosphates. 

Booths  No.  20  and  21— THE  KELLEY-KOETT  MANUFAC- 
TURING CO.,  Omaha,  Nebraska.  The  Kelley-Koett  Mfg.  Co. 
i5  proud  to  present  some  very  new  scientific  x-ray  equipment 
development  at  the  Nebraska  State  Medical  Association  Annual 
Assembly.  Also,  we  are  pleased  to  announce  exclusive  service 
and  sales  distributorship  for  CAMBRIDGE  ELECTRO- 
CARDIOGRAPH instruments  in  Nebraska  and  Iowa.  We  shall 
have  the  new  ‘‘SIMPLITROL”  Portable  EKG  at  the  meeting  for 
your  inspection. 

Booth  No.  22— M & R DIETETICS  LABS.,  INC.,  Columbus, 
Ohio.  We  will  display  SIMILAC,  a food  for  infants  deprived 
either  partially  or  entirely  of  breast  milk.  Mr.  B.  C.  Palmer 
will  appreciate  the  opportunity  to  discuss  the  merit  and  sug- 
gested application  for  both  the  normal  and  special  feeding 
cases. 

Booth  No.  23— SMITH-DORSEY  COMPANY,  Lincoln,  Ne- 
braska. Estrogenic  Hormone,  Liver  and  other  parenteral 
products  will  be  featured  in  the  Dorsey  exhibit.  Dorsey  rep- 
resentatives welcome  you  to  the  exhibit  every  day. 

Booth  No.  24 — H.  G.  FISCHER  & CO.,  Chicago,  111.  Visitors 
to  the  80th  Annual  Assembly  of  the  Nebraska  State  Medical 
Association  are  cordially  invited  to  visit  our  FISCHER  display 
and  to  inspect  the  new  units  of  FISCHER  X-Ray  and  Electro- 
Medical-Surgical  Apparatus  to  be  shown.  Fischer  apparatus  is 
characterized  by  new  levels  of  precision  design  and  convenient, 
efficient  operation.  Members  of  the  FISCHER  staff  will  be 
present  to  welcome  you. 

Booth  No.  25— BILHUBER-KNOLL  CORP..  Orange.  N.  J. 
We  will  display  such  fine  medicinal  chemicals  as  Metrazol. 
analeptic  and  antianoxiant ; Theocalcin,  diuretic  and  myocardial 
stimulant : Dilaudid,  analgesic  and  cough  sedative ; Bromural, 
sedative  and  mild  hypnotic,  and  our  other  ‘‘Council  Accepted” 
products.  The  anti-spasmodic,  Octin  will  also  be  shown.  Visit 
our  display  for  the  latest  developments  on  these  and  other 
prescription  chemicals  of  our  manufacture.  Your  visits  and 
d'scussions  will  be  welcomed. 

Booth  No.  26— PHYSICIANS  & HOSPITALS  SUPPLY  CO.. 
INC..  Minneapolis,  Minnesota.  We  extend  you  a cordial  invi- 
tation to  visit  our  exhibit  and  see  the  rnany  new  and  interest- 
ing items  which  we  will  have  on  display. 

Booth  No.  27— ULMER  PHARMACAL  COMPANY,  Minne- 
apolis, Minnesota.  You  are  cordially  invited  to  visit  our  dis- 
play of  Ulmer  Pharmaceutical  specialties.  Our  representatives 
will  welcome  an  opportunity  to  tell  you  about  them. 


Booth  No.  28— AMES  COMPANY,  INC.,  Elkhart,  Indiana. 
Ames  Company  representatives  will  be  glad  to  discuss  Decholin, 
the  standard  hydrocholeretic  agent  for  the  treatment  of  biliary 
tract  diseases.  They  will  be  demonstrating  Clinitest  and  Hema- 
test — simplified  tests  for  the  detection  of  urine-sugar  and 
occult  blood. 

Booth  No.  29— THE  BORDEN  COMPANY,  New  York.  Spend 
a few  minutes  with  Borden  at  booth  No.  29  and  refresh  your 
memory  on  our  Px’escription  Products.  Meet  BIOLAC,  a liquid 
modified  milk  for  infant  feeding ; DRYCO  with  its  high-pro- 
tein, low-fat  content  for  formula  flexibility  : MULL-SOY,  a 
liquid  hypoallergenic  soy  food  for  your  milk  allergic  patients  ; 
powdered  whole  milk  KLIM,  a dependable  source  of  whole 
milk  ; the  improved  milk  sugar,  BETA  LACTOSE,  for  carbo- 
hydrate supplementation  ; and  the  powdered  MERRELL-SOULE 
PROTEIN  and  LACTIC  ACID  MILKS  for  special  infant  feed- 
ing cases. 

Booth  No.  30— A.  S.  ALOE  COMPANY,  St.  Louis,  Missouri. 
The  A.  S.  Aloe  Company  welcomes  their  friends  to  booth  No. 
30  where  we  will  have  on  display  a representative  cross-section 
of  our  complete  line  of  Surgical,  Hospital,  and  Laboratory 
equipment  and  supplies.  Featured  will  be  a complete  line  of 
government  surplus  instruments  available  at  the  present  time — 
especially  selected,  fully  certified  instruments  at  approximately 
one-half  the  regular  cost. 

Booth  No.  31— SHARP  & DOHME,  INC.,  Philadelphia,  Pa. 
Sharp  & Dohme  extends  a cordial  welcome  to  all  visitors  at 
booth  No.  31.  Items  on  exhibit  include  a new  dosage  form 
of  (pelvinal)_  Sodium  Vinbarbital  for  the  production  of  ob- 
stetric amnesia  and  analgesia.  New  antibiotic  preparations  in- 
cluding Tyrothricin  along  with  ‘Sulfathalidine’  and  ‘Sulfa- 
suxidine,’  intestinal  bacteriostatic  agents,  are  also  being  fea- 
tured. 

Booth  No.  32— LEDERLE  LABORATORIES,  New  York. 
Lederle  will  welcome  visits  and  inquiries  at  Booth  No.  32  at 
which  will  be  featured  Folvite*  folic  acid  and  Purogenated 
Toxoids.  Both  are  products  of  Lederle  research  and  are  out- 
standing in  their  respective  fields.  Well-trained  representa- 
tives familiar  with  the  history  and  usages  of  these  products 
will  be  in  attendance  to  be  of  assistance  to  visitors  to  the 
booth. 

* Trade  Mark  Reg.  U.  S.  Pat.  Off. 

Booths  No.  33  and  34 — DONLEY-STAHL  COMPANY,  Lincoln, 
Nebraska.  We  will  display  the  latest  scientific  equipment.  Di- 
rect writing  cardiograph,  F.C.C.  approved  diathermy,  new 
examining  furniture,  modern  reception  furniture,  Ritter  exam- 
ining table  and  E.E.N.T.  unit,  Profexray  table  x-ray  unit,  kiddle 
tubal  insufflator  and  dry  ice  apparatus,  Leitz  and  Lametron 
photo  electric  colorimeters,  B & L and  Spencer  microscopes, 
quartz  ultraviolet  lamps. 

Booth  No.  35— THE  COCA-COLA  COMPANY,  Atlanta,  Ga. 
Ice-cold  Coca-Cola  will  be  served  to  physicians  attending  the 
meeting  through  the  joint  cooperation  of  the  Coca-Cola  Bottling 
Company  of  Lincoln  and  The  Coca-Cola  Company.  Be  sure 
and  visit  the  “Coke”  bar. 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 
1947  Maternal  Deaths 

The  following  is  a preliminary  report  of  the 
maternal  deaths  in  Nebraska  for  1947.  A more  de- 
tailed study  is  being  prepared  by  the  Maternal  and 
Child  Health  Committee  of  the  Nebraska  State 
Medical  Association  for  release  at  a later  date. 

Total  Maternal  Deaths  (Nebraska  Residents) 34 

Rate  per  1,000  Births  (Provisional) 1.08 


Births  and  Maternal  Deaths,  1943-1947 


Year 

Rate  per  1,000  Matei-nal 

Rate  per 

Births 

Est.  Pop. 

Deaths  1 

.000  Births 

1943 

. 25,091 

21.3 

44 

1.75 

1944 

- 24,694 

20.3 

42 

1.70 

1945 

. 24,292 

20.3 

37 

1.52 

1946 

. 27,753 

23.2 

27 

.97 

1947 

. 31,500* 

26.4 

34 

1.08 

* Estimated. 

Maternal 

Deaths  by 

Cause  — Nebraska, 

1947 

Cause  of  Death 

Total 

Abortion  (spontaneous. 

therapeutic 

, or  of 

un- 

specified  origin  without  mention  of  hemor- 
rhage, trauma  or  shock  or  toxemia) 1 

Self-induced  abortion 1 

Eclampsia  of  pregnancy 3 

Other  toxemias  of  pregnancy 2 

Other  diseases  and  accidents  of  pregnancy 
(death  before  delivery)  1 
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Placenta  praevia  (with  childbirth) 1 

Other  and  unspecified  hemorrhages  of  child- 
birth and  the  puerperium 5 

General  or  local  puerperal  infection  (except 

myelitis)  1 

Puerperal  thrombophlebitis  2 

Puerperal  embolism  and  sudden  death 4 

Puerperal  eclampsia  2 

Puerperal  albuminuria  and  nephritis 2 

Other  accidents  and  specified  conditions  of 

childbirth  '7 

Other  and  unspecified  conditions  of  childbirth 
and  the  puerperium 2 

Total  Maternal  Deaths,  1947 34 


— E.  A.  ROGERS,  M.D.,  Acting  Director 
Division  of  Maternal  and  Child  Health. 
State  Department  of  Health. 


WORLD  REPORT  ON  VENEREAL  DISEASES 
STRESSES  POSTWAR  DANGER 

World-wide  increases  in  the  venereal  diseases  re- 
ported during  wartime  continue  unabated  into  the 
postwar  period,  according  to  a report  published  in 
the  February  issue  of  the  Journal  of  Social  Hygiene 
by  the  American  Social  Hygiene  Association. 

The  report,  unique  for  its  comprehensive  cover- 
age and  statistical  detail,  calls  new  attention  to  the 
\drtually  universal  threat  to  public  health  arising 
from  VD  prevalence  and  notes  that  this  threat  is 
intensified  by  present-day  speed  and  scope  of 
population  movements  between  countries.  A special 
feature  is  the  assembly  by  continents  and  countries 
of  all  available  statistics  on  venereal  disease  inci- 
dence and  prevalence,  brought  together  in  a single 
document  for  the  first  time  in  many  years. 

Prepared  by  Thorstein  Guthe,  M.D.,  formerly  of 
the  Norwegian  Health  Service,  now  World  Health 
Organization  Medical  Officer  at  Geneva,  and  John 
C.  Hume,  M.D.,  of  Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health,  with  the  col- 
laboration of  other  experts,  and  approved  for  pub- 
lication by  the  U.  S.  Army  and  the  U.  S.  Public 
Health  Service,  the  report  asserts  that  war  intensi- 
fies venereal  disease  problems  not  only  during  the 
period  of  actual  conflict  but  later  as  well,  adding: 

“After  the  war,  venereal  diseases  still  remain  a 
public  health  problem  in  all  countries,  and  the  im- 
pact of  military  occupation  and  demobilization  has 
reflected  itself  in  venereal  disease  rates  even 
higher  than  those  observed  during  the  war.” 

Among  major  facts  disclosed  by  the  report  are: 

1.  Judged  by  “conservative”  estimates,  from  two 
to  four  million  newly  acquired  cases  of  syphilis  at  a 
minimum  occur  annually  in  the  world’s  population 
and  from  six  to  twelve  million  new  cases  of  gonor- 
rhea. Judged  by  the  same  conservative  yardstick, 
syphilis  prevalence  on  a world  scale  is  estimated 
at  certainly  no  less  than  20,000,000. 

2.  While  increases  still  continue  in  many  parts 
of  the  world,  a “leveling  off”  is  seen  in  VD  inci- 
dence rates  in  the  United  States  and  western 
Europe. 

3.  Data  gathered  on  a world  scale  gives  new 
evidence  of  the  close  relationship  between  living 
standards  and  social  conditions  on  the  one  hand 
and  venereal  disease  prevalence  on  the  other.  A 
study  of  conditions  in  the  U.  S.  Zone  of  Germany, 
showing  a correspondence  between  the  rise  in  VD 


incidence  and  the  decline  in  the  weights  of  civilians, 
highlights  these  findings. 

The  report  proposes  a whole  series  of  recommen- 
dations for  national  and  international  action  to 
strengthen  efforts  for  VD  control.  These  include 
proposals  for  uniform  reporting  procedures  on  a 
world  scale;  international  use  of  national  control 
measures;  establishment  of  administrative,  scien- 
tific and  procedural  standards,  within  the  frame- 
work of  a uniform  plan  to  be  worked  out  by  the 
World  Health  Organization,  the  International 
Union  against  the  Venereal  Diseases,  and  other  gov- 
ernmental agencies  concerned. 

Reprints  of  the  report,  which  is  being  distributed 
internationally  by  the  World  Health  Organization, 
may  be  obtained  in  the  United  States  from  the 
American  Social  Hygiene  Association,  1790  Broad- 
way, New  York,  19. 

(Pub.  No.  A-173.  International  Aspects  of  the  Venereal  Prob- 
lem. 40  cents.  50  cents  if  mailed  outside  U.S.A.). 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 
March  31,  1948 


Cash  on  hand,  March  1,  1948 .$52,451.69 

Receipts : 

From  dues  $35,276.50 

From  enrollment  fees 681.00 

Taxes  deducted  from  salaries 46.70  36,004.20 


$88,455.89 

Disbursements : 

Claims  paid  $23,729.50 

Administrative  expense  (dr.  $4,274.67  ; 

cr.  $1,905.70)  2,368.97 

Salary,  Executive  Director 250.00 

Professional  fee,  E.K.M. 125.00 

Medical  Director  100.00  <■ 

Attorney  100.00 

Auditing  * 25.00 

Advertising  46.34 

Printing  arid  stationery 516.79 

Home  office  travel  and  expense 253.70 

Hospital  records  and  films 5.00 

Collection  expense  17.00 

Refunds  220.00 

Dues  36.99 

Exchange  .50 

Postage  400.00 

Insurance  7.20  28,201.99 


Cash  on  hand,  March  31,  1948 $60,253.90 

Bank  Balances,  March  31,  1948: 

Packers  National  Bank,  Omaha $54,106.74 

First  National  Bank,  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 5,000.00 


$60,253.90 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
March  31,  1948 

.Assets  • 

Cash  in  banks $60,253.90 

Premiums  in  proce.ss  of  collection 7,669.90 

U.  S.  Bonds  (cost  plus  accrued  interest)  74,672.66  $142,596.46 


Liabilities : 

Accounts  payable.  Blue  Cross $ 6,396.12 

Accounts  payable,  monthly  invoices 1,093.18 

Accrued  pa,yroll  taxes 147.40 

Cla-'ms  payable : 

Unreported  17,000.00 

Pending  7,129.00 

Accrued  audit  expense  375.00 

Unearned  premiums  40,229.80 


$72,-370.50 

Reserve  for  Public  Relations  Campaign — 1,000.00 

Subscribers  4% 

Surplus  Notes  $19,450.00 

Net  income  to  date 49,775.96 


69,225.96 

$142,596.46 

(Continued  on  p.  xxxviii) 
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. , . pressure  of  the  gravid 
uterus  mechanically 
interferes ...” 


Ill : pregnancy 


“Constipation  is  the  rule.  The  pressure  of  the  gravid 
uterus  mechanically  interferes  with  the  function  of  the  small 
intestine  and  colon  per  se  and  also  renders  the  act  of 
defecation  less  efficient  by  its  effect  on  the 
diaphragm,  abdominal  muscles  and  levator  ani.” 

— Bockus,  H.  L.:  Gastro- Enter ology, 

Philadelphia,  W.  B.  Saunders 
Company,  1946,  voL  3,  p.  999. 

"Smoothage”  for  Management  of  Constipation  in 
Pregnancy 

Management  of  bowel  evacuation  without  the  use  of 
irritant  laxatives  is  accomplished  with  the  gentle,  nonirritating 
action  of  Metamucil — “smoothage.” 

By  providing  soft,  plastic,  water-retaining  bulk, 

Metamucil  promotes  normal,  easy  peristaltic  movement — 
the  desired  action  in  pregnancy. 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata 
(50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


METAMUCIL 


is  the  registered  trademark  of  g.  d.  searle  s go.,  Chicago  so,  Illinois 

SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


XXll 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
May,  1948 


OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 

G.  E.  Charlton,  Norfolk 

J.  E.  M.  Thomson,  Lincoln 

M.  H.  Carrig,  Bloomfield 


President  Earl  Farnsworth,  Grand  Island Vice  President 

President-Elect  R.  B.  Adams,  Lincoln Secretary 

-Vice  President  M.  C.  Smith.  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Geo.  W.  Covey,  Chairman,  1949 Lincoln  D.  B.  Steenburg,  1951 Aurora 

J.  D.  McCarthy.  1950 Omaha  Harry  W.  Benson,  1948 Oakland 

R.  B.  Adams Lincoln 

Delegates — Karl  S.  J.  Hohlen,  Lincoln  ; J.  D.  McCarthy,  Omaha  Alternates — Joe  Bixby,  Geneva  ; H.  S.  Morgan,  Lincoln 


COMMITTEES 

Education 

Advisory  to  Auxiliary 

R.  T.  Van  Metre,  dim 

Fremont 

C.  R.  Williams Syracuse 

R.  A.  Moser Omaha 

Credentials 

R.  B.  Adams,  Chm Lincoln 

Howard  Royer Grand  Island 

H.  O.  Bell York 

R.  F.  Jester Kearney 

A.  H.  Fechner Lincoln 

Insurance 

Ralph  Luikart,  Chm. Omaha 

Ted  Riddell  Scottsbluff 

W.  E.  Wright Creighton 

Journal  and  Publication 

W.  H.  Heine,  1948 Fremont 

F.  W.  Niehaus,  1949 Omaha 

.1.  C.  Thompson,  1950_Lincoln 
Library,  Necrology  and 
Records 

W.  E.  Shook,  1948 Shubert 

Roy  Whitham,  Chm.,  1949 

I/incoln 

George  Salter,  1950 Norfolk 

• Medicolegal  Advice 

R.  W.  Fonts,  Chm.,  1949 

Omaha 

R.  B.  Adams,  1950 Lincoln 

J.  P.  Gilligan,  1948 Lincoln 


Medical  Service 


E. 

B. 

Reed,  Chm 

Lincoln 

R. 

M. 

Still 

J. 

S. 

Broz 

Alliance 

R. 

W. 

Fonts 

. Omaha 

C. 

H. 

Sheets 

Cozad 

President,  Sec.-Treas. 

, Ex-Sec. 

Planning 

F. 

L. 

Rogers,  Chm._. 

Lincoln 

Morris 

Nielsen 

Blair 

A. 

B. 

Anderson Pawnee  City 

A. 

J. 

Offerman 

Omaha 

F. 

G. 

Dewey 

Coleridge 

G. 

A. 

Young,  Jr. 

Omaha 

M. 

C. 

Smith 

Lincoln 

Prepayment  Medical  Care 
A.  J.  Offerman,  Chm. -Omaha 

Chas.  McMartin  Omaha 

Donald  Steenburg Aurora 

Rural  Medical  Service 
Scientific  Assembly 


H.  S.  Morgan,  1948  Lincoln 

M.  E.  Grier,  1949  Omaha 


J.  Dewey  Bisgard,  1950 

Omaha 

W.  W.  Waddell,  1951 

Beatrice 

R.  B.  Adams Lincoln 


Speakers  Bureau 

H.  H.  Davis,  Chm Omaha 

J.  R.  Kleyla Omaha 

C.  C.  Hickman Lincoln 

Student  Loan  Fund 

O.  J.  Cameron,  Chm. Omaha 

Olga  Stastny  Omaha 

J.  D.  Taylor Lincoln 

RESEARCH 

Arthritis 

R.  K.  Johnson,  Chm Friend 

J.  Bixby  Geneva 

Harold  M.  Neu Omaha 

Cancer 

James  F.  Kelly,  Chm Omaha 

H.  B.  Hunt Omaha 

N.  H.  Rasmussen_-Scottsbluff 

Convalescent  Serum 

P\  S.  Clarke,  Chm Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson No.  Platte 

Fracture 

Herman  F.  Johnson,  Chm 


Omaha 

Wm.  L.  Sucha Omaha 

A.  C.  Barry Norfolk 


Industrial  Health 


F\  M.  Conlin,  Chm Omaha 

W.  R.  Neumarker Columbus 

C.  F.  Andrews Lincoln 

H.  L.  Clarke North  Platte 

A.  A.  Ashby Fairmont 

M.  C.  H. 

H.  S.  Morgan,  Chm. Lincoln 

G.  E.  Peters Randolph 

L.  S.  McGoogan Omaha 

Paul  Morrow  Omaha 


Mental  Hygiene 


Public  Health 


J.  D.  Bradley,  Chm Omaha 

Fred  A.  Long Lincoln 

H.  N.  Morrow Fremont 

Tuberculosis 

J.  F.  Allen,  Chm Omabs 

H.  S.  Eklund Osceola 

J.  S.  Bell :: York 

Venereal  Disease 

L.  W.  Lee,  Chm Omaha 

H.  H.  Humphrey Daykln 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Warren 

Thompson,  Omaha.  Counties : 
Douglas,  Sai'py. 

Second  District:  Councilor:  Clay- 

ton Andrews,  Lincoln.  Counties : 
Lancaster.  Cass.  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties ; Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  G.  E. 
Peters,  Randolph.  Counties:  Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

F’ifth  District:  Councilor:  W.  R. 
Neumarker.  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties:  Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Ashby,  Fairmont.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  R.  R. 

Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  C.  H. 

Sheets,  Cozad.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard.  Dawson,  Buffalo,  Grant, 
Hooker.  Thomas,  Blaine,  Wheeler, 
Tvoup,  Garfield. 

Tenth  District:  Councilor:  H.  S. 
Andrews,  Minden.  Counties : Gos- 
per, Phelps.  Adams,  Furnas,  Har- 
lan. Franklin.  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties : Lincoln,  Perkins,  Keith, 
McPherson,  Garden,  Arthur,  Lo- 
gan. Deuel. 

Twelfth  District:  Councilor:  Ted 

Riddell,  Scottsbluff.  Counties  : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 
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ANGINA  PECTORIS 

and  other 
Manifestations  of 

CORONARY 

INSUFFICIENCY 


The  following  episodes  may  be  prevented 
by  appropriately  regulated  administra- 
tion of  a vasodilator  having  a sustained 
effect: 

FOR  THE  PERSON 

• who  is  compelled  to  stop  and  rest 
when  climbing  a flight  of  stairs. 

%who  suffers  “indigestion"”  and 
“gas”  on  exertion,  or  after  a heavy 
meal. 

• who  is  stricken  with  precordial 
pain  on  unusual  exertion  or  emo- 
tion, or  when  exposed  to  cold. 

The  vasodilatation  produced  by  Ery- 
throl  Tetranitrate  Merck  begins  15  to 
20  minutes  after  administration,  and 
lasts  from  3 to  4 hovurs. 


j It  is  generally  agreed  that  die  acute  attack  of  an^nal  pain  is  most  readily  relieved  by  the  prompt  removal 

of  the  provocative  factor,  and  hy  the  use  of  nitrites.  For  prophylactic  purposes — to  control  anticipated 
paroxysms — the  delayed  but  prolonged  action  of  erythrol  tetranitrate  is  effective.  Erythrol  tetranitrate, 
because  of  its  slower  and  more  prolonged  action,  is  also  considered  preferable  for  the  purpose  of  preventing 
nocturnal  attacks. 


(ERYTHRITYL  TETRANITRATE) 


^ot€nci/ 

MERCK  & CO.,  Inc.  RAHWAY,  NEW  JERSEY 


ERYTHROL  TETRANITRATE 

MERCK 
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Enjoy  extra  time  to  get  more  done  . . . and 
give  your  patients  extra  time  when  you 
Electronically  Memorize  important  office 
or  clinic  calls.  Transfer  data  later  to 
patients’  cards.  This  Webster-Chicago 
portable  wire  recorder  plugs  into  an  AC 
outlet — ready  to  use.  Recording  wire  may 
be  replayed  thousands  of  times  or  kept 
indefinitely.  Complete  with 
microphone,  3 spools  of  wire. 


Handle 

More 

Cases 


with  extra  time  and 
attention  for  patients 


WEBSTER-CHICAGO 


MAKERS  OF  WEBSTER-CHICAGO  RECORD  PLAYERS 
AND  NYLON  PHONOGRAPH  NEEDLES 


WEBSTER-CHICAGO 

5610  Bloomingdale  Avenue  Dept.  M-6 
Chicago  39,  Illinois 

Gentlemen:  Send  the  Free  Booklet  on  the  Webster- 
Chicago  Electronic  Memory  Wire  Recorder.  No 
obligation,  of  course. 

Name 

Address 

City Zone  ...  State 


1 


I 

I 

I 

I 

I 

I 


RADIUM  • RADON 


35  Sedalce  ta 

Ute>  CoHced  ^ken42/p4dt 


Modern  Laboratories 
arid  Equipment;  Exper- 
ienced Technical  Staff; 
Orders  Accurately  and 
Promptly  Executed. 


RADIUM  & RADON  CORP. 

Telephone  Ran.  8855  • 25  E.  Washington  St. 

CHICAGO  2,  ILL. 

9 to  5 Mon.  through  Fri.  • Sat.  9 to  12 


r 


r 

\ 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


Dr.  L,  E.  Imes  of  St.  Paul  was  installed  as  presi- 
dent of  the  Tri-County  Medical  Association  at  a 
meeting  held  at  Riverside  Country  club  in  Grand 
Island,  April  1.  Other  officers  installed  were  Dr. 
Don  Watson,  Grand  Island,  vice  president,  and  Dr. 
C.  H.  Maggiore,  also  of  Grand  Island,  as  secretary. 
Fifty-one  physicians  and  their  wives  attended  the 
dinner  which  preceded  the  meeting.  The  scientific 
program  consisted  of  an  address  by  Dr.  R.  J.  Schen- 
ken,  Omaha,  on  “Thrombocytopenic  Purpura.” 


The  York  County  Medical  Society  entertained  the 
Sixth  Councillor  Medical  District  at  the  McCloud 
Hotel  in  York  Monday  evening,  March  8.  Fifty- 
five  members  attended.  The  guest  speaker  of  the 
evening  was  Dr.  J.  E.  M.  Thomson  of  Lincoln,  presi- 
dent-elect of  the  Nebraska  State  Medical  Associa- 
tion. He  showed  colored  movies  of  his  recent  trip  to 
Czechoslovakia  and  some  of  the  European  countries 
in  general.  Dr.  Charles  Way  of  Wahoo  presided  at 
the  meeting.  At  this  same  meeting  Mr.  M.  C. 
Smith,  executive  secretary  of  the  Nebraska  State 
Medical  Association,  discussed  some  of  the  medical 
economic  problems  in  Nebraska. 
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A lABORATORY 
TECHNtC  IN  A 
TABLET---  . 


REPORT  OF  EXECUTIVE  DIRECTOR 
(Continued  from  p.  188) 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 
March  31,  1948 


Month  of 
March 

Income : 

Front  dues  $33,090.40 

Enrollment  fees  paid 681.00 


3 Months 
to  Date 

$96,353.38 

2,756.00 


Expenses : 

Claims  

*Administiative  expense  

Salary,  Executive  Director 

Professional  fees,  E.K.M 

Medical  Director  

Attorney  

Auditing  

Advertising  

Stationery  

Printing  

Home  office  travel  and  expense. 

Collection  expense  

Taxes  and  licenses 

Dues  

Postage  

Miscellaneous  

Insurance  


$33,771.40 

$24,569.00 
. 6,396.12 

250.00 

125.00 

100.00 
100.00 

125.00 
3.45 

302.69 
1,050.74 

253.70 
17.00 

2.50 
36.99 

400.00 

4.50 


$99,109.38 

$71,428.50 

15,125.61 

750.00 

375.00 

300.00 

300.00 

400.00 
12.35 

657.07 

1,666.75 

480.05 

27.00 
7.50 

127.18 

400.00 

19.00 
7.20 


$33,736.69 

Net  Gain  $ 34.71 

*Administrative  expense  regular 

Administrative  expense  advertising 


$92,083.21 
$ 7,026.17 
$ 4,660.93 
1,735.19 


MEMBERSHIP  SUMMARY— MARCH,  1948 


Subscriber  Members,  March  1,  1948 19,522 

Additions  939 

Cancellations  ■ 318 

Subscriber  Members,  April  1,  1948 20,143 

Dependent  Members,  April  1,  1948  (2.39  formula) 27,999 

Total  Members,  April  1,  1948 48,142 

Number  of  groups  added  during  March 33 


CLINITEST 

FOR  QUICK  URINE-SUGAR  TESTING 

NO  HEATING,  NO  MEASURING 

of  Reagents  — Simply  drop  one 
Clinitest  Tablet  in  diluted  urine. 

Allow  time  for  reaction  — compare 
with  color  scale.  That  is  all.  • 

CLINITEST  Laboratory  Outfit 

CLINITEST  Plastic  Pocket-size  Set 

CLINITEST  Reagent  Tablets 
12xl00’s  and  12x250’s  for  laboratory 
and  hospital  use. 

Distributed  through  regular  drug 
and  medical  supply  channels. 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 


MARCH  ENROLLMENT  BY  COUNTY 
ADAMS — 1 group,  25  members. 

BOX  BUTTE— 3 members. 

BUFFALO — 6 members. 

BUTLER — 7 groups,  59  members. 

CHEYENNE— 4 members. 

CLAY — 1 group,  11  members. 

CUSTER — 3 members. 

DAWES — 2 members. 

DAWSON — 1 member. 

DODGE — 3 groups,  42  members. 

DOUGLAS — 12  groups,  312  members. 

GAGE — 1 group,  20  members. 

GARDEN — 5 members. 

GRANT — 1 member. 

HALL — 14  members. 

HAMILTON— 3 members. 

KEARNEY — 1 member. 

KEITH — 3 members. 

LANCASTER — 2 groups,  294  members. 

LINCOLN — 2 groups,  43  members. 

LOGAN — 1 member. 

NUCKOLLS— 1 member. 

OTOE — 12  members. 

PHELPS — 2 members. 

PLATTE — 1 group,  7 members. 

RED  WILLOW — 1 group,  11  members. 
RICHARDSON— 3 members. 

SARPY — 1 member. 

SCOTTS  BLUFF — 2 groups,  40  members. 
SEWARD — 6 members. 

VALLEY — 1 member. 

YORK — 2 members. 


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 
March,  1948 


Number  of  claims 

paid 

. _ 505 

Number  of  services  rendered 

589 

Females 

310 

Males 

195 

Subscribers 

257 

Dependents 

. __  248 

Type  of  Service 

Number 

Percent 

Amt  Pd. 

Percent 

Appendectomies 

45 

7.64% 

$ 4,500.00 

18.90% 

Gynecology 

30 

5.09% 

2,820.00 

11.83% 

Obstetrics 

54 

9.17% 

2,755.00 

11.61% 

General  Surgery 

39 

6.62% 

2,510.00 

10  54% 

Orthopedics 

57 

9.67% 

2,478.50 

10.41% 

Tonsillectomies 

53 

9.00% 

1,855.00 

7.78% 

Medical 

72 

12.22% 

1,578.00 

6.63% 

Herniotomies 

12 

2.04% 

1,275.00 

5.31% 

X-Rays 

102 

17.32% 

992.00 

4.16% 

Gall  Bladders 

_ 5 

.85% 

750.00 

3.15% 

Hemorrhoids 

13 

2.21% 

515.00 

2.20% 

Urology 

12 

2.04% 

480.00 

2.01% 

Minor  Surgery 

54 

9.17% 

423.00 

1.78% 

Nose  and  Throat 

18 

3.06% 

393.00 

1.65% 

Radiation  Therapy 

___  2 

.34% 

175.00 

.73% 

Anesthesia 

12 

2.04% 

120.00 

.50% 

Eye 

3 

.50% 

115.00 

.48% 
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Transfusions  4 .68%  70.00  .29% 

Pathology  2 .34%  10.00  .04% 


589  100.00%  $23,814.50  100.00% 

Recall  of  claims  paid  in  Jan.  and  Febr — —85.00 

$23,729.50 

Amount  of  claims  in  process  of  settlement $7,129.00 

Average  cost  per  case  for  March 46.98 

Number  per  thousand  receiving  benefits  during  March-  11 


i 


I 

j The  fact  that  more  than  30  million  persons  are 
! now  enrolled  for  Blue  Cross  hospital  care,  and 
i more  than  7 million  are  members  of  the  Blue 
' Shield  Plan  for  medical  care  indicates  that  the 
! wage  earners  of  the  United  States  and  Canada 
i are  well  able  to  solve  their  own  medical  care  prob- 
lems on  a voluntary  basis,  without  government  aid. 


During  1947,  claims  totaling  $198,380  were  paid 
to  physicians  for  4,380  services  rendered  to  mem- 
bers. These  figures  represent  a 70  per  cent  in- 
crease over  the  preceding  year. 


Participating  Physicians  in  Nebraska  may  take 
genuine  pride  in  having  a part  in  a program  which 
offers  to  the  public  a means  of  prepaying  the  cost 
of  good  medical  care  through  the  Blue  Shield 
Voluntary  Plan. 


Complete  information  as  to  “Who,”  “When,” 
“Where,”  and  especially  “What”  is  needed  on  each 
claim  form  in  order  that  the  Medical  Director  may 
authorize  payments  promptly. 


The  “Service  Benefit”  feature  of  the  new  mem- 
bership agreement  applies  to  Blue  Shield  members 
having  a yearly  income  of  not  more  than  $1,800, 
if  single,  and  $2,600,  if  married.  The  Blue  Shield 
office  makes  no  attempt  to  provide  information  re- 
garding the  member’s  income.  Whether  or  not  the 
patient  is  eligible  for  “Service  Benefits”  should  be 
determined  by  mutual  understanding  between  the 
physician  and  his  patient. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


Public  opinion  regarding  the  profession-sponsored 
prepayment  plan  is  molded  by  the  attitude  of  your 
office.  You  and  your  assistants,  by  understanding 
the  operation  of  the  Blue  Shield  Plan,  can  con- 
tribute to  its  success  as  a public  service. 


DEATHS 

Dr.  Alice  Winnifred  Graham,  Lincoln.  Born  in 
Schuyler,  Nebr.,  in  1875.  Graduated  from  Barnes 
Medical  College,  St.  Louis  in  1905.  She  prac- 
ticed at  Craig,  Nebr.,  before  locating  at  Lincoln, 
where  she  remained  in  practice  until  December  24, 
1947,  when  she  fell  and  fractured  her  hip.  Dr. 
Graham  was  the  only  woman  physician  and  surgeon 
on  the  staff  of  St.  Elizabeth’s  hospital,  and  was 
head  of  the  surgical  gynecological  department.  She 
was  a member  of  the  Lancaster  County  Medical  So- 
ciety and  the  Nebraska  State  Medical  Association. 
She  died  at  home  Sunday,  March  14,  1948.  She  is 
survived  by  three  brothers  and  two  sisters. 

You  can  enhance  the  value  of  your  own 


DECHOLIN 
HYDROCHOLERESIS 
Encourages  Biliary 
Tract  Drainage 


PER  CENT  10  20  30  40  50  60  70  80  90  100  110 


CHOLERETIC  EFFECT 
OF  OX  BILE  SALTS: 

TOTAL  FLUIDS 

1 1 1 

J 

TOTAL  SOLIdS 

1 1 1 

HYDROCHOLERETIC 

EFFECT  OF  DECHOLIN 
( dehydrochelic  acid ) 

TOTAL  FLUIDS 

1 1 1 

TOTAL  SOLIDS  | j | 

# Percentage  Increase  in  Composition 
and  Quantity  of  Bile  Flow 

Ivy,  A.  C.,  et  al ; Am.  J.  Dig.  Dis.  7:333  (Aug.)  1940. 


HYDROCHOLERESIS  — 

an  increased  production  of  thin  liver  bile — is 
a desirable  approach  to  therapy  of  non-ob- 
structive biliary  tract  disturbances. 

DECHOLIN  — 

by  producing  an  increased  flow  of  bile — washes 
stagnant,  infected  bile  from  the  intra- 
hepatic  and  extrahepatic  biliary  passages, 
removing  pus-laden  material  and  discouraging 
the  ascent  of  infection. 


HOW  SUPPLIED: 

Decholin  in  3^  gr.  tablets.  Packages  of  25,  100, 
500  and  1000. 

SAckoUn. 

BRAND  • REG.  U.  S.  PAT.  OFF. 

(DEHYDROCHOLIC  ACID) 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 
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COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 

SURGERY — Intensive  Course  in  Surgical  Technique, 
Two  Weeks,  starting  May  10,  June  7,  July  19. 

Surgical  Technique,  Surgical  Anatomy  and  Clinical 
Surgery,  Four  Weeks,  starting  May  24,  June  21, 
August  2. 

Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks, 
starting  May  10,  June  7,  July  6. 

Surgery  of  Colon  and  Rectum,  One  Week,  starting 
May  24,  June  14. 

Surgical  Pathology  Every  Two  Weeks. 

UROLOGY — Intensive  Course,  Two  Weeks,  starting 
September  27. 

FRACTURES  AND  TRAUMATIC  SURGERY— Intensive 
Course.  Two  Weeks,  starting  June  7. 

OPHTHALMOLOGY — Intensive  Course,  Two  Weeks, 
starting  May  10. 

Ocular  Fundus  Diseases,  One  Week,  starting  June  7. 

GYNECOLOGY — Intensive  Course,  Two  Weeks,  starting 
June  7,  September  13. 

Vaginal  Approach  to  Pelvic  Surgery,  One  Week,  start- 
ing June  21. 

OBSTETRICS — Intensive  Course,  Two  Weeks,  starting 
June  21,  September  27. 

MEDICINE — Intensive  Course,  Two  Weeks,  starting 
June  7. 

Personal  Course  in  Gastroscopy,  Two  Weeks,  starting 
June  28,  July  12. 

Electrocardiography  and  Heart  Disease,  Two  Weeks, 
starting  August  2. 

Hematology,  One  Week,  starting  May  10. 

Gastroenterology,  Two  Weeks,  starting  May  24. 

DERMATOLOGY — Formal  Course,  Two  Weeks,  starting 
June  7. 

Clinical  Course  Every  Two  Weeks. 

ROENTGENOLOGY — Every  Two  Weeks. 

GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE.  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar,  427  South  Honore  Street.  Chicago  12.  Illinois 


Laboratories  of 
Clinical  Pathology 


731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 

TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  and  Mrs,  J.  B.  Schrock  of  Scottsbluff  visited 
in  the  east  in  March. 

Dr.  and  Mrs.  Chas.  M.  Swab  returned  from  a 
western  trip  in  March. 

Dr.  A.  H.  Hostetter  of  Douglas  suffered  a cere- 
bral hemorrhage  in  March. 

Dr.  and  Mrs.  Harvey  Clarke,  Jr.,  of  North  Platte, 
returned  from  a vacation  in  Cuba. 

Dr.  S.  M.  Weyer  of  Ogallala  attended  mid-winter 
postgraduate  clinics  in  Denver  in  March. 

Dr.  Donald  Wald,  a graduate  of  the  University  of 
Kansas,  has  become  associated  with  Dr.  C.  W. 
Weekes  at  Ord. 

Dr.  Douglas  Campbell  of  Wayne  has  become  as- 
sociated with  Drs.  Ted  Riddell  and  N.  H.  Rasmus- 
sen of  Scottsbluff. 

Dr.  R.  S.  Johnston  of  Kearney  plans  to  attend 
the  Rotary  International  Convention  in  Rio  de 
Janeiro,  Brazil,  in  May. 

Back  recently  from  vacations  in  Arizona  are  Drs. 
J.  Hewitt  Judd,  W.  A.  Cassidy,  Earl  Sage  and  J. 
Jay  Keegan,  all  of  Omaha. 

Dr.  J.  Harold  Lynch  has  returned  to  his  prac- 


tice following  several  months’  absence  because  of  a 
coronary  attack  in  November. 

Dr.  Charles  Arnold  of  Lincoln  has  rejoined  the 
Medical  Corps  of  the  United  States  Army  and  is 
on  the  consultant  staff  of  the  surgeon  general. 

Dr.  C.  M.  Wilhelmj,  Dean  and  Dr.  B.  C.  Russum, 
Professor  of  Pathology  have  been  reappointed  to  the 
Subsidiary  Board  of  the  National  Board  of  Medical 
Examiners. 

Dr.  V.  E.  Levine  will  present  a paper  at  the  meet- 
ing of  the  American  Association  of  Physical  Anthro- 
pologists held  in  Washington,  D.  C.,  April  2,  3,  4. 
His  subject  will  be  “The  Origin  of  the  Eskimo.” 

Dr.  and  Mrs.  W.  L.  Albin  of  Lincoln  returned 
from  a three-month  trip  during  which  they  attended 
the  Pan  American  Congress  of  Ophthalmology  in 
January.  They  visited  in  Jamaica,  Florida,  Missis- 
sippi and  Louisiana. 


ARTISTS,  BEWARE! 

If  you  plan  to  exhibit  at  the  Chicago  Exhibition 
(American  Medical  Association,  June  21-25,  1948) — 
NOW  is  the  time  to  write  for  entry  blanks,  rules, 
shipping  labels,  etc. 

Haste  is  necessary  because  your  entries  must 
reach  Chicago  between  May  1 and  June  12. 

For  details,  please  write  airmail  to  Francis  H. 
Redewill,  M.D.,  Secretary,  American  Physicians  Art 
Association,  Flood  Building,  San  Francisco,  Calif. 
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COUNCIL  ACCEPTED 


More  Comfort  for  the 
Cardiac  Patient 

Prescribe  Theocalcin  I to  3 tablets  t.i.d., 
to  diminish  dyspnoea,  reduce  edema  and 
bring  comfort  to  your  cardiac  patients. 
Theocalcin  is  a well  tolerated  diuretic 
and  myocardial  stimulant. 

Theocalcin  (theobromine-calcium  salicylate)  is 
available  in  grain  tablets  and  as  a powder. 
Theocalcin  Trade  Mark  reg.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP. 


ORANGE, 


NEW  JERSEY. 
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MALPRACTICE  INSURANCE 


Q 
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Q. 
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THE  CONTINENTAL  COMPANY 


1100  “O”  St. 


Lincoln,  Nebr. 


Physician’s  Equipment  For  Sale 

The  following  office  equipment  of  the  late 
Dr.  A.  W.  Graham,  1701  So.  24th  St.,  Lincoln, 
Nebr.,  is  for  sale.  This  equipment  is  all  good 
and  is  reasonably  priced.  A good  opportunity 
for  a young  physician  to  secure  some  good 
equipment  to  start  practice,  or  for  anyone  al- 
ready established  to  add  some  needed  equip- 
ment. 

2 INSTRUMENT  TABLES 

1 PRACTICALLY  NEW  DIATHERMY 
1 OLD  DIATHERMY 
1 ALPINE  LAMP 

1 PRACTICALLY  NEW  BMR  MACHINE 

3 INFRA-RED  LAMPS 
1 FINE  BEAM  SCALE 
1 OPERATING  TABLE 
1 IRRIGATING  STAND 
1 INCUBATOR 

1 CENTRIFUGE 

2 STAND  LAMPS 

1 BAUMANOMETER 
1 CHEST  OF  DRAWERS 

ASSORTMENT  OF  SURGICAL  INSTRUMENTS 
A LOT  OF  LABORATORY  EQUIPMENT 
LARGE  ASORTMENT  OF  RECEPTION  ROOM 
FURNITURE  and  many  other  pieces  of 
furniture  for  a doctor’s  office 

There  will  be  an  attendant  present  at  the 
residence  1701  So.  24th  St.,  Lincoln,  during 
the  Annual  Assembly  of  the  Nebraska  State 
Medical  Association,  May  3,  4,  5,  6,  who  will 
be  glad  to  show  any  of  this  equipment.  Just 
drive  out  to  this  address  or  call  3-2107. 

FOR  OTHER  INFORMATION,  CONTACT 

DR.  CHAS.  W.  WAY 

WAHOO,  NEBR. 


MIDWEST 
\ SERVICE 

1445  N St.  Phone  2-5604 

LINCOLN  8,  NEBRASKA 

LAND  MANAGEMENT  BY  MEN  WHO 
KNOW  THEIR  BUSINESS 

A Livestock  Lease  That  Builds  Land  and 
Income.  No  Chattel  Investment  by  the  Land- 
lord. 

We  will  be  glad  to  discuss  your  land  man- 
agement problems  with  you. 


COORDINATION  OF  CANADIAN 
PREPAYMENT  PLAN 

Plans  have  been  prepared  for  submission  to  the 
executive  council  of  the  Canadian  Medical  Asso- 
ciation, calling  for  the  establishment  of  Canadian 
Associated  Medical  Plans. 

If  accepted  by  the  CMA,  all  non-profit  plans  for 
the  prepayment  of  medical  care  in  Canada  will  be- 
come united  in  a national  organization  similar  to 
Associated  Medical  Care  Plans  in  the  United  States. 

A Dominion  Charter  will  be  requested,  with  an 
office  to  be  established  in  Toronto  or  Winnipeg. 

Frank  E.  Smith,  director  of  AMCP,  and  Gordon 
Leitch,  M.D.,  a trustee  of  Oregon  Physicians’  Serv- 
ice, met  the  Canadian  planning  committee  in  Van- 
couver, B.  C.,  during  February  to  assist  in  perfect- 
ing their  proposed  charter  application  and  by-laws. 
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EDITORIAL 


RURAL  MEDICAL  CARE 

The  following  is  a letter  which  appeared 
in  recent  issue  of  the  Omaha  World-Herald 
in  the  Public  Pulse: 

Bartley,  Neb.:  M.  C.  Smith’s  wonderful  explana- 
tion  of  the  need  of  medics  in  communities  and  of 
I life  saving  chances  by  patients  being  ambulanced  to 
i hospital  and  doctors’  offices  is  all  very  true.  But 
I when  localities  cannot  afford  a competent  physician 
then  pray  tell  me  how  we  can  afford  hospitalization  ? 
How  can  we  afford  even  to  be  ill  ? But  that  comes 
and  as  long  as  we  have  our  country,  please  distribute 
again  to  us  a good  country  doctor,  those  who  will 
charge  a fee  within  the  range  of  our  circumstances, 
those  who  will  come  into  our  households.  Then  we 
need  not  be  given  a specified  time  to  visit  our  sick 
and  leave  at  the  warning  ring  of  a bell.  Once  again 
give  us  “a  country  doctor.” 

—GRACE  A.  SCHMIDT. 

The  writer  apparently  refers  to  an  inter- 
view given  by  Mr.  M.  C.  Smith,  our  Execu- 
tive Secretary,  during  the  Assembly  of  the 
State  Medical  Association  early  in  May.  Mr. 
Smith  is  quoted  as  stating,  “Physicians 
would  rather  work  in  their  own  offices. 
There  they  have  proper  equipment  and  fa- 
cilities for  treating  injuries  and  illnesses. 
It  may  be  possible  to  save  a life  in  a doc- 
tor’s office  when  it  is  not  in  the  patient’s 
home.  Many  communities  need  an  am- 
bulance service  rather  than  a doctor.” 

Judging  from  editorial  comments  over  the 
state,  some  people  still  measure  distance  in 
miles  rather  than  in  time  it  takes  for  the 
patient  to  get  from  his  home  to  the  doctor 
or  the  hospital.  We  agree  with  the  letter 


writer  to  the  Public  Pulse  that  it  is  good 
for  a community  to  have  a doctor.  How- 
ever, doctors  have  to  live,  and  like  other 
human  beings  they  like  to  rear  families,  and 
to  do  that  nowadays  it  takes  a decent  in- 
come which  some  small  communities  simply 
cannot  provide.  We  also  know  patients  of 
small  communities  who  not  infrequently  pass 
by  the  doctor’s  door  to  go  to  the  larger  cen- 
ters for  medical  aid  from  “city”  doctors 
when  the  physician  at  home  can  render  such 
care  with  equal  skill  and  equal  benefit  to  the 
patient.  The  problem  of  rural  medical  care 
will  not  be  solved  to  any  favorable  degree 
until  the  people  in  the  rural  communities 
learn  to  cultivate  a wholesome  respect  not 
only  for  the  profession  in  general,  but  for 
their  own  doctor  individually. 

Below  we  reprint  two  editorials  which  ap- 
peared recently.  They  are  straight  from  the 
shoulder  and  are  worthy  of  the  attention  of 
every  reader. 

From  Nebraska  City  Press: 

“The  Medical  Picture 

It  is  not  so  much  that  many  Nebraska 
communities  no  longer  have  medical  service 
but  that  there  are  no  ambulances  nearby  to 
convey  patients  to  the  hospitals. 

So  says  a report  made  to  the  annual  con- 
vention of  the  Nebraska  Medical  Association 
by  its  committee  charged  with  looking  into 
such  things. 

In  the  good  old  days  medical  men  were 
found  in  practically  every  village.  Some  of 
them  subsisted  on  produce  brought  in  by 
grateful  rural  patients ; many  others  did  not 
see  enough  cash  in  the  average  month  to 
meet  the  household  expenses. 
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A few  managed  to  be  good  collectors  and 
oratorical  enough  to  convince  the  populace 
that  a medico,  like  any  other  human,  has  to 
eat  and  be  clothed.  They  were  heroes  in 
those  days. 

Eventually  they  passed  from  the  scene  of 
action  and  their  places  have  not  been  filled 
any  too  well  by  the  current  generation  of 
physicians  who,  like  so  many  other  young 
folks,  prefer  the  white  lights  rather  than 
the  bucolic  calm. 

There  are  a lot  of  hospitals  in  Nebraska 
where  there  were  none  a few  years  ago,  but 
not  one  has  any  extra  space.  Sometimes  there 
is  no  room  at  all.  What  with  more  folks 
being  cracked  up  in  highway  accidents,  bet- 
ter diagnosis  of  disease  and  the  fading  of 
popular  suspicion  of  hospitals,  the  average 
infirmary  is  a busy  place,  undermanned  and 
over-worked. 

The  record  shows  that  we  need  more  hos- 
pital facilities,  more  doctors,  too,  and  cer- 
tainly more  nurses  to  take  care  of  the  folks 
who,  in  spite  of  everything,  will  get  sick. 

And  from  the  Beatrice  Times: 

“More  Doctors  Needed 

Hyde  Sweet,  editor  of  the  Nebraska  News 
Press,  thinks  Nebraska  should  have  more 
doctors  and  more  hospitals. 

We  can  add  that  hospitalization  is  one 
form  of  collectivism  that  makes  sense. 

There  is  lots  of  sentiment  in  recalling  the 
older  days  of  medicine  when  the  family  doc- 
tor galloped  his  horse  from  one  home  to  an- 
other, day  and  night,  and  was  the  chief  fig- 
ure in  the  family  circle  at  the  bedside. 

There  was  appeal  in  the  man  of  science 
winning  some  sort  of  a triumph  over  dis- 
ease, but  more  frequently  losing  the  battle, 
in  a saddened  bed  chamber.  It  gave  the  sur- 
vivors a sense  of  being  in  on  the  plav  and 
made  the  doctor  one  of  the  family.  Illness 
and  death  are  after  all,  highly  personal  and 
intimate  things. 

But  the  old  custom  was  not  a good  one, 
notwithstanding.  It  may  have  enriched  the 
souls  of  the  survivors,  but  it  was  mighty 
hard  on  the  sick  man.  The  dates  on  the 
tombstones  of  the  earlier  generations  of  peo- 
ple stand  silent  witness  to  that. 

The  doctor  had  little  to  work  with  beyond 
what  he  could  carry  in  his  satchel.  He  was 
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not  very  progressive  in  his  practice  of  medi- 
cine. He  never  had  time  to  read  up  because 
so  much  of  his  time  was  taken  larruping  his 
horse  from  place  to  place.  And  if  he  had  kept 
abreast  with  his  field  there  was  so  much  in 
advancing  medicine  that  could  not  be  applied 
to  the  home  sick  room. 

The  old  fashioned  doctor  spent  an  immense 
amount  of  time  at  his  practice,  but  actually 
handled  microscopic  volume  compared  to  the 
healers  of  today. 

Hospitals,  infirmaries  and  specialized  med- 
ical centers  have  greatly  increased  the  num- 
ber of  patients  a physician  can  care  for.  They 
also  have  provided  the  special  devices  and 
the  controlled  environment  that  are  neces- 
sary to  effective  war  against  sickness.  They 
have  given  the  physician  more  time  to  keep 
abreast  with  developments  in  the  healing  art. 

All  in  all  modern  medicine  and  facilities 
are  placing  the  attention  on  the  sick  man, 
who  needs  it,  and  they  are  paying  less  tribute 
to  the  bystanders. 

We  may  all  look  back  on  the  old  fashioned 
doctor  with  nostalgic  affection  and  speak 
with  feeling  of  his  manifest  devotion  but 
when  our  turn  comes  to  lie  down  with  pain 
we  prefer  the  modern  sick  room  with  its  five 
times  better  chance  for  our  recovery.” 


THE  ANNUAL  ASSEMBLY 

We  cannot  dismiss  the  Annual  Assembly 
of  our  Association  held  last  month  in  Lin- 
coln without  paying  tribute  to  the  Lancaster 
County  Medical  Society  and  to  the  Program 
Committee  of  our  Nebraska  State  Medical 
Association.  In  the  opinion  of  the  Journal 
everyone  seemed  to  have  a good  time.  We 
do  not  know  the  exact  number  of  the  par- 
ticipants in  the  events  on  Monday,  but  judg- 
ing from  accounts  a good  many  of  oui* 
members  engaged  in  sports  of  various 
types,  although  only  two  are  described  of- 
ficially. At  the  shooting  match  at  the  Lin- 
coln Gun  Club  the  three  outstanding  con- 
testants were  Dr.  Blaine  Carey  and  Dr.  H.  E. 
Flansburg,  both  of  Lincoln,  and  Dr.  Lucien 
Stark  of  Norfolk.  According  to  the  report. 
Dr.  Blaine. Carey  won  the  16  yard  shoot  from 
Dr.  H.  E.  Flansburg  in  a playoff.  Dr.  Flans- 
burg having  won  the  handicap  event.  The 
top  three  scores  were  in  the  16-yard  event: 
Dr.  Carey  23x25,  Dr.  Flansburg,  23x25,  and 
Dr.  Lucien  Stark,  22x25.  In  golf.  Dr.  Paul 
(Continued  on  p.  192) 
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Dr.  James  E.  M.  Thomson  was  born  on 
August  17,  1889.  He  received  his  A.B.  de- 
gree in  1912  and  his  M.  D.  University  of 
Chicago,  1915.  He  has  been  practicing  or- 
thopaedic surgery  in  Lincoln,  Nebraska 
since  1916,  with  the  exception  of  the  period 
of  World  War  I,  when  he  was  Chief  of  the 
Orthopaedic  Service  at  the  University  of 
Nebraska  base  hospital.  Red  Cross  Hospital 
No.  49,  in  France. 

He  received  the  premier  award  at  the 
Omaha  Mid-West  Clinical  Society’s  scien- 
tific exhibit  in  1943  on  research  relating  to 
local  shock ; Certificate  of  Merit,  A.M.A., 
1944 ; Gold  Medal  award,  American  Academy 
of  Orthopaedic  Surgeons,  1944,  same  ex- 
hibit. In  1946,  he  went  on  a medical  teach- 
ing mission  to  Czechoslovakia,  sponsored  by 
the  Unitarian  Service  C om  m i 1 1 e e and 
UNRRA.  Awarded  the  Charles  University 
medal,  Prague;  bronze  plaque,  Czechoslova- 
kian Medical  Association ; Order  of  the  White 


Lion  by  the  Czechoslovakian  government. 
Dr.  Thomson  is  editor  of  several  books  on 
orthopaedic  subjects. 

He  has  been  president  and  secretary  of 
the  Clinical  Orthopaedic  Society;  president 
of  the  American  Academy  of  Orthopaedic 
Surgeons.  He  is  now  president  of  the  Amer- 
ican Association  of  Railway  Surgeons.  He 
is  a member  of  the  Committee  on  Fractures 
and  other  Trauma,  American  College  of 
Surgeons;  a member  of  the  International 
Society  of  Orthopaedic  Surgery ; honorary 
member  of  the  Czechoslovakian  Orthopaedic 
Association;  the  Peruvian  Society  of  Ortho- 
paedic and  Traumatic  Surgery;  member  of 
the  Orthopaedic  Correspondence  Club.  For 
many  years  Dr.  Thomson  has  taken  an  ac- 
tive part  not  only  in  organized  medicine  on 
an  international  and  national  level,  but 
equally  so  in  civic  affairs  of  the  city  and 
state. 
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Tipton  of  Omaha  took  top  honors  with  74 
on  rounds  of  36  and  38;  Dr.  Jack  Wiedman 
of  Lincoln  was  second  with  a 78,  and  Dr.  J. 
H.  Judd  of  Omaha  had  an  81.  There  were 
other  low  scores  and  a few  high  ones,  with 
enough  in  the  one  hundred  and  over  to  make 
many  of  us  happy. 

The  scientific  sessions  were  uniformly  well 
attended.  The  panel  discussions  presided 
over  by  men  of  outstanding  teaching  centers 
were  well  received  according  to  remarks  of 
many  members.  The  papers  were  practical 
pared.  They  were  practical  and  instructive. 
It  was  more  or  less  an  experimental  pro- 
gram, this  being  the  first  year  in  which  the 
group  system  of  guest  speakers  was  in- 
augurated at  the  Assembly. 

The  banquet  was  a most  enjoyable  event. 
The  renditions  by  the  A Capella  choir  of  the 
University  of  Nebraska  were  delightful. 
“Politicking”  was  most  conspicuous  by  its 
absence  this  year.  The  following  officers 
were  elected:  President-elect,  Dr.  J.  D.  Mc- 
Carthy of  Omaha;  Vice-president,  Dr.  E.  L. 
Leininger  of  McCook.  Board  of  Councillors : 
Dr.  J.  R.  Nilsson,  Omaha,  District  No.  1,  Dr. 
Clayton  Andrews,  Lincoln,  District  No.  2, 
Dr.  J.  C.  Waddell,  Beatrice,  District  No.  3, 
and  Dr.  W.  E.  Wright  of  Creighton,  District 
No.  4.  Dr.  McCarthy  was  also  elected  dele- 
gate to  the  American  Medical  Association, 
and  Dr.  Harold  S.  Morgan,  Lincoln,  alter- 
nate ; Dr.  J.  D.  Bradley  of  Omaha  vice-speak- 
er of  the  House  of  Delegates,  and  Dr.  W.  H. 
Heine  of  Fremont,  Committee  on  Journal  and 
Publications ; Dr.  Floyd  Rogers,  Lincoln,  dele- 
gate to  the  North  Central  Conference,  and 
Dr.  G.  E.  Peters  of  Randolph  to  the  Board  of 
Trustees. 


LIVING  COSTS  RISE  FASTER 
THAN  PHYSICIANS’  FEES 

The  cost  of  living  has  risen  more  rapidly  than 
the  fees  charged  by  physicians  for  medical  services, 
according  to  Frank  G.  Dickinson,  Ph.D.,  director  of 
the  Bureau  of  Medical  Economic  Research  of  the 
American  Medical  Association. 

In  his  new  study  entitled  “Comparative  Increases 
in  the  Costs  of  Medical  Care  and  the  Costs  of  Liv- 
ing,” Dr.  Dickinson  stated  that  the  quantity  of  med- 
ical care  received  by  the  American  people  was  at 
least  two-thirds  more  in  1946  than  in  1939. 

“When  the  various  indexes  and  ratios  are  studied,” 
Dr.  Dickinson  said,  “it  can  be  seen  that  the  quan- 
tity of  medical  care  received  by  the  American  peo- 
ple has  probably  increased  much  faster  than  the  in- 


crease in  the  number  of  physicians.  This  apparent 
‘output’  per  physicians  doubtless  reflects  the  in- 
creasing use  of  technical  assistants. 

“Whether  one  examines  the  record  of  total  ex- 
penditures of  the  American  people  for  medical  care 
or  the  prices  of  significant  items  during  recent 
years,  he  comes  to  the  general  conclusion  that  the 
American  people  have  been  fortunate  in  that  the 
costs  of  keeping  well  have  not  risen  as  rapidly  as 
the  cost  of  living.” 

In  his  new  study,  just  off  the  press,  Dr.  Dickin- 
son made  extensive  use  of  the  price  indexes  compiled 
by  the  U.  S.  Bureau  of  Labor  Statistics.  A four- 
page  bulletin  contains  figures  and  charts  support- 
ing his  conclusions. 

The  Bureau  of  Labor  Statistics  index,  covering 
cost  of  living  in  34  cities,  was  59  per  cent  higher  in 
1947  than  in  the  base  period  of  1935-39. 

The  Bureau’s  1947  index  for  all  medical  care,  in- 
cluding drugs,  was  only  32  per  cent  above  the  1935- 
39  period.  Excluding  drugs,  the  increase  was  35 
per  cent  and  for  drugs  only  the  increase  was  15 
per  cent. 

“This  doesn’t  reflect  the  quantity  of  medical  care,” 
Dr.  Dickinson  said,  explaining  that  the  1946  index 
of  personal  consumer  expenditures  for  medical  care 
was  211,  or  111  per  cent  above  the  1935-39  base 
period. 

“A  statistician,”  he  explained  “arrives  at  the  in- 
dex of  quantity  of  medical  care  by  dividing  the  in- 
dex of  expenditures  by  the  index  of  prices  of  med- 
ical care.”  Thus,  he  established  that  the  index  of 
expenditures  for  1946,  211,  was  more  than  two- 
thirds  higher  than  the  index  of  prices  of  medical 
care,  122. 

He  used  the  index  of  personal  consumer  ex- 
penditures for  all  medical  care  items  as  provided 
by  the  U.  S.  Department  of  Commerce. 

Dr.  Dickinson  estimated  that  the  quantity  of 
physicians’  services — one  of  the  medical  care  items 
— was  approximately  one-half  greater  in  1946  than 
in  the  base  period  1935-39,  but  the  number  of  physi- 
cians was  only  one-seventh  greater. 

Dr.  Dickinson’s  newest  study  is  the  second  made 
within  a year.  In  1947,  he  published  a study  en- 
titled “Is  Medical  Care  Expensive?”  In  this  12- 
page  pamphlet,  Dr.  Dickinson  said  that  medical  care 
items  as  a whole  cost  the  American  people  $5,600,- 
000,000  in  1946,  but  that  only  3.9  per  cent  of  the 
total  personal  consumer  expenditures  of  the  Ameri- 
can people  were  spent  for  these  medical  care  items. 
This  compared  with  4.3  per  cent  in  1940. 

He  also  found  in  his  study  that  in  1946  physicians 
received  only  26  per  cent  of  all  the  dollars  spent  for 
medical  care  as  compared  with  31  per  cent  in  the 
base  period,  1935-39,  and  32  per  cent  in  1929,  the 
first  year  for  which  the  data  were  gathered  and 
published  by  the  U.  S.  Department  of  Commerce. 
On  the  other  hand,  he  found  that  the  amount  spent 
for  drugs  in  1946  had  risen  to  24  per  cent  of  all  dol- 
lars spent  for  medical  care  as  compared  with  only 
21  per  cent  in  the  base  period,  1935-39,  and  20  per 
cent  in  1929. 


PUT  EXTRA  CASH  INTO 

U.  S.  Saving  Bonds 


President’s  Address* 

GEORGE  E.  CHARLETON  M.  D. 
Norfolk,  Nebr. 


Members  of  the  Nebraska  State  Medical  As- 
sociation 

Ladies  and  Gentlemen: 

As  your  President  during  the  past  year  it 
has  been  my  great  pleasure  to  serve  and  to 
learn.  Indeed,  one  cannot  have  had  this 
rare  privilege  and  opportunity  without  being 
impressed.  Many  facts  stand  out  as  one  sees 
them  from  the  pressbox  or  sidelines,  so  to 
speak.  The  practice  of  medicine  in  this  great 
state  of  ours  compares  favorably  with  any 
in  the  United  States,  and  most  of  our  prob- 
lems are  those  that  are  medical  problems 
everywhere. 

With  the  constant  evolutionary  change 
and  re-shaping  of  our  knowledge  and  prac- 
tice, we  are  again  and  again  impressed  with 
the  singleness  of  purpose.  At  the  same  time 
one  is  amazed  at  the  divergencies  in  our  at- 
tempt to  fit  in  and  develop  along  with  a so- 
ciety which,  in  its  paradoxical  mass  psychol- 
ogy, appears  to  be  floundering  on  an  aimless, 
torturous,  and  purposeless  path  to  immediate 
self  destruction  and  eventual  oblivion. 

Whatever  the  outcome,  it  is  certain  that 
medicine  itself  has  built  up  its  own  dich- 
otomy. It  has  been  only  in  recent  years  that 
we  are  hearing  of  our  attempt  to  digress 
from  our  intense  specialization.  Some  of  us 
who  have  eaten  of  the  nidion  onion  must 
spend  our  energy  in  better  correlation  and 
use  of  the  knowledge  we  possess.  Our  efforts, 
must  be  organized  toward  a more  stable, 
sane  and  profitable  society  in  terms  of  hu- 
man life  and  happiness  for  all  people  on  the 
globe. 

The  Atomic  Age  is  upon  us.  No  one  knows 
as  yet  its  complete  medical  influence  but  I 
dare  say  that  only  the  pliable  and  plastic 
will  be  able  to  adjust  to  the  changing  cur- 
rent and  rapid  paces. 

Life  is  so  fleeting  and  the  pace  so  fast  that 
we  are  constantly  reminded  of  the  ever  pres- 
ent necessity  of  finding  better  ways  and 
means  of  passing  down  even  the  knowledge 
we  now  have  to  our  younger  men  who  really 
live  in  a world  of  tomorrow,  a world  which 
we  cannot  even  thoroughly  perceive.  It  is 
with  this  in  mind,  that  my  further  remarks 

^Delivered  at  the  Eightieth  Annual  Session  of  the  Nebraska 
State  Medical  Association,  Tuesday  May  3,  1948  at  the  Com- 
husker  Hotel,  Lincoln,  Nebraska. 


may  be  pertinent  to  the  student  and  younger 
physician  in  the  practice  of  medicine. 

It  is  they,  who  perhaps  best,  are  beginning 
to  realize  that  many  of  our  dogmatic  theor- 
ies of  the  past  must  now  be  considered  some- 
what silly  and  antiquated,  and  we  must  take 
care  that  we  do  not  today  hand  down  any 
more  than  necessary. 

As  they  attempt  to  reduce  the  dichotomies 
in  our  medical  specialities,  one  thing  they 
are  certain  to  note,  that  suffering  humanity 
must  no  longer  be  relegated  singly  to  a phys- 
ical diagnosis  and  treatment,  but  rather,  that 
they  are  forced  to  face  disease  in  the  com- 
plexity of  man  himself.  Mainly,  that  to  every 
disease,  man  reacts  individually  or  collective- 
ly, spiritually,  socially,  mentally,  and  emo- 
tionally as  well  as  physically. 

When  all  but  the  physical  was  left  to  the 
philosophers  of  their  various  ages,  it  was 
well,  perhaps,  that  physicians  could  confine 
themselves  to  a fraternal  study  and  prac- 
tice of  physical  medicine.  However,  with  the 
advent  of  our  recent  knowledge  of  psychoso- 
matic medicine,  man’s  informities,  in  any 
sphere,  become  fertile  and  fruitful  material 
from  the  standpoint  of  medical  research  and 
its  application. 

As  we  further  emerge  from  our  cocoon 
of  dissipated  knowledge  and  special  methods 
of  practice  and  training  in  the  healing  arts, 
one  cannot  be  but  staggered  by  the  scope 
and  ever-widening  vistas  of  medicine.  Cor- 
relation is  perhaps  the  key  word.  A correl- 
ation and  better  understanding  among  our 
specialties  so  that  the  younger  man  will  be 
really  equipped,  and  feel  confident  to  go  back 
to  our  rural  communities  on  an  equal  basis 
with  specialists  in  all  fields.  His  objejct,  to 
practice  general  medicine  in  a manner  that 
upholds  the  dignity  so  nobly  passed  on  to  us 
by  that  rapidly  diminishing  “good  old  family 
doctor.” 

Another  thing  is  certain.  If  we  admit  that 
spiritual  and  social  illnesses  of  humanity  are, 
also,  partially  the  province  and  responsibility 
of  medicine,  we  no  longer  can  think  com- 
pletely in  terms  of  private  practice  or  so- 
cialized medicine,  but  rather  that  had  not 
the  motive  and  reality  of  medicine  been  es- 
sentially important  enough,  we  would  not 
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have  been  called  upon  to  adjust  ourselves  to 
this  whole  complex  problem  of  society.  We 
then  cannot  fail  to  create  and  support  types 
of  insurance  for  medical  care  of  the  public 
before  other  ambitious  and  often  misin- 
formed groups  do  it  for  us  and  we  angrily 
shout,  “Socialized  Medicine.”  Socialized  Med- 
icine is  a reality.  We  must  face  it  and  do 
something  about  it.  I cite  the  voluntary 
forms  of  medical  insurance  for  your  consid- 
eration and  study  as  earnestly  as  you  have 
studied  your  anatomy,  pathology,  or  physi- 
ology. 

Perhaps  there  is  a limit  to  the  new  things 
w’hich  we  may  learn  and  cram  into  our  al- 
ready tired  and  confused  minds.  There  is 
no  limit,  however,  to  the  extent  we  may  go 
in  correlation  and  better  use  of  what  we  al- 
ready know.  The  best  application  I know  of 
this  idea  is  the  encouragement  of  younger 
men  to  consider  as  a specialty  the  art  of  the 
gentle  and  enlightened  care  of  our  aged  and 
chronically  ill. 

The  very  word  chronic  embraces  a pro- 
found, spiritual,  racial,  mental,  emotional 
and  physical  disturbance.  It  is  not  enough 
then  to  believe  that  psychsomatic  medicine 
is  just  the  study  of  the  mind  and  body  but 
that  we  must  study  the  patient  as  a whole: 
his  life,  and  actions  in  life. 

In  our  mad  rush  to  find  new  things  we 
may  overlook  the  fact  that  a little  more 
study,  care  and  appreciation  for  the  misery 
of  our  aged  and  chronically  ill  may  give  us 
ample  returns  in  answer  to  questions  we  so 
feverishly  grope  for  in  other  ways,  not  to 
mention  adequate  research  departments  and 
teaching  facilities  in  many  of  our  large  hos- 
pitals for  the  care  of  the  mental  diseases. 

I therefore  offer  genetics  as  a choice 


specialty  for  the  young  ‘general  specialist’  I 
who  is  psychosomatically  trained  in  the  true 
sense  of  the  word.  I again  emphasize  the 
necessity  of  appealing  to  our  medical  schools, 
specialty  boards,  and  hospital  staffs  to  insti-  . 
tute  a more  intensive  training  for  the  gen- 
eral specialist.  • 

It  may  well  be  said  that  any  specialty  ' 
which  believes  or  sets  itself  in  educational  or  1 
fraternal  practice  too  far  apart  from  or  v 
above  general  medicine  is  a transgression 
against  the  precept  of  the  world  itself.  , 

I 

One  of  the  best  examples  to  illustrate  the 
attitude  I am  trying  to  portray  is  in  some 
of  our  modern  Child  Guidance  Clinics  where 
they  no  longer  try  to  fit  the  patient  to  the  ■ 
treatment,  but  rather  the  treatment  to  the 
patient.  Further,  that  highly  trained  psy- 
chosomatists  have  on  their  staff  and  work  v 
in  harmony  with  people  as  highly  trained  ' 
but  strictly  in  non-medical  fields.  I speak  of 
the  psychiatric  social  worker  and  the  psy- 
chologist. In  this  way  an  attempt  is  made 
to  study  the  individual,  spiritually,  socially, 
mentally,  emotionally,  physically  as  a whole, 
so  that  any  advice  given  the  patient  really 
includes  the  common  consensus  of  opinion  of 
all  concerned.  It  considers,  at  least,  the 
more  obvious  elements  entering  into  the  fu- 
ture building  or  breaking  of  an  individual  as 
he  faces  the  stresses  and  strains  of  modern 
living. 

In  conclusion,  it  is  my  firm  conviction  that 
the  general  practitioner  should  be  given 
more  recognition,  that  he  be  given  a more 
prominent  place  on  the  teaching  staff  of  our 
medical  colleges  and  hospital  staffs.  Then,  I 
venture  to  say  that  the  trained  specialist  of 
tomorrow  will  come  from  the  ranks  of  the 
highly  trained  general  practitioner  of  today. 


❖ ❖ ^ 


Tularemia,  or  rabbit  fever,  is  on  the  increase  in  the 
Ozark  Mountain  region,  three  physicians  report  in 
the  May  22  issue  of  The  Journal  of  the  American 
Medical  Association. 

According  to  the  article,  seven  cases  of  tula- 
remia were  recorded  from  1936  to  1940.  From  1941 
to  1944,  nine  cases  were  seen,  and  from  1945  to 
date,  38  cases  have  been  treated.  Twenty  cases 
have  been  seen  thus  far  this  year.  Forty-one  of 
the  tularemia  patients  came  from  northwest  Ar- 
kansas and  13  from  southwest  Missouri. 

“In  contrast  with  statements  concerning  the  usual 
sources  of  the  disease,”  the  article  says,  “it  has  been 
observed  here  that  the  source  of  the  disease  in  63 


per  cent  of  these  cases  was  tick  bites;  in  14  per 
cent  it  was  contact  with  rabbits,  and  in  4 per  cent 
contact  with  squirrels.” 

Many  authorities  give  rabbits  as  the  main  cause 
of  tularemia,  some  reporting  that  90  per  cent  of 
all  cases  of  the  disease  come  from  contact  with 
these  rodents. 

Analyzing  54  cases  of  tularemia  in  the  Ozarks 
region,  the  physicians  report  successful  use  of 
streptomycin  in  its  treatment.  Using  this  anti- 
biotic in  27  of  the  54  cases,  they  were  able  to  reduce 
the  mortality  rate  to  zero,  in  contrast  to  a rate 
of  14  per  cent  incurred  in  the  27  cases  in  which 
streptomycin  was  not  used. 
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In  a consideration  of  surgical  lesions  of  the 
pancreas,  pancreatitis,  carcinoma  of  the  pan- 
creas, hypoglycemia  and  pancreatic  cyst  are 
perhaps  of  greatest  significance.  Due  to  lack 
of  space,  only  the  first  three  lesions  will  be 
discussed  in  this  presentation. 

PANCREATITIS 

There  are  four  main  types  of  pancreatitis, 
two  of  which  are  acute  and  two  chronic.  Each 
presents  different  sjTnptomatic  and  thera- 
peutic problems ; therefore,  they  will  be  con- 
sidered separately. 

Acute  Edematous  Pancreatitis.  — This  is 
perhaps  the  most  common  surgical  lesion  of 
all  those  encountered  in  the  pancreas.  The 
onset  of  symptoms  is  usually  relatively 
acute,  commonly  manifesting  itself  soon  af- 
ter a meal.  Pain  begins  in  the  epigastrium 
and  radiates  posteriorly,  frequently  being  of 
a transverse  type;  it  is  usually  relativeh^ 
acute.  Nausea  and  vomiting  are  not  constant 
but  are  frequently  encountered.  Very  often 
there  is  a past  history  of  pain  in  the  right  up- 
per quadrant  tjq)ical  for  gallbladder  disease. 
Fever  and  tachj^cardia  are  present  but  are 
mild. 

Examination  reveals  tenderness  over  the 
entire  epigastrium  usually  with  mild  muscle 
spasm.  The  patient’s  skin  is  warm  and  of 
noiTnal  color.  Blood  pressure  is  nonnal.  The 
white  count  is  usually  elevated.  Almost  in- 
variably the  blood  amylase  test  will  be  far 
above  normal.  However,  within  24  to  48 
hours  after  cessation  of  an  attack,  the  amyl- 
ase level  returns  to  normal.  Although  this 
test  is  relatively  diagnostic  of  pancreatitis  in 
patients  with  acute  symptoms,  it  is  of  little 
value  when  performed  more  than  36  hours 
following  the  attack. 

Treatment  is  variable,  depending  upon  the 
number  and  the  severity  of  attacks.  Emer- 
gency operation  has  little  to  offer  in  this 
disease.  In  severe  cases  the  patient  should 
be  treated  as  though  he  had  peritonitis : gas- 
trointestinal decompression,  rest  in  bed  and 
intravenous  fluids  represent  primary  fea- 
tures in  therapy.  Since  gallbladder  disease, 

♦Read  before  Omaha  Mid-West  Clinical  Societj',  October  1947. 


particularly  cholelithiasis,  is  associated  with 
this  disease  in  at  least  three-fourths  of  the 
cases,  cholecystograms  should  be  taken  as 
soon  as  the  acute  phase  of  the  disease  has 
disappeared.  If  the  cholecystogram  reveals 
gallbladder  pathology,  operative  correction 
should  be  instituted  when  the  acute  phase  of 
the  disease  wears  off.  The  common  duct 
must  be  inspected  carefully  for  stones  since 
stones  in  the  common  duct  are  common  in 
acute  edematous  pancreatitis.  If  stones  are 
found  in  the  common  duct,  a T-tube  should 
be  left  in  place  at  least  three  weeks  and  re- 
moved only  after  clamping  of  the  tube  re- 


Z)ay3 

Figure  1.  Blood  amylase  readings  in  patients  with  inter- 
mittent attacks  of  acute  edematous  pancreatitis.  Note  that 
after  each  attack  the  level  fell  to  normal  in  2 to  3 days.  (After 
Cole,  Amer.  Jour.  Surgerj%  1938). 

veals  patency  of  the  common  duct  and  am- 
pulla of  Vater. 

Case  1.  A white  female,  aged  61,  entered  the  Il- 
linois Research  Hospital  complaining  of  dull  pain  in 
the  epigastrium  of  three  years’  duration.  This  pain 
gradually  increased  in  severity  and  was  associated 
with  nausea  and  vomiting.  It  radiated  posteriorly 
toward  the  back  near  the  midline  but  likewise  to  the 
right  and  left  of  the  spine.  It  usually  occurred  in 
attacks  lasting  2 to  3 days.  Examination  at  the 
time  of  admission  to  the  hospital  revealed  tender- 
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ness  in  the  epigastrium,  descending  transversely 
over  the  region  of  the  pancreas.  A mass  about  5 
by  12  cm.  could  be  palpated  in  the  epigastrium  with 
the  long  axis  extending  in  a transverse  direction. 
During  several  days  of  observation  she  had  two 
acute  attacks  of  pain  in  the  epigastrium  with  fever 
or  jaundice.  During  the  first  attack  a single  gall 
stone  was  found  in  the  stool;  in  the  second  attack 
three  small  gall  stones  were  found  in  the  stool. 
During  each  attack  blood  amylase  was  elevated 
sharply  but  came  down  to  normal  within  48  hours 
(See  Fig.  1).  The  white  count  was  15,000  during 
each  attack. 

At  operation  the  gallbladder  was  filled  with  small 
stones.  The  cystic  duct  was  large,  indicating  that 
stones  may  have  dropped  through  the  duct  into  the 
common  duct  which  also  contained  several  small 
stones  less  than  0.5  cm.  in  diameter.  The  pancreas 
was  enlarged  two  or  three  times  and  indurated  but 
not  stony  hard.  The  gallbladder  was  removed  and 
the  common  duct  opened  and  stones  removed  from 
it.  A T-tube  was  placed  in  the  common  duct  and  the 
duct  sutured  around  it.  No  areas  of  fat  necrosis 
were  found.  Convalescence  was  uneventful. 

This  patient  represents  a typical  example 
of  mild  acute  edematous  pancreatitis.  In  this 
particular  case  pain  was  due  to  obstruction 
produced  by  passage  of  the  stone.  Removal 
of  the  diseased  gallbladder  and  stones  from 
within  the  common  duct  produced  complete 
cessation  of  symptoms.  However,  since  cho- 
lecystic disease  appears  not  to  be  associated 
with  acute  pancreatitis  in  about  25  per  cent 
of  cases,  one  cannot  always  expect  complete 
cure  of  the  pancreatic  lesion  by  elimination 
of  gallbladder  disease. 

Acute  Pancreatic  Necrosis.  — This  disease 
is  very  similar  to  acute  edematous  pancreati- 
tis, although  manifestations  are  more  acute. 
Some  authorities  believe  it  is  an  advanced 
stage  of  the  latter  condition.  Others  contend 
that  it  is  a separate  disease.  I am  inclined  to 
believe  that  it  represents  a severe  and  ad- 
vanced type  of  acute  edematous  pancreatitis. 

The  pain  begins  in  the  epigastrium  but  is 
extremely  severe  and  usually  develops  very 
acutely.  Within  an  hour  after  development 
of  the  pain  the  patient  is  confined  to  bed  and 
may  be  in  a state  of  collapse  or  shock.  The 
skin  may  be  pale,  cold  and  clammy  and  the 
blood  pressure  much  below  normal.  Pain  is 
so  severe  that  the  patient  usually  demands 
narcosis.  Tachycardia  is  usually  present  al- 
though the  degree  will  depend  somewhat  on 
the  state  of  reserve  in  the  myocardium. 
Nausea  and  vomiting  are  common.  The  tem- 
perature may  be  subnormal  at  first  but  later 
tends  to  be  elevated. 

Examination  may  reveal  evidence  of  shock 


as  indicated.  Palpation  of  the  abdomen  re- 
veals tenderness  in  the  epigastrium  with 
muscle  spasm  of  severe  degree  extending 
downward  toward  the  lower  abdomen. 

Diagnosis  may  be  extremely  difficult 
largely  because  this  condition  may  simulate 
a perforated  viscus.  Since  a perforated  pep- 
tic ulcer  may  reveal  collapse  by  early  symp- 
toms of  shock,  this  lesion  usually  can  be 
eliminated  from  consideration.  However,  per- 
foration of  the  large  bowel,  such  as  is  en- 
countered in  diverticulitis,  might  present 
manifestations  identical  to  those  observed  in 
acute  pancreatic  necrosis. 

Opinions  vary  as  to  the  form  of  treatment 
advised.  However,  if  a perforated  viscus  can 
be  eliminated  in  the  differential  diagnosis,  I 
am  in  favor  of  conservative  treatment  con- 
sisting of  gastrointestinal  decompression,  in- 
travenous fluids  and  sedatives.  If  it  is  im- 
possible to  eliminate  a perforated  viscus,  op- 
eration may  be  necessary.  When  acute  hem- 
orrhagic pancreatic  necrosis  is  found  on  the 
operating  table,  there  is  likewise  disagree- 
ment as  to  the  type  of  treatment  advocated. 
Some  surgeons  are  of  the  opinion  that  the 
pancreas  should  be  split  open  to  allow  free 
drainage.  I do  not  agree  with  this  opinion 
largely  because  it  is  so  difficult  to  drain  the 
pancreas  which  consists  of  innumerable  lob- 
ules. The  peritoneum  over  the  pancreas 
should  be  incised  and  a drain  placed  down  to 
the  necrotic  areas  on  the  assumption  that  an 
abscess  may  form  here  later  and  necrotic 
tissue  be  extruded.  If  there  are  stones  in  the 
gallbladder  or  common  duct,  there  may  be 
more  difficulty  in  arriving  at  a decision  re- 
garding therapy.  If  the  patient  will  tolerate 
choledochostomy  and  cholecystostomy  with 
removal  of  stones,  these  procedures  should 
be  performed  leaving  a rubber  tube  in  the 
gallbladder  and  a T-tube  in  the  common  duct. 
Before  a patient  will  tolerate  this  procedure, 
dehydration  must  have  been  corrected  and 
ample  blood  made  available.  Postoperatively, 
no  food  by  mouth  is  allowed  until  the  acute 
symptoms  have  subsided,  because  food  stim- 
ulates pancreatic  secretion  which  presumably 
would  increase  the  necrotic  or  digestive  ac- 
tion. 

Acute  Localized  Pancreatitis  at  the  Head 
of  the  Pancreas.  — This  lesion  is  much  less 
common  than  acute  pancreatitis,  but  will  ac- 
tually present  more  difficulty  in  diagnosis 
and  treatment  than  the  other  lesion.  This 
lesion  in  fact  usually  presents  manifestations 
similar  to  those  of  carcinoma  of  the  pancreas 
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as  will  be  described  later.  At  times  there  will 
be  difficulty  in  eliminating  virus  hepatitis, 
although  in  this  disease  there  may  be  fever 
for  several  days  at  the  onset.  On  palpation 
the  mass  is  firm  and  nodular,  again  simulat- 
ing carcinoma.  The  inflammation  blocks  the 
common  as  well  as  the  pancreatic  duct. 
Therefore  jaundice  and  an  elevated  blood 
amylase  will  be  present.  The  degree  of  pain 
is  variable,  but  usually  mild;  this  feature  is 
therefore  of  little  value  in  differential  diag- 
nosis. Rarely  will  diagnosis  be  possible  with- 
out operation.  For  that  matter,  diagnosis  is 
extremely  difficult  and  sometimes  practical- 
ly impossible  even  when  the  abdomen  is 
opened  by  operation.  A biopsy  may  be  help- 
ful, but  since  the  lesion  resembles  early  car- 
cinoma in  the  head  of  the  pancreas,  the  ab- 
sence of  a positive  microscopic  section  does 
not  eliminate  carcinoma.  The  age  of  the  pa- 
tient may  be  of  great  help  in  arriving  at  a 
diagnosis  since  carcinoma  of  the  pancreas  is 
not  in  most  instances  a disease  of  late  adult 
life.  Frequently  there  is  a tendency  for  the 
tumor  to  have  a rubbery  consistency.  If  this 
is  present,  diagnosis  of  an  inflammatory  le- 
sion to  the  exclusion  of  carcinoma,  may  be 
made  with  reasonable  safety.  Of  great  as- 
sistance in  differential  diagnosis  is  the  his- 
tory of  intermittent  acholic  stools  which  is 
apt  to  be  present  in  more  than  half  the  cases. 
This  information  in  the  history  is  of  partic- 
ular value  primarily  because  acholic  stools  in 
carcinoma  at  the  head  of  the  pancreas  rarely 
change  to  cholic  stools  after  obstruction  has 
developed. 

Differential  diagnosis  is  of  extreme  impor- 
tance because  the  mortality  rate  is  so  high 
following  resection  of  the  head  of  the  pan- 
creas. Therefore  the  surgeon  must  do  every- 
thing possible  to  make  a correct  differential 
diagnosis  on  the  operating  table. 

The  t\q)e  of  treatment  will  vary,  depending 
particularly  upon  the  amount  of  obstruction 
to  the  common  bile  duct.  If  carcinoma  can  be 
excluded,  resection  is  obviously  excluded 
from  consideration.  Since  gallbladder  disease 
is  an  important  primary  etiologic  factor  in 
pathogenesis  of  this  disease,  treatment  of 
any  existent  cholecystic  disease  becomes  of 
paramount  importance.  Since  patients  with 
this  disease  are  usually  not  acutely  ill  and 
operation  not  indicated  as  an  emergency,  the 
surgeon  usually  has  ample  time  to  make 
thorough  inspection  and  palpation  of  the 
gallbladder  and  common  duct.  If  the  gall- 
bladder is  diseased,  it  should  be  removed. 


Since  the  patient  is  jaundiced  there  is  usual- 
ly strong  indication  for  choledochostomy. 
Stones  may  or  may  not  be  found.  In  either 
case  a T-tube  must  be  anchored  in  the  com- 
mon duct  and  left  in  place  until  there  is  proof 
that  the  terminal  end  of  the  common  duct 
witnin  the  head  of  the  pancreas  is  patent. 
Patency  or  obstruction  can  be  determined  by 
a cholajigiogram  or  by  clamping  the  tube  an 
increasing  length  of  lumen  each  day  until 
continuous  clamping  of  the  tube  can  be  toler- 
ated for  24  hours  or  longer.  Obviously,  no 
thought  of  removal  of  the  tube  can  be  con- 
sidered as  long  as  the  patient  is  jaundiced. 
In  gen  oral,  the  T-tube  should  be  left  in  place 
for  8 to  12  weeks  in  those  patients  in  con- 
trast to  2 or  3 wrecks  in  obstruction  due  to 
stone  alone. 

Chronic  Diffuse  Sclerosing  Pancreatitis. — 
This  is  the  least  common  of  the  inflamma- 
tory lesions  of  the  pancreas.  We  have  ob- 
served only  5 cases  in  10  years  at  the  Illinois 
Research  Hospital.  In  4 of  these  5 patients, 
jaundice  was  present  and  a stricture  at  the 
distal  end  of  the  common  duct  was  produced 
by  the  lesion.  Symptoms  are  similar  to  those 
in  stricture  of  the  common  duct  due  to  other 
causes,  although  chills  and  fever  are  less 
common.  The  lesion  therefore  simulates 
manifestations  of  carcinoma  of  the  pancreas 
because  pain  is  not  a prominent  symptom. 
Commonly  the  patient  complains  of  mild 
pain  or  distress  in  the  epigastrium  with 
weakness  and  malaise.  Shortly  afterward 
jaundice  and  acholic  stools  may  develop. 
Nausea  and  vomiting  are  usually  absent  as 
are  also  fever  and  tachycardia.  The  blood 
amylase  may  be  elevated ; this  test  is  of  little 
diagnostic  value  except  to  locate  the  lesion 
in  the  pancreas  when  an  elevated  blood 
amylase  level  is  found.  The  stools  are  bulky 
and  foul  if  the  process  has  progressed  to  the 
point  of  complete  destruction  of  the  pan- 
creas. 

At  operation  the  common  duct  is  found 
dilated.  The  gallbladder  may  or  may  not  be 
dilated,  depending  upon  the  presence  or  ab- 
sence of  inflammation  in  its  w’all.  The  pan- 
creas can  be  palpated  as  a small  organ  wdiich 
is  hard  throughout  and  the  seat  of  extensive 
fibrosis. 

If  the  stools  have  been  interaiittently 
acholic,  there  is  a possibility  that  the  lesion 
may  subside  and  the  lumen  of  the  common 
duct  and  ampulla  of  ^"ater  may  be  restored ; 
accordingly,  in  this  group,  an  anastomosis 
between  the  common  duct  and  duodenum  is 
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indicated.  I prefer  a stoma  produced  by 
longitudinal  incision  in  the  common  duct  as 
well  as  the  duodenum  after  the  method  ad- 
vocated by  Sanders.  This  allows  the  surgeon 
to  make  a larger  stoma  and  gradual  oblitera- 
tion of  the  opening  is  less  likely  to  occur. 
Since  several  centimeters  of  common  duct 
may  be  present  above  the  site  of  the  anasto- 
mosis, cholangitis  due  to  regurgitation  will 
seldom  develop. 

After  the  common  duct  is  hopelessly  de- 
stroyed bj^  the  fibrosing  lesion  in  the  head  of 
the  pancreas  and  the  stoma  between  the  com- 
mon duct  and  duodenum  has  closed,  a differ- 
ent type  of  procedure  such  as  anastomosis  to 
a defunctionalized  loop  of  jejunum  may  be 
indicated. 

HYPOGLYCEMIA 

There  are  two  main  types  of  hypoglyce- 
mia, one  of  which  is  produced  by  an  adenoma 
of  the  pancreas  (islet  cell)  and  the  other 
known  as  the  idiopathic.  As  will  be  de- 
scribed later,  the  type  produced  by  adenoma 
of  the  pancreas  responds  much  better  to 
treatment. 


nosis  insofar  as  a fasting  blood  sugar  almost 
invariably  reveals  a low  value.  The  glucose 
tolerance  curve  reveals  a level  distinctly  be- 
low normal  (See  Fig.  2)  but  there  may  be 
considerable  irregularity  in  the  curve.  More- 
over, repetition  of  the  test  may  reveal  in- 
consistency in  idiopathic  hypoglycemia. 

Case  2.  This  patient  is  a male  infant,  aged  19 
months,  weighing  28  pounds.  According  to  the 
mother  he  was  perfectly  well  until  7 months  of  age, 
when  she  noted  occasional  twitching  of  the  muscles 


Idiopathic  Hypoglycemia  (Not  Due  to  Islet 
Cell  Tumor.  — The  cause  of  this  condition  is 
not  clearly  understood,  but  it  appears  that 
several  etiologic  factors  are  important.  Rare- 
ly, indeed,  is  there  a demonstrable  hyper- 
plasia of  the  islands  of  Langerhans.  Un- 
questionably the  pituitary  gland  and  the 
liver  are  related  to  the  hypoglycemia  in  a 
great  many  cases.  In  those  patients  cured  by 
subtotal  pancreatectomy  it  would  appear 
that  the  pancreas  is  the  most  important  fac- 
tor in  the  cause  of  the  disease  but  the  pan- 
creas may  only  be  one  of  the  links  in  produc- 
tion of  the  disease  as  the  thyroid  is  in  hyper- 
thyroidism. For  example,  thyroidectomy 
will  cure  hyperthyroidism  although  the  pri- 
mary cause  of  the  disease  may  be  located 
elsewhere. 

The  earliest  symptom  of  hypoglycemia  is 
weakness  and  malaise.  This  weakness  is  in- 
creased several  hours  after  meals  and  tends 
to  be  eliminated  by  eating.  If  the  hypogly- 
cemia is  severe,  there  may  be  mental  confu- 
sion along  with  convulsive  seizures,  some  of 
which  may  simulate  epilepsy.  Many  of  the 
patients  learn  to  avoid  or  relieve  the  attacks 
by  eating  frequently. 

Examination  reveals  relatively  few  posi- 
tive findings  except  when  the  patient  is  in 
an  acute  attack.  However,  laboratory  data 
will  be  extremely  helpful  in  making  a diag- 


Figure  2.  Glucose  tolerance  tests  in  a child  19  months  o 
age  (Case  2).  Moderate  variation  is  noted  in  two  preoperativc 
curves.  The  postoperative  curve  is  about  normal. 


throughout  the  body.  She  stated  that  the  entire 
body  seemed  to  jerk.  When  he  was  8 months  of 
age,  he  sustained  an  injury  to  the  head  which  did 
not  produce  unconsciousness,  but  produced  reddening 
of  the  scalp  for  a few  hours.  The  attacks  of  jerking 
soon  developed  into  true  convulsions  which  occurred 
only  once  or  twice  a month.  However,  these  con- 
vulsions were  becoming  more  severe  and  more  fre- 
quent. Shortly  before  admission  the  child  had  as 
many  as  7 or  8 convulsions  per  day,  although  on 
other  days  they  were  absent.  The  attacks  seemed 
to  occur  almost  any  time  of  the  day  and  were  un- 
related to  feeding.  The  convulsions  usually  lasted 
2 to  4 minutes,  but  were  apt  to  recur  one  after  the 
other  until  several  had  occurred;  following  a series 
of  such  convulsions  there  was  a tendency  to  free- 
dom from  attacks  for  several  days.  The  child 
seemed  to  have  an  aura  of  some  type  insofar  as  he 
screamed  loudly  for  IV2  to  10  minutes  before  the 
convulsion  developed.  ~ 

During  the  convulsion  the  parents  stated  that  the 
eyes  rolled  upward,  the  extremities  twitched,  and 
saliva  foamed  from  the  mouth.  He  usually  urinated 
during  the  attack.  In  some  of  the  seizures  he  had 
clonic  spasms  of  the  extremities;  in  others,  he  be- 
came very  rigid  and  his  limbs  became  extended. 
Very  often  there  was  twitching  of  the  mouth  and 
chewing  of  the  tongue.  After  a convulsion  the  child 
usually  fell  into  a deep  sleep  lasting  1 or  more 
hours.  When  he  awakened,  he  seemed  to  be  re- 
freshed and  appeared  normal. 

The  parents  also  described  attacks  which  consisted 
primarily  of  complete  inattention.  The  child  would 
stare  straight  ahead  for  5 to  10  minutes  and  appear 
oblivious  to  all  surroundings.  During  these  attacks 
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he  would  not  blink  when  the  hand  was  waved  toward 
his  face.  His  pupils  were  widely  dilated. 

The  parents  had  been  told  by  physicians  that  the 
child  had  epilepsy.  He  had  also  been  treated  for 
parasites.  Mild  constipation  was  present  for  which 
he  was  given  mineral  oil.  His  appetite  was  unus- 
ually good  and  the  child  consumed  large  quantities 
of  food.  He  was  unable  to  walk  and  on  standing  it 
was  usually  necessary  for  him  to  hold  onto  some- 
thing to  prevent  falling. 

Examination  revealed  a rather  obese  infant  who 
cried  on  the  slightest  provocation.  His  mentality 
appeared  to  be  that  of  a child  aged  5 to  7 months. 
He  held  his  head  up  with  difficulty  and  was  scarce- 
ly able  to  sit  alone.  He  could  pull  himself  to  a 
standing  position  but  could  not  maintain  this  posi- 
tion except  by  holding  to  some  object.  He  exhibited 
no  emotions.  Laboratory  examination  revealed  a 
low  fasting  blood  sugar  although  there  was  consid- 
erable variation  as  to  the  values.  The  fasting  blood 
sugars  varied  between  28  and  30  mg.  per  cent.  The 
red  count  was  4 million  and  the  Hb.  11  grams  per 
IQO  cc.  upon  entrance.  The  glucose  tolerance  test 
showed  a moderate  inconsistency  as  illustrated  in 
Figure  2. 

A diagnosis  of  hypoglycemia,  probably  of  the  idio- 
pathic type,  was  made  and  celiotomy  advised  with 
the  expectation  of  performing  a total  pancreatec- 
tomy if  no  adenoma  of  the  pancreas  could  be  found. 

At  operation  on  February  14,  1947,  the  pancreas 
was  exposed  by  separating  the  tissues  in  the  gas- 
trocolic omentum.  The  pancreas  appeared  normal. 
No  tumor  was  found.  The  splenic  artery  and  vein 
were  buried  in  the  pancreas  at  one  point,  making  it 
obvious  that  if  pancreatectomy  was  performed  it 
would  be  necessary  likewise  to  perform  splenectomy. 
Accordingly,  we  ligated  the  splenic  artery  just  out- 
side its  origin  from  the  celiac  axis.  The  spleen  was 
removed  with  the  body  of  the  pancreas.  The  head 
of  the  pancreas,  which  was  estimated  to  contain  not 
more  than  2 to  3 grams  of  tissue,  was  left  in  situ. 
Microscopic  examination  of  the  pancreas  revealed 
essentially  normal  pancreas. 

For  4 or  5 days  following  operation  the  patient 
had  a mild  hypoglycemia  which,  however,  disap- 
peared after  this  time.  Three  weeks  after  opera- 
tion the  glucose  tolerance  test  was  almost  normal. 
The  patient  has  had  no  convulsions  since  operation. 
No  symptoms  whatsoever  of  the  original  hypogly- 
cemia are  present  but  there  has  been  little  improve- 
ment in  the  child’s  mentality. 

A survey  of  cases  of  subtotal  pancreatec- 
tomy for  idiopathic  hypog'lycemia  as  report- 
ed in  the  literature  by  McCaughan^i>  and 
Whipple  and  Frantz ^2)  reveals  that  no  more 
than  1/3  or  1/2  of  these  patients  are  cured  by 
the  operation.  However,  since  we  have  no 
way  of  accurately  determining’  which  patient 
will  respond  to  pancreatectomy,  it  appears 
justifiable  to  perform  the  operation  when 
symptoms  are  serious  because  there  are 
practically  no  ill  effects  from  the  operation. 
The  mortality  rate  of  subtotal  pancreatec- 
tomy in  patients  properly  prepared  for  sur- 
gery should  be  no  more  than  2 to  5 per  cent. 


In  g-eneral,  operation  should  be  performed  as 
soon  as  the  diag’nosis  is  made  because  there 
is  a tendency  for  hypoglycemia  to  produce 
serious  mental  deterioration  which  is  not 
eliminated  by  the  operation.  However,  oper- 
ation may  cure  the  convulsive  seizures  and 
other  symptoms,  and  prevent  further  deteri- 
oration. 

Hypoglycemia  Due  to  Adenoma  of  the  Pan- 
creas. — In  this  type  of  hypog’lycemia  the 
symptoms  are  produced  entirely  by  the  aden- 
oma which  consists  of  islet  cells.  The  symp- 
toms are  similar  to  those  described  under 
idiopathic  hypoglycemia  except  that  in  gen- 
eral they  are  more  severe.  Likewise  there 
is  a tendency  for  symptoms  to  be  completely 
relieved  following’  eating.  Commonly  the 
convulsions  develop  early  in  the  morning  be- 
fore breakfast  or  several  hours  after  a meal, 
particularly  if  several  hours  intervene  be- 
tween meals.  If  true  coma  develops,  complete 
rationality  can  be  restored  by  the  adminis- 
tration of  intravenous  glucose.  This  is  one 
of  the  most  valuable  proofs  of  the  presence 
of  true  hypoglycemia  and  likewise  has  con- 
siderable prognostic  value  from  the  stand- 
point of  therapy,  (i.e.  excision  of  adenoma  or 
subtotal  pancreatectomy).  Mental  confusion 
similar  to  that  observed  in  inebriation  is 
common  but  instability  on  the  feet  is  usually 
absent  except  just  preceding  the  comatose 
state.  Coma  is  obviously  a very  serious  com- 
plication which  may  lead  to  death  but  on 
some  occasions  the  patient  appears  to  regain 
consciousness  even  though  no  sugar  or  other 
type  of  food  is  given. 

Case  3.  The  patient  is  a white  female,  aged  52. 
She  entered  the  Illinois  Research  Hospital  complain- 
ing of  attacks  of  twitching  movements  and  uncon- 
sciousness. The  first  attack  developed  six  months 
before  entry  and  immediately  after  news  that  her 
son  would  probably  be  sent  overseas  for  military 
duty.  During  this  attack  she  suffered  from  dizzi- 
ness and  mental  confusion.  Shortly  after  this  the 
attacks  became  rather  frequent  during  which 
speechlessness  was  a prominent  symptom;  the  pa- 
tient would  not  respond  to  questions  and  appeared 
entirely  oblivious  to  her  surroundings.  However, 
she  did  react  to  painful  stimuli  and  was  aware  of 
people  in  the  room  although  she  did  nothing  more 
than  follow  them  with  her  eyes.  At  times  her  arms 
were  held  rigidly  against  her  body  with  twitching 
movements  of  the  thumb  on  either  side.  Following 
such  attacks  she  frequently  moaned  and  screamed  as 
though  in  extreme  fright.  She  had  no  urinary  or 
fecal  incontinence.  Before  entrance  to  the  hospital 
she  had  been  treated  for  psychoneurosis  and  was 
given  electro-shock  treatments.  Two  or  three  weeks 
before  admission  to  the  hospital  her  attacks  became 
worse  and  she  would  become  completely  unconscious 
with  epileptiform  seizures.  These  attacks  usually 
developed  late  at  night  or  early  in  the  morning,  com- 
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monly  occurring-  between  5 and  7 a.m.  before  she 
had  breakfast. 

Blood  sugar  during  these  attacks  was  21  mg.  per 
cent.  Injection  of  intravenous  glucose  revived  the 
patient  completely.  A glucose  tolerance  test  re- 
vealed a low  initial  blood  sugar  and  a sharply  di- 
minished elevation  to  the  curve  as  illustrated  in 
Fig.  3.  Other  laboratory  data  were  relatively  nor- 
mal. A diagnosis  of  hypoglycemia  probably  due  to 
an  adenoma  was  made  because  the  convulsions  ap- 
eared  so  commonly  between  5 and  7 a.m.  before 
breakfast. 


Glucose  tolerance  tests  in  patient  with  hypO' 


Blood  sugar  during  convulsion  pre  op.  was 
21  mg  per  100  c.c. 


Figure  3.  Glucose  tolerance  tests  in  a white  female  age 
52  years  with  adenoma  of  the  pancreas  (Case  3).  At  opera- 
tion an  adenoma  of  the  pancreas  was  removed.  The  curve 
following  operation  represents  the  response  similar  to  that 
found  in  normal  individuals. 


At  operation  the  pancreas  was  inspected  thorough- 
ly by  separating  structures  in  the  gastrocolic  omen- 
tum. A nodule  1 by  2 cm.  was  found  in  the  body  of 
the  pancreas  at  the  posterior  border  but  located  in 
the  posterior  portion  of  the  pancreas.  This  nodule 
had  a color  similar  to  that  of  the  rest  of  the  gland. 
Thorough  palpation  and  inspection  revealed  no  aa- 
ditional  nodules.  In  spite  of  the  fact  that  the  nodule 
did  not  possess  the  typical  bluish  color  it  was 


Figure  4.  Photomicrograph  of  adenoma  of  the  pancreas  as 
removed  in  Case  3.  The  cells  originate  from  those  in  the 
islands  of  Langerhans. 


thought  to  be  an  adenoma  and  accordingly  was  re- 
moved. It  was  not  well  encapsulated  and  required 
considerable  sharp  dissection  for  its  removal.  The 
nodule  lay  directly  over  a large  branch  of  the  splen- 
ic vein  which  was  torn  during  removal  of  the  ade- 
noma. To  obtain  exposure  of  the  bleeding  point  we 
had  to  transect  the  pancreas  at  this  point  for  ex- 


posure. Following  operation  blood  sugar  remained 
above  normal  for  about  3 days  after  which  it  re- 
turned to  normal  levels.  Glucose  tolerance  curve  3 
weeks  after  operation  revealed  a relatively  normal 
reaction  as  indicated  in  Figure  3.  Since  operation 
all  symptoms  have  disappeared.  Because  of  injury 
to  the  ancreatic  duct  while  removing  the  nodule 
deep  in  the  osterior  portion  of  the  pancreas,  the 
patient  developed  a ancreatic  fistula  which  drained 
for  several  weeks  and  then  closed. 

When  an  adenoma  of  the  pancreas  is  found 
and  removed  complete  cessation  of  symptoms 
can  be  expected  in  all  cases  unless  another 
adnoma  is  present  and  not  removed.  In  10  or 
15  per  cent  of  cases  more  than  one  adenoma 
is  present.  Therefore  the  surgeon  must  al- 
ways inspect  the  entire  pancreas  thoroughly 
and  remove  all  suspicious  nodules.  Blood 
sugar  determination  must  be  made  every 
four  hours  during  the  first  day  or  two  fol- 
lowing operation  when  a nodule  is  excised 
and  subtotal  pancreatectomy  performed. 


Figure  5.  Type  of  resection  of  the  duodenum  and  the  head 
of  the  pancreas  recommended  by  the  author.  (After  Cole, 
Ireneus  and  Reynolds  in  Annals  of  Surgery,  1945). 

This  precaution  is  necessary  because  severe 
diabetes  may  develop  or,  on  the  contrary,  the 
hypoglycemia  may  persist  without  change. 
Frequent  determinations  of  blood  sugar  are 
therefore  necessary  to  determine  how  much 
glucose  the  patient  should  receive.  This  pre- 
caution is  particularly  important  in  children 
in  whom  chemical  variations  occur  so  abrupt- 
ly and  produce  such  serious  consequences. 
In  general  it  is  much  safer  to  allow  the  pa- 
tient to  be  slightly  hyperglycemic  than  h3rpo- 
glycemic. 

Carcinoma  of  the  Pancreas.  — Carcinoma 
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may  develop  in  the  head  or  body  of  the  pan- 
creas, although  it  is  four  or  five  times  more 
common  in  the  former  location.  Symptoms 
vary  considerably  depending  upon  the  loca- 
tion of  the  tumor.  For  example,  when  the 
tumor  is  located  in  the  body  of  the  pancreas, 
pain  is  a fairly  constant  symptom.  It  is 
located  in  the  epigastrium  and  radiates  pos- 
teriorly to  the  spine.  Weakness  and  malaise 
develop  early.  Anorexia  is  common  but  nau- 
sea and  vomiting  are  rather  infrequent. 
Jaundice  is  not  present.  A mass  may  be 
palpated  in  the  epigastrium.  The  blood  amy- 
lase test  will  be  elevated  in  about  one  half 
the  patients. 


When  the  tumor  is  located  in  the  head  of 
the  pancreas  the  symptoms  are  much  differ- 
ent from  those  described  above  except  that 
the  first  symptom  is  commonly  weakness 
and  malaise.  Shortly  thereafter  jaundice 
develops  along  with  acholic  stools.  An  im- 
portant feature  in  the  diagnosis  of  carcinoma 
of  the  pancreas  is  that  once  the  stools  be- 
come acholic,  they  rarely  become  cholic  un- 
less patency  of  the  duct  is  restored  by  opera- 
tion. In  about  80  per  cent  of  patients  there 
is  no  pain  associated  with  development  of 
the  above  symptoms.  However,  in  about  20 
per  cent  of  patients  epigastric  pain,  radiating 
posteriorly  and  perhaps  to  the  right,  is  pres- 
ent and  may  be  quite  severe.  This  pain  is 
identical  with  that  observed  in  obstruction 
of  the  common  bile  ducts  by  stone.  The 
chief  difficulty  in  differential  diagnosis  lies 
in  elimination  of  virus  hepatitis,  particularly 
since  this  disease  primarily  consists  of  pain- 
less jaundice  with  weakness  and  malaise.  The 
age  of  the  patient  is  helpful  in  making  the 
correct  diagnosis  since  carcinoma  of  the  pan- 
creas usually  develops  in  late  adult  life. 
Virus  hepatitis  is  more  common  in  young 
people  but  it  must  be  remembered  that  the 
disease  can  develop  at  any  age.  However, 
in  virus  hepatitis  the  acholic  stools  which 
are  commonly  observed  for  a few  days  fol- 
lowing onset  of  jaundice  usually  disappear. 
When  the  stools  regain  their  normal  color 
with  or  without  the  presence  of  jaundice,  the 
diagnosis  of  carcinoma  at  the  head  of  the 
pancreas  can  usually  be  excluded. 


Case  4.  The  patient  was  a colored  woman  26 
years  of  age.  She  entered  the  Illinois  Research  Hos- 
pital on  July  28,  1946,  complaining  of  pain  in  the 
right  upper  quadrant  beginning  9 months  previously, 
during  pregnancy.  The  first  attack  of  pain  lasted 
about  an  hour  and  returned  in  mild  form  at  rare  in- 
tervals. However,  within  6 months  after  onset  of 
the  pain,  the  attacks  became  more  frequent  and 
much  more  severe.  Some  of  them  would  last  as  long 


as  2 to  3 days  during  which  time  she  was  nauseated 
and  vomited  frequently.  Pregnancy  progressed  to 
full  term  and  a normal  child  was  delivered.  The 
pain  continued  and  her  physician  told  her  she  had 
gallbladder  disease  but  she  was  given  infra-red 
treatment  and  no  studies  made  of  the  gallbladder. 
A few  weeks  after  this  she  developed  chills  and 
fever  and  noted  that  occasionally  her  stools  were 
black.  During  the  few  weeks  previous  to  admission 
she  noted  that  the  urine  was  very  dark  but  she  did 
not  note  jaundice  which  was  obviously  present  since 
itching  was  likewise  present  during  the  six  weeks 
previous  to  entry. 

Examination  at  the  time  of  admission  revealed  a 
slightly  undernourished  patient  complaining  of  epi- 
gastric pain.  She  weighed  only  115  pounds.  The 
liver  was  enlarged  3 f.b.  below  the  costal  margin. 
It  was  slightly  tender  and  moderately  indurated. 
The  sclera  were  icteric. 

Laboratory  data  revealed  a red  blood  cell  count  of 
2,080,000,  Hb.  6 grams  per  100  cc.  The  stools  were 
consistently  positive  for  blood  and  on  about  half  the 
occasions  were  black.  The  symptoms  in  this  patient 
were  very  similar  to  obstruction  of  the  common  duct 
with  stone.  However,  the  acholic  stools  and  severe 
anemia  could  not  be  explained  on  this  basis  unless 
gastrointestinal  bleeding  from  prothrombin  defi- 
ciency was  present.  The  administration  of  vitamin 
K did  not  produce  cessation  of  tarry  stools,  indi- 
cating that  prothrombin  deficiency  was  not  the 
cause  of  the  bleeding.  In  spite  of  the  patient’s  age 
it  appeared  that  carcinoma  of  the  ampulla  of  Vater 
was  a strong  possibility.  Accordingly  she  was  giv- 
en numerous  transfusions  to  correct  the  anemia 
and  the  low  blood  protein  which  on  admission  was 
slightly  below  6 grams  per  cent. 

At  operation  on  August  28,  1946  the  gallbladder 
was  found  very  distended  and  its  wall  thin.  The 
common  duct  was  dilated  to  the  size  of  a person’s 
thumb  and  an  indurated  mass  was  found  in  the  head 
of  the  pancreas  which  seemed  to  involve  the  pos- 
terior wall  of  the  duodenum.  The  duodenum  was 
opened  and  an  ulcerated  tumor  found  in  the  posi- 
tion of  the  ampulla  of  Vater.  A frozen  section  re- 
vealed this  to  be  a papillary  adenocarcinoma.  Re- 
section of  the  head  of  the  pancreas  and  the  duode- 
num was  performed.  The  third  portion  of  the  duo- 
denum was  closed  and  a long  loop  of  the  first  part 
of  the  jejunum  brought  up  to  'the  divided  end  of  the 
common  bile  duct  and  anastomosed.  The  pyloric 
end  of  the  stomach  was  closed  and  a gastrojejunos- 
tomy performed  anterior  to  the  colon.  The  remain- 
ing stump  of  pancreas  was  ligated  but  not  trans- 
planted into  the  jejunum. 

Microscopic  section  of  the  pancreas  revealed  car- 
cinoma at  the  point  where  the  pancreas  had  been 
resected.  Accordingly  she  was  submitted  to  anoth- 
er operation  three  weeks  later,  at  which  time  the 
remaining  portion  of  the  pancreas  was  removed. 
Following  this  she  developed  diabetes  and  bulky 
stools  as  was  expected.  She  required  about  14  units 
of  protamine  insulin  and  35  units  of  crystalline  in- 
sulin per  day.  In  addition  to  vitamin  therapy  she 
was  given  10  to  15  grams  of  pancreatin  a day  in  di- 
vided doses. 

The  lesion  in  this  patient  was  primanly 
in  the  ampulla  of  Vater,  although  it  had  in- 
vaded the  head  of  the  pancreas  and  extended 
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into  the  body,  necessitating’  total  pancrea- 
tectomy. Although  the  lesion  in  the  ampulla 
of  Vater  cannot  be  considered  as  being  of 
pancreatic  origin,  this  patient  was  chosen 
for  discussion  because  of  the  important 
points  in  differential  diagnosis  which  have 
to  be  considered.  There  is  great  similarity 
in  the  symptoms  produced  by  carcinoma  of 
the  ampulla  of  Vater  and  by  carcinoma  in 
the  head  of  the  pancreas,  although  one  or 
two  differences  usually  may  lead  to  a correct 
diagnosis.  In  most  patients  with  carcinoma 
of  the  ampulla  of  Vater  there  will  be  either 
tarry  stools  or  a positive  test  for  blood  in  the 
stools.  If  the  lesion  has  progressed  very  far 
the  roentgenologist  will  be  able  to  detect  fix- 
ation of  the  third  portion  of  the  duodenum 
and  a deformity  in  the  region  of  the  ampulla 
of  Vater.  In  general  there  is  more  pain  in 
these  lesions  than  in  carcinoma  in  the  head 
of  the  pancreas.  Jaundice  and  acholic  stools 
may  be  encountered  in  each  lesion.  In  car- 
cinoma of  the  ampulla  of  Vater  these  symp- 
toms are  apt  to  be  intermittent,  in  contrast 
to  their  permanency  in  carcinoma  of  the 
head  of  the  pancreas  once  they  have  develop- 
ed. 

Several  types  of  operation  are  performed 
for  carcinoma  of  the  head  of  the  pancreas. 
I prefer  the  type^^^  illustrated  in  Figure  5 
in  which  the  duodenum  at  the  ligament  of 
Treitz  is  turned  in  and  a loop  of  jejunum 
brought  up  for  anastomosis  with  the  severed 
common  bile  duct.  I advise  implantation  of 
the  transected  portion  of  the  head  of  the 
pancreas  into  the  jejunum  and  performing 
a gastrojejunostomy  with  the  open  end  of 
the  stomach.  This  allows  emptying  of  the 
food  into  the  intestine  distal  to  the  anasto- 
mosis of  the  common  bile  duct  and  the  site 
of  implantation  of  the  pancreas.  When 
dissection  of  the  jejunum  underneath  the 
ligament  of  Treitz  is  readily  achieved,  the 
open  end  of  the  jejunum  may  be  brought  up 
to  the  transected  portion  of  the  pancreas  and 
the  jejunum  inverted  over  the  cut  end  of  the 
pancreas.  The  common  duct  can  then  be 
anastomosed  to  the  jejunum  distal  to  this 
point  and  a gastrojejunostomy  performed 
distal  to  the  anastomosis  with  the  bile  duct. 
This  procedure  is  similar  to  that  originally 
advised  by  Hunt  several  years  ago  and  in 
reality  requires  less  surgical  work  from  the 
standpoint  of  suture  lines  than  any  of  the 
other  methods. 

There  is  considerable  difference  in  the  re- 
sults after  resection  for  the  ampulla  of  Vater 
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than  for  resection  for  carcinoma  in  the  head 
of  the  pancreas.  The  operative  mortality 
rate  is  similar  in  both  lesions,  varying  be- 
tween 15  and  30  per  cent,  depending  upon 
experience  of  the  surgeon  and  the  type  of 
patients  encountered.  Carcinoma  of  the  head 
of  the  pancreas  is  such  an  invasive  type  of 
tumor  that  relatively  few  5 year  cures  will 
be  achieved.  However,  carcinoma  of  the  am- 
pulla of  Vater  invades  slowly  and  the  inci- 
dence of  5 year  cures  should  be  high.  There 
is  as  yet  insufficient  experience  with  either 
of  these  types  of  operation  to  determine  just 
what  the  5 year  cure  rate  will  be.  The  first 
patient  upon  whom  I performed  resection  of 
the  head  of  the  pancreas  and  duodenum  for 
carcinoma  of  the  ampulla  of  Vater  was  oper- 
ated upon  four  years  ago  and  is  entirely  free 
of  symptoms  at  the  present  time  except  that 
she  has  a nutritional  disturbance  related  to 
pancreatic  insuffiency.  Administration  of  10 
to  15  grams  of  pancreatin  daily  is  beneficial 
to  this  patient  in  whom  we  tied  the  pancre- 
atic duct  without  transplantation  into  the  je- 
junum, and  should  be  utilized  in  all  patients 
having  this  type  of  operation. 

BIBLIOGRAPHY 

1.  McCaughan,  J.  M.  and  Broun,  G.  O.,  Value  of 
Partial  Pancreatectomy  in  Convulsive  States  As- 
sociated with  Hypoglycemia,  Ann.  Surg.  106:354- 
369,  March  1937. 

2.  Whipple,  A.  O.,  and  Frantz,  V.  K.,  Adenoma 
of  Islet  Cells  with  Hyperinsulinism,  Ann.  Surg.  101: 
1299,  1935;  Whipple,  A.  O.,  Hyperinsulinism  in  Re- 
lation to  Pancreatic  Tumors,  Surgery,  16:289,  1944. 

3.  Cole,  W.  H.,  Ireneus,  Carl  and  Reyonlds,  John 
T.,  The  Repair  of  Stricture  and  Absence  of  the  Com- 
mon Duct  with  Particular  Reference  to  the  Use  of 
the  Vitallium  Tube,  Ann.  Surg.  122:495,  1945;  Stric- 
tures of  the  Common  Duct,  Advances  in  Surgery, 
New  York;  Interscience  Publishers,  Inc.  (in  press). 


The  Nebraska  Society  of  Anesthesiologists,  a 
component  member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  was  founded  on  May  12, 
1948,  at  a meeting  held^in  Omaha.  The  following 
officers  were  elected:  President,  Dr.  Dorothy  Thomp- 
son, Omaha;  Vice  President,  Dr.  Samuel  D.  Miller, 
Lincoln;  Dr.  Kenneth  Latterell,  Omaha,  Secretary- 
Treasurer.  The  total  membership  of  eight  was  pres- 
ent at  the  meeting.  Membership  details  may  be  ob- 
tained by  writing  to  Dr.  Latterell,  St.  Joseph’s  Hos- 
pital. 


TWO  BLUE  SHIELD  PLANS  PASS 
700,000  MEMBERS 

With  the  release  of  1947  enrollment  reports, 
AMCP  announced  that  two  Blue  Shield  plans  had 
passed  the  700,000  mark  in  enrollment.  United  Med- 
ical Service  in  New  York  City  reported  a total  en- 
rollment on  December  31,  1947  of  729,794  persons, 
while  Massachusetts  Medical  Service  reported,  as  of 
the  same  date,  an  enrollment  of  725,519. 


Digitalis  Derivatives 

MAINE  C.  ANDERSEN,  M.D. 
Omaha,  Nebraska 


Clinically  and  experimentally  there  is  no 
longer  any  doubt  that  digitalis  has  a benefici- 
al effect  upon  a failing  myocardium.  It  pro- 
duces efficient,  complete,  and  quick  contrac- 
tion of  the  ventricles,  and  a decrease  in  their 
dilatation  during  diastole.  The  cardiac  out- 
put is  increased,  with  improvement  in  the 
coronary  and  general  circulation.  This  bene- 
ficial action  of  digitalis  upon  a failing  myo- 
cardium is  a stimulating  effect;  hence  digit- 
alis should  be  used  as  a cardiac  stimulant  in 
any  patient  who  shows  signs  or  symptoms  of 
congestive  heart  failure.  It  is  not  necessary 
to  fully  digitalise  a patient  in  order  to  obtain 
this  therapeutic  effect.  Small  maintenance 
doses  of  11/2  to  3 grains  of  the  powdered  leaf, 
or  0.1  to  0.2  mgm  of  the  glycoside,  are  usual- 
ly sufficient  to  give  the  required  clinical  re- 
sponse. However,  digitalis  therapy  is  an  in- 
dividual problem  with  each  patient,  and  one 
must  be  careful  to  see  that  the  patient  re- 
ceives a sufficient  amount  of  the  drug  to  pro- 
duce the  desired  effect,  and  yet  not  force 
treatment  to  the  point  where  it  produces 
toxic  symptoms. 

The  second  and  almost  equally  important 
action  of  digitalis  is  its  depressing  effect  up- 
on the  A-V  node  in  auricular  fibrillation  and 
auricular  flutter.  When  the  A-V  node  is  de- 
pressed, the  ventricular  rate  is  slowed  in 
auricular  fibrillation  and  flutter  by  allowing 
fewer  impulses  from  the  auricles  to  pass 
through  the  node  to  the  ventricles.  The  de- 
crease of  the  ventricular  rate,  by  the  proper 
use  of  digitalis,  especially  where  the  rate  is 
extremely  rapid,  is  spectacular  and  often  life 
saving.  Full  doses  of  digitalis  are  required 
to  produce  the  depressing  effect  upon  the  A- 
V node  and  the  subsequent  slowing  of  the 
ventricular  rate.  Once  the  ventricular  rate 
has  become  slowed,  it  is  usually  possible  to 
maintain  almost  any  desired  rate  with  prop- 
erly regulated  maintenance  doses  of  digitalis. 

Formerly  we  used  digitalis  either  in  the 
leaf  form,  in  tablets  or  capsules,  or  the  tinc- 
ture or  fluid  extract.  The  leaf  preparations 
in  tablet  form  were  probably  the  most  stable 
of  the  group,  but  even  at  their  best  they  were 
unreliable,  poorly  absorbed,  and  often  irritat- 
ing to  the  gastric  mucosa.  Recently  it  has 
been  possible  to  isolate  the  specific  cardio- 

*Read  before  the  15th  Annual  Session  of  the  Omaha  Mid- 
West  Clinical  Society,  October,  1947. 


active  glycosides  from  the  crude  digitalis 
leaves  in  commercial  quantities  under  the 
names  of  digitoxin  and  digoxin.  Digitoxin  is 
a pure  crystalline  glycoside  obtained  from 
the  leaf  of  Digitalis  purpurea  while  Digoxin 
is  obtained  from  the  leaf  of  Digitalis  lanata. 
These  c a rdio -active  glycosides  are  more 
stable  and  uniform  in  potency,  they  are  com- 
pletely absorbed  by  the  gastrointestinal 
tract,  and  are  not  irritating  to  the  stomach. 
Yet  they  have  the  same  therapeutic  effect 
upon  the  heart,  and  can  produce  the  same 
toxic  effects  as  the  older  preparations.  Using 
the  specific  cardio-active  glycosides,  digitox- 
in or  digoxin,  instead  of  the  crude  leaf  prepa- 
rations, is  comparable  to  using  atrophine  in- 
stead of  belladona,  morphine  instead  of  opi- 
um, or  strychnine  instead  of  mix  vomica.  The 
crude  drugs  have  many  untoward  effects 
which  are  mostly  eliminated  when  the  spe- 
cific glycoside  or  alkaloid  is  used.  The  active 
glycosides  or  alkaloids  require  much  smaller 
unit  doses  to  produce  the  maximum  thera- 
peutic effect,  but  at  the  same  time  the  mar- 
gin of  safety  between  the  toxic  dose  and  the 
therapeutic  dose  is  smaller. 

The  average  full  digitalizing  dose  for  digi- 
toxin is  1.2  to  2.0  mgm  for  an  adult,  and  this 
can  be  given  in  one  initial  dose  if  the  patient 
has  not  been  receiving  digitalis  previously.  It 
is  wise  to  consider  the  age  and  weight  of  the 
patient  when  estimating  the  initial  or  full 
digitalizing  dose.  Formerly  we  figured  1.0 
gram  of  digitalis  per  hundred  pounds  of  body 
weight.  When  using  the  glycosides  we  should 
figure  1.0  mgTn  per  hundred  pounds  body 
weight.  The  error  of  under-dosage  with  poor 
therapeutic  effect  must  be  weighed  against 
the  danger  of  possible  over-dosage  with  the 
subsequent  toxic  effects  when  using  the  ac- 
tive glycosides  even  more  so  than  when  one 
uses  the  crude  leaf  pi'eparations.  When  given 
orally,  the  response  to  the  full  digitalizing 
dose  of  the  glycoside  will  be  noticeable  with- 
in a few  hours,  and  it  will  reach  its  full  effect 
within  24  hours.  0.2  mgm  should  then  be  giv- 
en every  six  hours  until  the  maximum  thera- 
peutic effect  is  obtained  following  which  the 
full  digitalis  effect  can  generally  be  main- 
tained on  0.2  mgm  daily. 

There  is  no  such  thing  as  a fixed  routine 
method  of  giving  digitalis.  In  order  to  ob- 
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tain  the  best  possible  clinical  results,  one 
must  be  cognizant  of  the  individual  patient’s 
tolerance  and  specific  need  for  the  drug  and 
one  must  also  be  familiar  with  the  particular 
brand  of  digitalis  that  is  being  used.  For 
many  patients,  0.2  mgm  of  digitoxin  daily 
over  a long  period  is  too  large  a maintenance 
dose.  They  may  develop  symptoms  of  digi- 
talis poisoning. 

The  digitalis  glycosides  are  so  rapidly  and 
completely  absorbed  from  the  gastrointes- 
tinal tract  that  the  oral  and  parenteral  dos- 
age is  the  same.  The  indications  for  the 
parenteral  use  of  digitalis  are  so  rare  I will 
not  discuss  them  here. 

For  rapid  digitalization  in  cardiac  emer- 
gencies, the  glycosides  can  be  given  intra- 
venously. If  the  patient  has  not  already  been 
receiving  digitalis,  1.0  mgm  can  be  given  in- 
travenously. The  maximum  therapeutic  ef- 
fect from  this  dosage  will  be  obtained  in 
about  two  hours  following  which  0.1  to  0.2 
mgm  can  be  given  every  four  hours  until  the 
full  digitalis  response  is  obtained.  At  this 
point  it  should  be  possible  to  place  the  pa- 


tient on  oral  daily  maintenance  doses  of  0.2 
mgm.  If  not,  the  0.2  mgm  may  be  given 
daily  intravenously. 

It  is  extremely  important  that  all  patients 
who  are  receiving  digitalis,  and  particularly 
those  who  are  receiving  the  cardio-active 
glycosides,  be  watched  often  and  carefully 
for  toxic  reactions.  The  margin  of  safety  be- 
tween an  adequate  therapeutic  dose  and  a 
toxic  dose  is  sometimes  very  small,  and  the 
patient  is  very  apt  to  misjudge  what  are  ac- 
tually toxic  symptoms  to  be  due  to  not 
enough  digitalis  and  double  or  triple  the 
daily  dosage  in  an  effort  to  feel  better.  There 
is  no  drug  which  will  counteract  the  toxic 
effect  of  digitalis.  When  toxic  effects  do  oc- 
cur, the  drug  should  be  withdrawn  complete- 
ly until  all  toxic  signs  have  disappeared  and 
then  another  attempt  should  be  made  to  ar- 
rive at  a more  optimal  maintenance  dosage. 

Digitoxin  and  digoxin  are  potent  cardio- 
active glycosides  which,  used  intelligently, 
give  excellent  digitalis  response.  They  elimi- 
nate many  of  the  uncertainties  of  the  whole 
leaf  preparations. 
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PRECAUTIONARY  MEASURES  SET  UP  FOR 
EPIDEMICS  OF  RINGWORM  OF  SCALP 

Public  health  measures  designed  to  prevent  an- 
other epidemic  of  ringworm  of  the  scalp  among 
children  have  been  drawn  up  by  a group  of  New 
York  dermatologists,  according  to  an  article  appear- 
ing in  the  current  issue  of  the  Archives  of  Derma- 
tology and  Syphiology. 

Ringworm  of  the  scalp,  which  was  one  of  the 
physician’s  main  problems  during  the  war  years,  is 
a fungus  growth.  It  develops  one  or  more  circular 
patches  of  redness  and  crust  formation.  The  hairs 
in  the  affected  region  become  loose  and  break  off 
just  above  the  skin  surface,  leaving  short  stumps. 

The  main  reason  for  its  spread  is  attributed  by 
the  authors,  Drs.  Frank  C.  Combes  and  Howard  T. 
Behrman,  New  York,  to  lack  of  parental  observa- 
tion and  control,  and  cleanliness. 

“It  is  a great  tribute  to  American  medicine,” 
the  doctors  write,  “that  recognition  of  the  severity, 
contagion  and  extent  of  the  disease  brought  forth 
speedy  measures  of  isolation,  control  and  treat- 
ment. Treatment  centers  were  established  in 
strategic  areas  throughout  the  country. 

“Various  new  drugs  have  been  employed  with 
success  in  certain  types  of  ringw’orm  of  the  scalp, 
but  the  major  weapon  of  control  in  the  so-called 
‘human’  type  is  x-ray  treatment. 

“In  a certain  percentage  of  cases,  reinfection 
(from  contaminated  hats,  articles  of  clothing,  other 


children  or  infected  members  of  the  same  family) 
may  occur.  Following  x-ray  treatment  all  infected 
articles  of  clothing  should  be  burned.” 

The  New  York  group  has  outlined  the  following 
set  of  measures  designed  to  control  subsequent 
epidemics  of  ringworm  of  the  scalp: 

1.  Ringworm  of  the  scalp  should  be  made  a re- 
portable disease. 

2'.  The  public  should  be  reached  through  the 
press,  pamphlets  and  radio. 

3.  It  is  recommended  that  city-wide,  complete 
and  periodic  inspection  of  children  who  are  in  in- 
stitutions be  made  by  qualified  physicians. 

4.  Barbers  should  be  told  about  epidemics  and 
cautioned  to  be  on  the  lookout  for  sores  on  the 
scalp. 

5.  Children  should  wear  hats  as  a precaution 
against  infection  in  public  places. 

6.  Clipping  and  shaving  of  the  hair  prior  to 
x-ray  treatment  should  be  done  in  the  clinics  at 
which  infected  children  are  treated.  The  parents 
should  be  warned  not  to  take  an  infected  child  to  a 
barber. 

7.  The  department  of  health  should  register 
equipped  clinics  and  qualified  physicians  for  the 
treatment  of  ringworm  of  the  scalp. 

8.  It  is  recommended  that  no  child  be  permitted 
to  return  to  school  until  he  is  entirely  free  from 
infection. 


Symposium  on  Low  Back  Pain 

MEDICAL  CONSIDERATIONS 

R.  ALLYN  MOSER 
Omaha,  Nebraska 


The  complaint  “low  back  pain”  has  caused 
I a great  deal  of  controversy  in  industrial  med- 
I icine  and  in  compensatory  rulings.  It  has 
j been  tossed  about  by  all  concerned  except  the 
I patient. 

[ A frequent  and  obvious  cause  for  pain  in 
the  lumbar  region  is  that  of  certain  acute  in- 
fectious diseases:  influenza,  small  pox,  men- 
ingitis, pneumonia,  poliomyelitis,  and  ty- 
phoid fever.  In  such  cases  the  back  ache  is 
easily  explained.  Cases  that  are  difficult  to 
explain  are  those  with  chronic  lumbar  pain 
without  outstanding  symptoms  of  a serious 
nature.  Pain  in  the  lumbar  region  from  fa- 
tigue and  muscular  exertion  is  common.  Back 
ache  is  a common  complaint  of  pregnancy 
especially  near  term.  Post-operative  back 
ache  is  also  frequent. 

Acute  fibrositis,  known  as  acute  lumbago 
or  acute  lumbar  myositis,  is  characterized  by 
acute  lumbar  pain,  usually  bilateral,  and  is 
increased  by  contracting  of  the  back  muscles 
and  on  regaining  an  erect  position  after 
stooping.  The  pain  comes  on  suddenly  as  a 
result  of  exposure  to  cold,  a hard  cough  or  a 
strain  done  under  faulty  posture,  and  this 
condition  is  subject  to  frequent  recurrences. 

Chronic  low  back  pain,  is  a condition  where 
a chronic  back  ache  is  caused  by  fatigue  or 
constant  unbalanced  strain  and  after  lying 
in  bed  in  one  position.  In  this  condition 
there  is  likely  to  be  a focus  of  infection  or  the 
constant  posture  defect. 

Nephrolithiasis  with  colic.  In  this  condi- 
tion the  pain  is  agonizing  and  unilateral, 
rotating  down  the  ureter  of  the  affected  side 
to  the  groin,  testis,  or  labia  of  the  same  side 
and  not  relieved  by  any  |X)sition.  There  are 
also  the  accompanying  symptoms:  sweating, 
vomiting,  rapid  pulse.  There  also  may  be 
hematuria,  and  the  condition  can  be  definite- 
ly diagnosed  by  x-ray  and  cystoscopic  stud- 
ies. 

Renal  calculus  without  colic  causes  a con- 
tinuous unilateral  aching  and  tenderness. 
There  is  an  increased  urination,  slight  hema- 
turia, perhaps  pyuria.  X-ray  gives  the  diag- 
nostic proof  of  such  a condition. 

♦Presented  before  Omaha  Mid-West  Clinical  Society,  Oc- 
tober, 1947. 


Acute  renal  infections,  as  pyelitis;  pyelo- 
nephritis; focal  suppurative  nephritis;  uni- 
lateral septic  infarct,  wilT  produce  unilateral 
pain  usually  in  the  groin  and  more  anterior 
than  posterior  but  may  radiate  either  way. 
The  pain  is  aggravated  by  movement  or  by 
cough.  With  these  conditions  fever  and  chill 
are  a diagnostic  factor  as  is  also  a frequency 
of  urination  and  usually  urinary  findings. 

Perinephritic  abscesses  produce  a deep 
aching  and  unilateral  pain  in  the  loin  intensi- 
fied by  lumbar  pressure  and  radiation  to  the 
hip  downward. 

Renal  tuberculosis.  In  most  of  these  cases 
there  is  lumbar  pain  of  moderate  severity 
but  the  urinary  findings  here  are  again  diag- 
nostic. 

Nephroptosis  gives  a dragging  pain  in  the 
back  and  loin  with  “neurosthenic”  and  dys- 
peptic history.  The  palpation  of  the  movable 
kidney  is  pathognomic. 

Hydronephrosis  may  give  a unilateral  back 
ache.  There  is  present  with  this  a frequency 
or  diminution  of  urine.  The  pyelogram  is 
diagnostic. 

Acute  glomerulus  nephritis  may  produce 
pain  in  the  back  at  the  onset.  The  concurrent 
symptoms  and  finding  of  fever,  hematuria, 
edema  with  an  elevated  blood  pressure  are 
concomittant  findings. 

Tumor  of  the  kidney  produces  at  times  a 
back  ache  which  is  dragging  and  dull  and 
radiates  downward. 

Acute  appendicitis  occasionally  causes 
back  ache  but  other  symptoms  and  chief 
signs  are  readily  elicited. 

Abdominal  aneurysm  does  produce  pain  of 
moderate  severity  in  the  back  but  here  the 
pain  radiates  from  the  epigastrium  and  is 
most  persistent  anteriorly. 

Herniation  of  the  nucleus  pulposus  has 
been  covered  by  other  essayists. 

Low  back  pain  is  encountered  in  coccygo- 
dynia,  certain  uterine  disorders,  rectal  dis- 
eases and  prostatitis,  congenital  malforma- 
tion of  the  4th  and  5th  lumbar  and  1st  sacral 
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vertebrae,  compression  fracture  of  a lumbar 
vertebrae,  Charcot  spine  and  pancreatitis. 

Other  conditions  which  produce  low  back 
pain  are  chronic  arthritis,  but  with  this  there 
is  also  a progressive  ankylosis  of  the  verte- 
brae, tuberculosis  of  the  spine,  or  spinal  gon- 
orrheal arthritis. 

Other  less  common  causes  of  low  back  pain 
are  cauda-equinal  tumor;  vesical  calculus; 


fecal  impaction;  hernia;  pancreatitis;  and 
carcinoma  of  the  pancreas. 

Treatment  involves  giving  the  patient  a 
definite  understanding  why  he  is  having  a 
back  ache.  If  there  are  no  specific  causes,  the 
use  of  heat,  counterirritant,  salicylates,  and 
iodides,  body  supports  and  belts  are  helpful. 

In  many  of  these  cases  it  is  most  impor- 
tant to  teach  the  individual  to  live  with  his 
back  ache. 


❖ ❖ 


Neurologic  Aspects  of  Low  Back  Pain* 

G.  ALEXANDER  YOUNG,  M.D. 

Omaha,  Nebraska 


Lewis  in  his  book  on  pain  divides  this 
sensory  element  into  two  forms,  to-wit,  the 
cutaneous  or  superficial  type,  and  the  deep 
variety  coming  from  the  viscera  and  deep 
somatic  structures,  such  as  muscles,  peri- 
osteum, ligaments,  and  fascia.  Cutaneous 
pain  is  sharp,  pricking  or  burning,  while 
deep  pain  is  dull,  aching,  and  at  times  sick- 
ening. Cutaneous  pain  is  accurately  local- 
ized, while  deep  pain  is  diffuse  and  poorly 
localized,  especially  that  arising  from  the 
deeper  structures.  Deep  pain  may  be  felt 
at  a distance  from  the  causal  lesion  as 
in  the  form  known  as  referred  pain.  Low 
back  pain  should  be  considered  as  an 
example  of  deep  pain  and  has  the  charac- 
teristics of  pain  meditating  through  deep 
pain  fibers.  It  is  generally  dull  in  character, 
varying  in  severity,  is  poorly  localized,  and 
also  corresponds  to  the  referred  type.  Re- 
ferred pain  is  pain  felt  at  a distance  from 
the  lesion.  It  may  be  caused  by  both  vis- 
ceral disease  and  somatic  lesions.  The  loca- 
tion of  the  pain  depends  upon  the  level  of 
the  spinal  cord  segment  which  supplies  the 
pain  fibers  through  its  spinal  nerve  root  to 
the  diseased  focus. 

A renal  calculus  irritates  pain  fibers  pass- 
ing to  the  twelfth  thoracic  or  first  lumbar 
spinal  root,  and  pain  is  felt  in  the  lumbar 
region,  groin,  and  scrotum  or  vulva  of  the 
corresponding  side. 

Kellgren^2)  injected  the  first  lumbar  inter- 
spinous  ligament  with  5%  salt  solution  and 
produced  a pain  similar  to  that  of  ureteral 
calculus.  Muscle  tissue  supplied  by  the  first 

♦Presented  before  Omaha  Mid-West  Clinical  Society,  Oc- 
tober, 1947. 


lumbar  root  injected  with  5%  saline  solution 
likewise  gave  referred  pain  similar  to  that  of 
renal  calculus. 

The  abdominal  and  pelvic  viscera  are  poor- 
ly innervated  with  pain  fibers  but  neverthe- 
less pain  fibers  pass  centripetally  from  the 
affected  organ  to  posterior  roots  of  specific 
segments  for  each  viscus  and  the  referred 
pain  corresponds  in  location  to  the  segmental 
distribution  of  the  spinal  root  involved.  Inas- 
much as  referred  pain  can  exist  without  the 
patient  having  conscious  pain  in  the  organ 
or  tissue  involved,  the  clinical  significance  of 
the  mechanism  of  referred  pain  is  self-evi- 
dent, and  it  is  particularly  so  with  the  com- 
plaint of  low  back  pain.  Not  only  may  le- 
sions of  the  kidney,  bowel,  ovaries,  tubes, 
prostate  cause  low  back  pain  but  by  the  same 
mechanism  disease  of  the  periosteum,  ligam- 
ents, fascia,  and  muscles  of  the  spinal  column 
may  be  productive  of  the  same  symptoms. 

The  segmental  level  of  the  sensory  supply 
to  various  organs  should  be  kept  in  mind.  For 
instance,  the  sensory  supply  of  the  kidney, 
pelvis  and  uterus  comes  from  the  twelfth 
thoracic  and  the  first  and  second  lumbar, 
that  of  the  bladder  fundus  from  the  eleventh 
thoracic  to  the  first  lumbar,  of  the  bladder 
neck  and  prostate  from  the  second  to  the 
fourth  sacral,  of  the  testicle  and  ovary  from 
the  tenth  thoracic  to  the  first  lumbar,  and 
that  of  the  rectum  from  the  second  to  the 
fourth  sacral.  I remember  well  the  case  of  a 
University  Hospital  patient  who  many  years 
ago  entered  the  hospital  with  the  complaint 
of  severe  low  back  pain  radiating  down  both 
legs  posteriorly.  A malignant  tumor  of  the 
cauda  equina  was  suspected.  The  pain  dis- 
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tribution  was  that  of  the  second,  third  and 
fourth  sacral  roots.  Happily,  a prostatic  ab- 
scess was  found,  the  drainage  of  which 
brought  prompt  relief. 

Low  back  pain  may  result  from  lesions  of 
the  muscles,  fascia,  and  ligaments  and  cartil- 
age of  the  spine.  Fibromyositis  of  the  back 
muscles  is  not  an  uncommon  cause.  Persis- 
tent stretching  of  ligaments  and  prolonged 
contraction  of  muscles  is  an  adequate  stimu- 
lus for  a pain  reaction  and  so  postural  habits 
of  faulty  type  may  be  productive  of  low  back 
pain.  The  asthenic  psychoneurotic  often 
complains  of  lumbar  backache  of  this  type, 
the  consciousness  of  which  is  intensified  by 
the  self-punishment  compulsion  of  the  neu- 
rotic. 

The  incidence  of  organic  nervous  disease 
in  the  production  of  low  back  pain  is  remark- 
ably low  and  apart  from  the  acute  meningeal 
infections  is  made  up  of  comparatively  rare 
conditions  such  as  cauda  arachnitis  and 
tumors  of  the  cauda  equina. 

I think  it  is  now  agreed  that  by  far  the 
most  common  cause  of  persistent  lumbosac- 
ral back  pain  is  degeneration  or  traumatic  in- 
jury of  the  intervertebral  disc.  Estimates 
of  etiologic  frequency  range  from  50  to  90%. 
History  of  trauma  is  not  always  found,  and 
when  found  may  be  of  comparatively  slight 
nature.  Occupation  may  be  significant.  The 
strain  on  lumbar  ligaments  and  cartilage  due 
to  motorized  farm  machinery  may  result  in 
disc  pathology.  The  severity  of  the  lesion 
may  vary  from  a slight  protrusion  of  the  nu- 
cleus pulposus  in  the  posterior  lateral  angle 
to  a complete  rupture  of  the  annulus  fibrosus 
and  a massive  herniation  of  the  interverte- 
bral cartilage  and  the  nucleus  which  may 
exercise  sufficient  pressure  on  the  dura  sac 
and  cauda  equina  to  produce  motor  and  sen- 
sory paralysis  of  the  lower  extremities. 

It  has  been  recognized  that  the  symptoms 
of  herniated  disc  may  have  an  intermittent 
course  and  that  there  may  be  intervals  of 
years  of  freedom  from  back  pain  and  disabil- 
ity. A persistent  backache  may  occur  alone 
when  the  herniation  is  mesial  and  sciatic 
radiation  may  occur  later  when  lateral  pro- 
trusion and  irritation  of  the  sensory  root  ap- 
pears. 

The  diagnosis  of  herniated  disc  depends  on 
a clinical  study  of  the  history  of  the  case,  up- 
on a careful  evaluation  of  the  symptoms  re- 
lated by  the  patient,  and  upon  the  result  of  a 
neurological  examination  which  seeks  to  find 


evidence  of  segmental  signs  such  as  areas  of 
hypalgesia  and  alteration  of  the  knee  and 
ankle  jerks.  The  signs  of  spinal  root  irrita- 
tion are  most  important.  These  are  three  in 
number.  First,  the  segmental  character  of 
the  pain  or  paresthesia.  Second,  aggravation 
of  the  pain  by  coughing  or  straining.  Third, 
increase  of  pain  and  presence  of  muscle 
spasm  when  the  roots  are  stretched  as  in 
Lasegue  or  Sicard  sign.  The  diagnosis  of  the 
disc  involved  can  generally  be  made  by  the 
finding  of  specific  hypalgesic  areas  and  cor- 
responding numbness  which  indicate  the  root 
compressed.  Reflex  changes  such  as  an  ab- 
sent knee  jerk  or  ankle  jerk  are  indicative  of 
a fourth  lumbar  and  a first  sacral  level  re- 
spectively. X-ray  films  may  help  but  are  of- 
ten disappointing. 

The  treatment  of  herniated  disc  is  largely 
governed  by  the  severity  of  the  pain  and  by 
the  extent  of  disability.  As  the  symptoms  of 
disc  disease  may  at  times  undergo  a remis- 
sion presumably  due  to  a recession  of  the 
herniated  nucleus,  treatment  should  be  at 
first  conservative.  Prior  to  the  recognition 
of  the  significance  of  disc  pathology,  low 
back  pain  and  sciatic  neuralgia  were  often 
successfully  treated  by  various  means:  Ex- 
tension of  the  affected  limb,  manipulation 
followed  by  plaster  immobilization  of  spine 
and  lower  extremities,  novocaine  injections 
of  tender  points  in  lumbar  and  gluteal  mus- 
cles, and  particularly  the  use  of  repeated  epi- 
dural injections  of  the  sacral  canal  with  20  to 
30  cc.  of  1%  novocaine  followed  by  normal 
saline  to  the  total  amount  of  from  60  to  100 
cc.  This  latter  method  was  frequently  very 
successful  possibly  because  an  increased  hy- 
drostatic pressure  in  the  spinal  canal  due  to 
the  injection  may  have  led  to  a reduction  of 
the  herniation.  Extreme  flexion  of  the  ex- 
tended leg  on  the  trunk  or  the  trunk  on  the 
legs  in  setting  up  exercises  after  epidural  in- 
jection at  times  seemed  to  be  of  benefit.  Rest 
in  bed  with  hot  packs  or  infra-red  lamps  plus 
analgesic  medication  were  and  can  be  now 
used  as  an  initial  form  of  conservative  treat- 
ment. However,  when  such  measures  prove 
ineffective,  surgical  removal  of  the  source  of 
root  compression  and  irritation  must  be  car- 
ried out  after  the  offending  disc  has  been 
satisfactorily  located  or  the  affected  nerve 
root  has  been  recognized.  In  the  absence  of 
herniation  the  surgeon  may  find  hyper- 
trophy of  the  ligamentum  flavum  or  a local 
arachnitis  of  the  dural  pouch  through  which 
the  spinal  root  passes  on  its  way  to  the  inter- 
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vertebral  foramen,  both  of  which  conditions 
may  give  rise  to  symptoms  resembling  herni- 
ation of  the  disc. 

SUMMARY 

Attention  has  been  called  to  the  deep  pain 
system  of  nerve  fibers  and  its  relation 
through  the  mechanism  of  referred  pain  to 
pain  in  the  back. 


A brief  description  of  the  symptoms,  diag-  | 
nosis  and  treatment  of  intervertebral  disc  > 
has  been  presented. 

BIBLIOGRAPHY 

1.  Lewis,  Sir  Thomas,  Pain,  N.  Y.  MacMillan  , 

1942.  ] 

2.  Kellgren,  J.  H.:  Observations  on  Referred  j 

Pain  Arising  from  Muscle.  Clin.  Sc.  3:175-190,  1938.  ^ 

\ 

\ 


❖ ❖ ❖ 


Gynecologic  Aspects  of  Low  Back  Pain 

J.  J.  FREYMANN,  M.D. 

Omaha,  Nebraska 


At  least  fifty  percent  of  all  patients  who 
consult  a gynecologist  complain  of  backache. 
However,  low  back  pain  in  women  is  only 
rarely  due  to  purely  genital  causes.  Fre- 
quently it  is  in  no  way  related  to  any  pelvic 
disorder.  Very  often,  in  one  and  the  same 
patient,  several  etiological  factors  are  in- 
volved and  the  treatment  and  elimination  of 
one  cause  may  leave  still  other  causes  to  per- 
petuate the  patient’s  distress.  Therefore,  in 
order  to  evaluate  the  complaint  satisfactori- 
ly, the  gynecologist  must  consider  the  extra- 
genital as  well  as  the  genital  causes  of  low 
back  pain. 

Too  many  patients  are  told  that  the  sur- 
gical correction  of  a uterine  displacement  or 
the  removal  of  a pelvic  tumor  will  relieve 
their  backache.  Although  there  may  be  a 
definite  and  even  urgent  indication  for  a 
gynecological  operation,  it  is  unwise  to  pre- 
dict that  the  operation  will  relieve  backache. 
The  pelvic  disorder  which  the  surgeon  pro- 
poses to  correct  might  be  the  sole  cause  of 
the  patient’s  backache.  More  than  likely,  it 
will  be  only  one  of  several  causes  of  which 
one  or  more  would  probably  be  beyond  the 
scope  of  the  operation.  Such  a patient  would 
be  relieved  gynecologically  but  she  would 
still  have  her  backache. 

It  is  impossible  in  the  time  allotted  for  this 
discussion  to  describe  fully  the  mechanism  of 
pain  transmission  as  it  relates  to  backache  of 
genital  origin.  Backache  caused  by  pelvic 
disease  is  always  a referred  pain.  The  pelvic 
viscera  are  only  sparsely  endowed  with  sen- 
sory nerves.  True  sensory  impulses  which 
arise  in  the  genital  organs  and  which  reach 
the  cortex  probably  do  not  figure  in  the 
symptom  of  backache.  It  is  believed  that 
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backache  of  genital  origin  is  due  to  frequent  \ 
excitation  of  the  lower  spinal  cord  segments 
by  autonomic  stimuli  and  that  these  stimuli 
are  translated  into  pain  in  the  somatic  areas 
corresponding  to  the  respective  cord  seg- 
ments. 

Such  autonomic  stimuli  may  be  initiated 
by  various  mechanical  or  pathological  proc- 
esses. The  common  exciting  factors  are  con- 
traction of  the  uterus,  compression  or 
stretching  of  blood  vessels,  pressure  or  trac- 
tion on  the  pelvic  cellular  tissue  and  stretch- 
ing or  injury  or  inflammation  of  the  pelvic 
peritoneum. 

This  concept  of  the  mechanism  of  somatic 
pain  of  pelvic  visceral  origin  affords  an  ex- 
planation for  the  fact  that  genital  prolapse 
almost  always  causes  backache.  Here  there 
is  traction  on  the  peritoneum  and  on  the  pos- 
terior parametrium.  The  same  cannot  be  said 
of  simple,  uncomplicated  retro-displacement 
of  the  uterus.  Many  women  with  a retro- 
displacement  go  through  life  without  ever 
experiencing  any  symptoms. 

When  a woman  with  a retro-displacement 
complains  of  backache,  one  must  carefully 
search  for  other  causes.  In  a nulliparous 
woman,  who  complains  of  backache  and  in 
whom  a displacement  is  found,  careful  search 
will  usually  reveal  some  other  cause  or 
causes,  such  as  active  pelvic  inflammation, 
evidence  of  a healed  inflammatory  process, 
endometriosis  or  some  extra-genital  abnor- 
mality. In  a patient  who  has  borne  children 
and  who  complains  of  backache,  the  backache 
is  less  likely  to  be  due  to  a retro-displace- 
ment than  to  some  obstetrical  injury  to  the 
pelvic  girdle  or  to  injury  to  the  soft  parts  re- 
sulting in  prolapse,  cystocele  and  rectocele. 
Cystoceles  and  rectoceles,  by  the  traction 
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thej"  produce  on  the  cellular  tissue  of  the  pel- 
vis, are  particularly  apt  to  cause  backache. 
Pelvic  surgery,  without  attention  to  what 
might  appear  to  be  only  a slight  and  negligi- 
ble cystocele  or  rectocele,  is  apt  to  leave  the 
patient  with  a persistent  low  back  pain. 

While  retro-displacement,  cystocele,  recto- 
cele and  prolapse  are  usually  sought  for  and 
easily  recognized  in  a gynecological  examina- 
tion, common  and  serious  orthopedic  injuries 
which  may  have  been  incurred  during  labor 
are  too  often  overlooked.  Damage  to  the  coc- 
cyx, strain  of  the  ligaments  of  the  pelvic 
girdle  and  persistent  abnormal  mobility  of 
the  sacro-iliac  joints  are  common  obstetrical 
injuries.  They  must  be  looked  for  and  recog- 
nized by  the  gynecologist.  He  may  leave 
their  treatment  to  the  orthopedist. 

The  utero-sacral  ligaments  also  require 
attention  in  a gynecological  examination.  In- 
jury or  inflammation  involving  these  liga- 
ments commonly  cause  backache.  When  they 
are  a source  of  trouble  they  are  usually  very 
tender  to  touch.  The  tenderness  can  best  be 
detected  by  rectal  palpation.  It  should  be 
noted  here  that  the  utero-sacral  ligaments 
are  frequently  damaged  by  excessive  traction 
with  a tenaculum  during  operations  on  the 
cervix  or  duiing  dilatation  and  curettage. 
Such  operations  should  be  performed  with  a 
minimum  of  traction  on  the  cervix  and,  at 
the  completion  of  the  operation,  the  uterus 
should  be  carefully  replaced  and  supported 
with  a vaginal  pack,  so  placed  as  to  support 
the  uterus  and  hold  the  cervix  in  a posterior 
position. 

Chronic  cervicitis  is  a frequent  cause  of 
backache.  It  is  not  clear  whether  the  pain 
is  due  to  autonomic  stimuli  arising  in  the 
diseased  cervix  or  whether  it  is  due  to  an  as- 
sociated parametritis  or  to  a secondary  myo- 
sitis or  fibrositis.  However,  it  is  a fact  that 
backache  frequently  disappears  after  a cer- 
vix has  been  restored  to  normal  by  conization 
or  cautery  or  even  by  simple  puncture  and 
cauterization  of  infected  cervical  glands. 

Pelvic  tumors,  regardless  of  size,  rarely 
cause  backache  if  they  are  freely  movable 
and  do  not  cause  pressure  or  impair  circula- 
tion. However,  if  a tumor  is  malignant  and 
if  its  capsule  has  been  penetrated  and  the 
pelvic  peritoneum  or  the  pelvic  cellular  tis- 
sue has  been  invaded,  then  backache  may  be- 
come a prominent  symptom. 

The  complex  etiology  of  backache  as  en- 
countered by  the  gynecologist  or,  for  that 


matter,  by  any  physician,  should  serve  to 
emphasize  the  need  for  a careful  history  and 
for  a comprehensive  physical  examination. 

The  time  of  onset  of  backache,  the  manner 
of  onset  and  whether  the  backache  first  ap- 
peared with  or  shortly  after  other  symptoms 
of  some  intra-pelvic  disorder,  these  are  im- 
portant elements  in  a gynecological  history. 
Backache  associated  with  pelvic  disease  does 
not  come  on  suddenly.  Sudden  onset  should 
always  suggest  trauma.  Backache  which 
dates  back  to  the  late  months  of  pregnancy, 
particularly  if  at  that  time  it  was  accompani- 
ed by  sciatic  pain,  should  suggest  a sacro-ili- 
ac disorder.  Backache  which  appeared  with 
or  became  acutely  aggravated  immediately 
after  labor  points  to  a probable  obstetrical 
injury.  In  a parous  woman,  backache  which 
is  accompanied  by  a feeling  of  weight  in  the 
pelvis,  which  grows  worse  as  the  day  drags 
on  but  is  relieved  when  the  patient  reclines, 
is  probably  due  to  a cystocele  and  rectocele. 
Backache  which  began  with  or  shortl}^  after 
the  onset  of  low  abdominal  pain  or  deep  pel- 
vic pain  should  suggest  a coexisting  pelvic  in- 
flammation, endometriosis  or  a pelvic  tumor 
with  complications.  Backache  which  occurs 
only  with  menstruation  rarely  has  any  or- 
ganic significance.  However,  in  a childless 
woman  who  has  never  suffered  menstrual 
backache  or  in  whom  menstrual  backache  be- 
comes increasingly  worse,  endometriosis 
should  be  suspected. 

These  statements  lend  emphasis  to  the  im- 
portance of  a careful  history.  The  examina- 
tion of  the  gynecological  patient  must  be 
equally  comprehensive.  It  must  comprise 
more  than  a gynecological  inspection  and 
vagino-abdominal  and  recto-abdominal  pal- 
pation. The  examination  of  the  female  pa- 
tient with  backache  should  begin  with  close 
obseiwation  of  the  patient  as  she  walks  and 
stands.  As  the  orthopedist  does  in  his  ex- 
amination, the  gynecologist,  too,  must  look 
for  differences  in  the  height  of  the  shoul- 
ders, assymmetry  in  the  hips,  differences  in 
the  length  of  the  extremities,  for  lordosis 
and  scoliosis.  He  must  palpate  the  back  and 
have  the  patient  bend  forward  and  backward 
and  execute  lateral  and  rotary  movements. 
Only  by  so  doing  can  the  gynecologist  hope 
to  differentiate  between  backache  of  genital 
and  backache  of  extra-genital  origin.  Back- 
ache which  is  induced  or  aggravated  by  these 
maneuvers  is  definitely  not  a gjmecological 
backache.  Neither  is  tenderness  along  the 
spine,  lumbar  tenderness  or  sacro-iliac  ten- 
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derness  a symptom  of  gynecological  disease. 
Symptoms  elicited  by  exercise,  manipulation 
or  palpation  of  the  back  are  not  gynecological 
symptoms.  However,  there  may  be  coexist- 
ent genital  causes  which  contribute  to  and 
aggravate  a backache  which  is  primarily  due 
to  an  extra-genital  lesion. 

The  gynecologist  must  exercise  caution 
and  discernment  in  evaluating  a complaint  of 
low  back  pain.  Before  committing  himself  to 
a diagnosis  of  gynecological  backache,  he 
must  first  find  evidence  of  a genital  defect 
which  could  cause  backache.  He  should  al- 
ways suspect,  search  for,  recognize  or  rule 
out  the  existence  of  an  extra-genital  cause. 
He  can  only  rarely  assure  the  patient  that 
treatment  of  her  genital  disorder  will  relieve 


Nebr.  S.  M.  Jour. 
June,  1948 

her  back  pain.  Such  assurance  might  be 
warranted  if  by  conservative  measures,  such 
as  replacement  and  support  of  the  uterus, 
the  backache  could  be  completely  relieved. 

Radiological  examination  is  always  indi- 
cated in  the  study  of  low  back  pain.  Consulta- 
tion with  qualified  specialists  in  other  fields 
is  desirable  and  often  imperative.  While 
speaking  on  the  subject  of  Low  Back  Pain 
many  years  ago,  the  late  Doctor  Howard  Kel- 
ly of  Baltimore  described  the  region  of  the 
low  back  as  “the  rendezvous  of  the  gynecolo- 
gist, the  orthopedist,  the  urologist,  the  in- 
ternist and  the  neurologist”.  Doctor  Kelly 
should  have  included  the  radiologist.  We,  in 
the  light  of  recent  advances  in  psychosomatic 
medicine,  might  well  include  the  psychiatrist. 


❖ ❖ ❖ 


Low  Back  Pain — Orthopedic  Aspects" 

W.  R.  HAMSA,  M.D. 

Omaha,  Nebraska 


Pain  in  the  low  back  on  an  orthopedic  basis 
concerns  pathology  of  bones,  cartilage,  lig- 
aments, tendons,  fascia,  and  muscles  as  well 
as  the  relationship  of  these  tissues  to  each 
other.  In  this  discussion,  only  the  commonest 
changes  will  be  considered. 

Examination  of  the  back  evaluates  the  re- 
lationship of  the  commonest  parts  of  the 
musculoskeletal  system,  the  active  control  of 
these  parts,  and  the  localization  of  patholo- 
gical changes.  Good  lighting  is  essential.  The 
patient  is  clad  in  a gown  that  allows  unhamp- 
ered vision  — a long  sheet  with  a nine  inch 
circular  opening  in  the  middle,  allows  slip- 
ping over  the  patient’s  head,  covering  anteri- 
or and  posterior  aspects  of  the  body,  and 
satisfies  both  the  examiner’s  desire  for  unob- 
structed vision  and  the  patient’s  modesty. 

• 

Observation  of  the  patient  in  the  standing 
position  demonstrates  any  list  of  the  spine 
which  may  be  due  to  a short  leg,  a true  scoli- 
osis with  rotation,  or  a sciatic  scoliosis  due  to 
active  shift  of  the  spine  to  relieve  unilateral 
tension  or  pressure.  Gait  observation  demon- 
strates the  swing  of  the  legs,  whether  free  or 
actively  restricted  and  whether  associated 
with  muscle  spasm. 

Motion  in  the  various  portions  of  the  spine 
varies  in  degree  and  plane  as  a result  of 

*Read  before  the  Omaha-Midwest  Clinical  Society  meeting, 
Omaha,  Nebraska,  October  28,  1947. 


structural  differences.  Thus  flexion  occurs 
chiefly  in  the  cervical  and  lumbar  segments, 
extension  in  the  cervical  and  lumbar  seg- 
ments, rotation  in  cervical  and  dorsal  seg- 
ments, and  lateral  bending  in  cervical  and 
lumbar  segments.  Flexion  and  extension  dif- 
fer in  sitting  and  standing  positions  as  simi- 
lar motion  is  possible  in  the  hip  joint  and  as 
a result  of  release  of  the  pelvis  by  the  ham- 
string muscles  when  sitting  allowing  easier 
flexion.  The  occurence  of  lateral  deviation 
during  flexion  suggests  a condition  with  uni- 
lateral preponderance. 

Recumbency  on  a hard  table  allowing  full 
length  support  of  the  patient  is  now  neces- 
sary. Measurements  of  leg  length  and  the 
size  are  recorded.  With  the  pelvis  level,  i.e. 
in  the  same  horizontal  plane,  the  distance 
from  anterior  superior  spine  to  tip  of  inter- 
nal malleolus  on  each  side  usually  serves  as 
an  accurate  reading.  Circumference  of  each 
thigh,  six  inches  above  patella  should  show 
little  unilateral  discrepancy  except  that  a 
inch  to  1/2  i^ch  hypertrophy  is  usually  pres- 
ent on  the  master  or  predominant  side. 

Passive  motion  of  the  legs  in  the  recum- 
bent or  prone  position  is  used  as  a means  of 
transferring  a controlled  stress  to  low  back 
structures  in  an  attempt  to  reproduce  the 
symptom  of  pain.  Straight  leg  raising  (Gold- 
thwait  or  LaSague)  by  its  increase  of  tension 
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in  posterior  thigh,  hip,  and  low  back,  localizes 
and  reproduces  pain  in  the  sciatic  neiwe,  in 
; hamstring,  gluteal  or  sacrospinalis  muscle 
j'  origins  or  fascia  overlying  these  structures. 
1;  The  performance  of  this  test  with  the  foot 
ji  dorsiflexed  (Bragard)  increases  sciatic  nerve 
i tension,  hence  should  serve  to  localize 
I changes  here  rather  than  in  muscular,  ligam- 
I entous,  or  fascial  structures.  The  cross  leg- 
j ged  test  (LaGuere,  fabere,  or  Figure  4)  by 
j its  transmission  of  force  through  the  “Y” 
I ligament  of  the  hip  to  the  ilium  with  result- 
j ant  compression  of  the  sacroiliac  joint  is  of 
j value  in  changes  in  this  joint.  Similarly  the 
; acute  flexion  of  one  hip  plus  hyperextension 
I of  the  opposite  hip  over  the  edge  of  the  ex- 
i amining  table  (Gaenslen)  serves  as  a force 
i rotating  one  ilium  against  the  other  with 
production  of  pain  in  one  sacroiliac  or  the 
other.  Passive  iliac  compression  or  separa- 
tion may  aid  localization.  With  the  patient 
Ijing  on  his  side,  acute  flexion  of  the  lower 
hip  locks  the  lumbar  spine  and  pelvis  in  nor- 
mal position  and  by  supporting  the  higher 
ankle  and  hyperextending  this  hip  with  the 
knee  flexed,  an  abduction  contracture  of  the 
hip  may  be  demonstrated  (Ober).  In  the 
prone  position,  passive  knee  flexion  shortens 
the  anterior  thigh  muscles  and  demonstrates 
contracture  presence  by  a rotation  of  the  pel- 
vis easily  visible  in  the  early  stages  of  the 
test  (Ely).  Should  this  test  reproduce  pain 
in  the  sacrolumbar  or  sciatic  areas  (Nach- 
las),  impingement  of  these  structures  is  sus- 
pected. Lastly,  passive  flexion  of  hips  and 
knees  to  full  degree  will  strain  the  sacrolum- 
bar joint  only. 

In  the  prone  position  tender  areas  are  dem- 
onstrated by  digital  pressure  over  anatomical 
sites  as  sacrolumbar  joint,  posterior  sacro- 
iliac ligaments,  coccyx,  muscle  origins  as 
sacrospinalis,  gluteal,  and  muscle  bellies  as 
sacrospinalis  and  over  sciatic  notch.  If  uni- 
lateral, comparison  with  the  sound  side  is 
necessary  to  properly  evaluate  the  degree  of 
pain. 

Rectal  examination  seiwes  to  demonstrate 
the  status  of  sacrospinous  and  sacrotuberous 
ligaments  when  readily  palpable,  and  of  the 
coccyx.  The  latter  may  have  slight  flexion 
position  in  continuity  with  the  curve  of  the 
sacrum,  should  be  movable  without  pain,  and 
should  have  smooth  contours. 

The  commonest  clinical  finding  is  tender- 
ness of  muscular  origin,  usually  gluteal, 
lateral  to  the  posterior  superior  iliac  spine, 
occasionally  the  sacrospinalis,  both  doubtless 


due  to  unexpected  or  heavy  exertion.  Either 
causes  not  only  local  pain  but  may  refer  this 
pain  to  the  sacrolumbar  joint  or  peripherally 
into  a distribution  as  sciatic.  Diagnostic  aids 
are  pressure  massage  of  the  strain  area 
which  bring  relief  quite  rapidly  as  a rule, 
though  for  short  duration.  Massage  may  be 
repeated  at  48  hour  intervals  as  treatment. 
Novocaine  injection  into  the  tender  or  trig- 
ger point  usually  relieves  both  local  and  radi- 
ating pain.  It  is,  however,  not  advocated  as 
treatment. 

Sacrolumbar  and  sacroiliac  strains  have 
been  differentiated  in  all  texts.  The  sacro- 
lumbar strain  is  localized  in  midline,  is  asso- 
ciated with  point  tenderness.  There  is  re- 
stricted spine  flexion  in  both  standing  and 
sitting  position  and  gives  positive  tests  on 
straight  leg  raising  and  flexion  of  hips  and 
knees  referring  pain  to  the  sacrolumbar  area. 
It  predominates  in  frequency.  Sacroiliac, 
strain  is  localized  laterally.  It  is  associated 
with  tenderness  medial  to  posterior  superior 
iliac  spine  externally,  over  sacrospinous  lig- 
aments rectally.  There  is  considerable  re- 
striction of  spine  flexion  in  standing  position, 
little  restriction  in  sitting  position,  and  posi- 
tive Gaenslen  and  LaGuere  tests.  Using  the 
latter  criteria,  the  diagnosis  of  sacroiliac 
strain  is  a rarity. 

Treatment  of  acute  low  back  strain  con- 
sists primarily  of  rest  and  graduated  physi- 
cal activity.  The  former  is  obtained  by  re- 
cumbency on  a semirigid  mattress.  The  pres- 
ence of  any  flexion  contracture  of  the  hips  as 
indicated  by  a positive  Ely  or  Ober  test  sug- 
gests the  addition  of  flexion  of  hips  and 
knees  to  flatten  the  usual  lumbar  lordosis  — 
this  may  be  added  to  any  strain  for  comfort 
and  hence  justifies  a trial.  Rest  on  either 
side  in  similar  position  is  allowed  if  comfort- 
able. A strain  not  associated  with  nerve 
symptoms  is  seldom  improved  by  the  addi- 
tion of  leg  traction.  When  used,  the  semi- 
flexed  position  of  hips  and  knees  is  advan- 
tageous. Local  heat  as  diathermy,  infrared 
radiation  or  hot  packs  afford  relief  and 
shorten  convalescence.  When  sufficient  im- 
provement justifies  change  to  ambulatory 
treatment,  support  by  either  adhesive  strap- 
ping or  corset  is  added.  Activity  is  restricted 
for  at  least  three  months  as  a recurrence 
may  follow  simple  exertion,  especially  in  in- 
dividuals with  posture  change. 

Of  particular  importance  is  the  equaliza- 
tion of  leg  length  by  adequate  shoe  elevation 
whenever  necessary.  Minor  shortening  of  a 
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leg  is  a common  occurrence  and  probably 
causes  little  difficulty.  However,  the  com- 
bination of  a strain  in  the  low  back  area  and 
leg  length  difference  prolongs  sj^mptoms  due 
to  asymetrical  function. 

Discussion  of  postural  strain  necessitates 
introduction  of  normal  posture  development 
and  its  mechanics.  Posture  may  be  defined 
as  the  relationship  of  the  center  of  gravity  to 
the  line  of  gravity.  Man’s  posture  is  a result 
of  developmental  changes  and  functional 
stresses  which  must  be  interpreted  as  com- 
parisons to  the  nonnal  individual’s  stance. 
The  term  “normal  individual”  cannot  be 
held  to  a rigid  formula.  Normal  posture  is 
present  when  the  relationship  of  center  of 
gravity  to  the  line  of  gravity  is  comparable 
to  that  of  the  majority  of  individuals.  The- 
oretically, this  line  of  gravity  rises  through 
or  slightly  anterior  to  the  ankle,  through  the 
knee  and  hip  joints,  and  then  crossing  the 
junctions  of  sacrolumbar,  lumbodorsal,  and 
cervicodorsal  sections  of  the  spine.  Some  in- 
crease or  decrease  from  this  relationship 
must  be  allowed,  particularly  in  slender  or 
stocky  individuals,  otherwise  the  percentage 
of  individuals  with  normal  posture  would  be 
extremely  small. 

Man’s  posture  is  the  result  of  a necessary 
transition  in  the  change  from  the  quadruped 
to  the  biped  form  of  locomotion.  The  biped 
position  of  the  spine  develops  in  fetal  and 
childhood  age  by  extension  in  both  the  hips 
and  the  sacrolumbar  joint,  causing  a normal 
inclination  of  the  pelvis  of  about  fifty  de- 
grees and  a sacrolumbar  lordosis.  Should  this 
extension  occur  predominantly  in  one  area 


alone,  variations  in  posture  result,  i.e.  the 
exaggerated  sacrolumbar  lordosis  secondary 
to  an  increased  pelvic  inclination  due  to  lack 
of  gradual  extension  of  the  hip  joints  or  a 
flat  sacrolumbar  spine  due  to  marked  exten- 
sion of  the  hip  joints  and  little  or  no  exten- 
sion in  the  sacrolumbar  area.  Both  of  these 
postures  are  clinical  entities,  i.e.  the  congeni- 
tal malposture,  predisposed  to  impingement 
changes  with  marked  sacrolumbar  lordosis 
and  the  congenital  flat  back  predisposed  to 
muscular  and  ligamentous  strain. 

Under  certain  conditions  as  in  pregnancy, 
obesity,  muscular  weakness  or  bone  deficien- 
cy, the  line  of  gravity  is  moved  posterior  to 
the  sacroiliac  joint  and  balance  of  the  body  is 
then  possible  only  by  excessive  muscular  ef- 
fort or  by  accentuating  the  lumbar  lordosis. 
This  produces  secondary  increase  in  angle  of 
pelvic  inclination,  a flexed  position  of  the 
hips,  and  dorsal  kyphosis.  This  change  of 
alignment  alters  the  function  of  all  systems 
of  the  body  due  to  the  secondary  positions 
adopted  by  these  organs  making  possible  the 
simulation  of  numerous  organic  changes  in- 
cluding peripheral  joint  changes.  The  com- 
monest finding  however  is  strain  of  the  low 
back  structures.  If  superimposed  on  trau- 
matic strain  of  the  low  back  structures,  pos- 
ture improvement  will  contribute  greatly  to 
clinical  improvement  in  all  strains  and  often 
is  an  absolute  necessity  before  recovery  oc- 
curs. This  improvement  follows  the  use  of 
supports  to  decrease  abdominal  prominence 
or  to  decrease  lumbar  lordosis  and  the  medi- 
cal treatment  of  the  underlying  general  de- 
ficiency. 
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“MUSIC  WITH  YOUR  MEALS” 

Saturdays  8:00  a.m.  — Beginning  May  29th,  WOW  Radio  Station 


Each  broadcast  records  a 15-minute  interview 
with  an  outstanding  authority  who  gives  everyday 
advice  on  healthful  eating. 

Sponsored  by  the  Omaha-Douglas  County  Medical 
Society  in  co-operation  with  the  Omaha-Douglas 
County  Nutritional  Council. 

This  series  includes  talks  as  follows,  and  will 
run  for  13  weeks: 

Nutrition  and  Health — Dr.  John  B.  Youmans  of 
the  University  of  Illinois; 

Foods  We  Eat — Dr.  George  R.  Cowgill  of  Yale 
University; 

Shopping  for  Food — Dr.  Russell  M.  Wilder  of  the 
AMA  Council  on  Foods  and  Nutrition; 

The  Champion  Breakfast — Dr.  Harold  R.  Sand- 
stead  of  the  U.  S.  Public  Health  Service; 

The  Luncheon  Problem — Dr.  W.  H.  Sebrell  of  the 
U.  S.  Public  Health  Service; 


The  School  Lunch — Dr.  Dean  F.  Smiley  of  the  AMA; 

The  Evening  Meal — Dr.  Richmond  K.  Anderson 
of  Rockefeller  Foundation; 

Eating  Between  Meals — Dr.  .Phillip  C.  Jeans  of 
the  University  of  Iowa; 

Psychology  of  Eating — Dr.  Henry  Poncher  of 
the  University  of  Illinois; 

Special  Diets — Mrs.  Dorothea  Turner  of  the  Uni- 
versity of  Chicago  Clinics; 

Food  Allergies  — Dr,  Samuel  M.  Feinberg  of 
Northwestern  University; 

Food  Fads  and  Fallacies — Dr.  James  S.  McLester 
of  the  AMA  Council  of  Foods  and  Nutrition; 

Food  Poisoning — Dr.  Walton  Van  Winkle  of  the 
AMA; 

This  series  has  been  prepared  by  the  American 
Medical  Association,  and  is  being  distributed  by 
their  bureau  of  Health  Education. 
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IN  ^EMORIAM 


T\[ecrology  List  — i^/f8 


Name  Address 

ADAMSON,  WILLIAM  J Lincoln January  3, 

BUTLER,  J.  S Superior December  11, 

CIMFEL,  ADOLPH  B ....Scotia June  10, 

CONLIN,  FRANK  M Omaha December  15, 

CRAWFORD,  WILLIAM  H Jackson,  Miss...November  25, 

(Omaha) 

DISHONG,  GUSTAVE  WM Omaha November  24, 

DUVALL,  GEORGE  REESE Western December  20, 

EVERETT,  OLIVER  WADSWORTH....Lincoln July  22, 

FINNEY,  EVERETT  B Lincoln September  2, 

GIEVER,  JOHN  CONRAD Spalding August  8, 

GRAHAM,  ALICE  WINNIFRED Lincoln March  14, 

GRANDEN,  HOWARD  WILBER Fullerton September  12, 

HUMPAL,  JOSEPH  JOHN Omaha August  9, 

JONES,  SHERMAN  J Hastings May  26, 

LAIRD,  C.  R—.. Ingleside July  14, 

LUXFORD,  WILLIAM  JAMES Walthill August  7, 

McEUEN,  OLIVER. Hemingford September  8, 

MAXEY,  FREDERICK  WASCO Superior December  7, 

MOLZAHN,  ALBERT  JOHN Wood  River....September  29, 

MORRIS,  ROBERT  EARL Fremont September  27, 

NEWELL,  HARRY  J Alexandria May  4, 

PARSONS,  ANTONY Valley November  25, 

SCHNEE,  BEN S.  Sioux  City....December  24, 

TYLER,  E.  M... Auburn August  5, 

WAGGONER,  JOHN  A Humboldt January  20, 

WILLIAMS,  RICHARD  JAMES Dunning .May  15, 

WILSON,  MILLARD  LEWIS Falls  City January  28, 

WOODRUFF,  ROLLAND  CECIL.... Grand  Island...-..September  9, 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


FOURTEENTH  ANNUAL  MEETING  OF  AMER- 
ICAN COLLEGE  OF  CHEST  PHYSICIANS 

The  fourteenth  annual  meeting  of  American  Col- 
lege of  Chest  Physicians  will  be  held  in  Chicago, 
Congress  Hotel,  on  June  17-20,  1948.  All  physi- 
cians invited.  No  registration  fee.  Special  fea- 
tures: Symposium  on  the  Newer  Aspects  in  the 
Use  of  Streptomycin,  session  on  Diseases  of  the 
Chest,  section  on  Miscellaneous  Topics,  scientific 
assembly  of  the  American  Medical  Association. 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

The  American  Congress  of  Physical  Medicine  will 
hold  its  twenty-sixth  annual  scientific  and  clinical 
session  Sept.  7,  8,  9,  10  and  11  inclusive,  at  the 
Hotel  Statler,  Washington,  D.  C.  Scientific  and 
clinical  sessions  will  be  given  the  days  of  Sept. 
7,  8,  9,  10  and  11.  All  sessions  will  be  open  to 
members  of  the  medical  profession  in  good  stand- 
ing with  the  American  Medical  Association.  In 
addition  to  the  scientific  sessions,  the  annual  in- 
struction courses  will  be  held  Sept.  7,  8,  9 and  10. 
These  courses  will  be  offered  in  two  groups.  One 
set  of  ten  lectures  will  be  based  primarily  on 
physics  and  physiology  and  attendance  will  be 
limited  to  physicians.  One  set  of  ten  lectures  will 
be  more  general  in  character  and  will  be  open  to 
physicians  as  well  as  to  physical  therapists.  The 
physical  therapists  must  be  registered  with  the 
American  Registry  of  Physical  Therapy  Techni- 
cians. Full  information  may  be  obtained  by  writ- 
ing to  the  American  Congress  of  Physical  Medi- 
cine, 30  North  Michigan  Avenue,  Chicago  2,  Illinois. 


LARGE  ATTENDANCE  EXPECTED 
AT  JUNE  SESSION  OF  A.M.A. 

A possible  total  registration  of  30,000  persons  at 
the  annual  American  Medical  Association  conven- 
tion to  be  held  in  Chicago,  June  21-25,  is  antici- 
pated by  Thomas  R.  Gardiner,  business  manager  of 
the  Association. 

More  than  6,000  hotel  rooms  will  be  required  to 
handle  the  out-of-town  physicians  expected  to  at- 
tend the  session.  These  doctors,  plus  the  large 
number  living  in  the  Chicago  area,  are  expected  to 
bring  the  total  number  of  medical  men  registering 
at  the  session  to  12,000.  Wives,  guests,  exhibitors 
and  others  will  probably  bring  the  complete  total 
of  persons  attending  to  about  30,000. 

At  the  last  Chicago  annual  session  of  the  As- 
sociation, held  in  1944,  the  total  registration  of 
physicians  reached  7,284.  The  Atlantic  City  cen- 
tennial celebration  of  the  American  Medical  As- 
sociation last  year  brought  a total  of  15,667  physi- 
cians. 

Technical  exhibits,  which  present  the  latest  in 
modern  medical  and  surgical  supplies,  will  occupy 
at  least  50,000  square  feet  of  space  on  Navy  Pier. 
At  the  Atlantic  City  centennial  session  last  year, 
such  exhibits  occupied  a total  net  area  of  45,500 
square  feet. 
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GOLF  TOURNAMENT 

The  American  Medical  Golfing  Association  will 
hold  its  32nd  Tournament  on  Monday,  June  21.  The 
famous  beautiful  and  sporty  Olympia  Fields  has 
been  reserved  for  the  medical  golfers’  tournament. 
Dinner  will  be  held  in  Olympia  Fields  C.  C.  Club- 
house, after  which  prizes  will  be  awarded. 

Olympia  Fields  Country  Club  has  two  eighteen- 
hole  courses  which  are  ideal  for  experts  and  a treat 
for  players  with  higher  handicaps.  Fellows  may 
tee  off  between  7:30  a.m.  and  2:00  p.m.  Luncheon 
will  be  served  at  the  Club.  The  Golfers’  Banquet 
will  be  held  at  7:00  p.m.  Entertainment  will  fol- 
low the  awarding  of  prizes. 

The  Chicago  Committee  on  Arrangements  is  un- 
der the  chairmanship  of  Charles  E.  Shannon,  M.D., 
104  S.  Michigan  Avenue,  Chicago.  He  will  be  as- 
sisted by  Drs.  Robert  Cummings,  J.  F.  Delph, 
Frank  Fowler,  F.  P.  Hammond,  Robert  Hawkins, 
J.  H.  Hutton,  G.  E.  Johnson,  H.  E.  Mock,  H.  K. 
Nicoll,  H.  P.  Saunders,  Paul  Vermeren. 


NEWS  and  VIEWS 


Medical  care  costs  proportionately  less  to- 
day than  it  did  in  1942,  and  patients  are  get- 
ting more  treatment  than  ever  for  their 
money. 

Those  were  answers  given  Tuesday  by  Dr. 
Frank  G.  Dickinson  to  the  question:  “Is 

Medical  Care  Expensive?” 

The  question  was  the  topic  of  Dr.  Dickin- 
son’s talk  before  a meeting  of  the  Omaha- 
Douglas  County  Medical  Society,  Tuesday, 
April  13.  Dr.  Dickinson  is  director  of  the 
Bureau  of  Medical  Economics  and  Research 
of  the  American  Medical  Association. 

The  cost  of  treatment  in  actual  dollars  has 
risen,  he  said.  But  only  an  estimated  3.9  per 
cent  of  the  consumer’s  dollar  went  for  medi- 
cal expenses  in  1946,  he  pointed  out.  In  1942 
it  was  4.3  per  cent. 

Americans  are  getting  more  for  their 
“medical  care  dollars”  in  a longer  life  expect- 
ancy and  fewer  days  of  illness,  he  said. 

Hospital  and  drug  costs  make  the  biggest 
demand  on  the  medical  care  dollar,  he  also 
said. 


COUNCIL  ON  MEDICAL  SERVICE  OF 
AMERICAN  MEDICAL  ASSOCIATION 
Special  Bulletin  No.  16 
SELECTIVE  SERVICE  AGAIN 
The  Armed  Services  Committees  in  both  Houses 
are  studying  plans  for  the  re-establishment  of  a 
Selective  Service  Program.  No  bills  have  been  in- 
troduced, but  each  Committee  has  a draft  (Com- 


mittee Print)  of  a proposed  bill,  which  it  is  study- 
ing. The  Senate  has  held  public  hearings  on  its 
print  and  is  now  considering  it  in  executive  ses- 
sion. The  House  began  its  public  hearings  this 
morning  and  expects  to  terminate  them  before  the 
end  of  the  week. 

Excerpts  from  the  two  bills,  relating  to  the  in- 
duction of  physicians,  follow: 

EXCERPT  FROM  THE  SENATE  BILL 

“Notwithstanding  any  other  provision  of  this 
title,  the  President  is  authorized,  pursuant  to 
requisitions  submitted  by  the  armed  forces,  to 
make  special  calls  for  members  of  the  medical, 
dental,  and  veterinary  professions,  who  have  not 
yet  reached  the  age  of  forty-five  at  the  time  of 
such  call,  in  such  classifications  and  in  accordance 
with  such  priorities  as  he  shall  determine  and  per- 
sons called  hereunder  shall  be  liable  for  induction 
for  service  in  the  armed  forces  for  twenty-four 
consecutive  months  in  accordance  with  such  pro- 
cedures as  the  President  shall  prescribe.” 

EXCERPT  FROM  THE  HOUSE  BILL 

“Notwithstanding  any  other  provision  of  this  Act, 
the  President  is  authorized,  pursuant  to  requisi- 
tions submitted  by  the  armed  forces,  to  make  spe- 
cial calls  for  members  of  the  medical,  dental,  and 
veterinary  professions,  who  have  not  yet  reached 
the  age  of  forty-five  at  the  time  of  such  call,  in 
such  professional  categories  as  he  shall  determine, 
and  persons  called  hereunder  shall  be  liable  for 
induction  for  not  to  exceed  twenty-four  months  of 
service  in  the  armed  forces : Provided,  That  no 

member  of  the  medical  profession  shall  be  inducted 
pursuant  to  this  subsection  until  the  ratio  of  doc- 
tors of  medicine  in  active  service  to  the  total  ac- 
tive strength  is  not  more  than  three  doctors  of 
medicine  per  one  thousand  total  active  strength: 
Provided  further.  That  no  dentist  shall  be  inducted 
pursuant  to  this  subsection  until  the  ratio  of  den- 
tists in  active  service  to  the  total  active  strength 
is  not  more  than  two  dentists  per  one  thousand 
total  active  strength:  Provided  further.  That  no 
veterinarian  shall  be  inducted  pursuant  to  this  sub- 
section until  the  ratio  of  veterinarians  in  active 
service  to  the  total  active  strength  is  not  more 
than  one  veterinarian  per  two  thousand  total  ac- 
tive strength:  Provided  further.  That  when  such 

ratios  are  attained  the  number  of  persons  inducted 
pursuant  to  this  subsection  shall  be  not  more  than 
necessary  to  maintain  such  ratios  in  the  armed 
forces:  And  provided  further.  That  in  computing 

the  total  active  strength  of  the  armed  forces  for 
the  purposes  of  this  subsection  there  shall  be  in- 
cluded the  number  of  those  to  be  enlisted  or  induct- 
ed during  the  thirty  days  next  following  the  date 
of  such  special  calls  for  members  of  the  medical, 
dental,  or  veterinary  professions  less  the  number 
to  be  discharged  or  separated  during  such  period. 

In  inducting  persons  pursuant  to  subsection  (n) 
of  this  section,  the  President  shall  induct,  in  the 
following  order  of  priority,  first,  those  w’ho  are 
less  than  thirty-five  years  of  age  and  have  had 
less  than  ninety  days’  prior  active  honorable  mili- 
tary or  naval  service;  second,  those  w^ho  are  over 
thirty-five  years  of  age  and  have  had  less  than 
ninety  days’  prior  active  honorable  military  or 
naval  service;  third,  those  w^ho  participated  as  med- 
ical or  dental  students  in  the  Army  specialized 
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training  program  or  similar  programs  administered 
by  the  Navy  and  have  served  on  active  duty  more 
than  ninety  days  but  less  than  twenty-four  months 
(exclusive  of  time  spent  as  intern);  fourth,  those 
whose  total  active  honorable  military  or  naval  serv- 
ice is  less  than  twenty-four  months;  fifth,  others 
as  prescribed  by  the  President. 

SEC.  6.  The  President  shall  have  authority  to 
induct  into  the  armed  forces  of  the  United  States 
for  service  under  this  Act  no  greater  number  of 
men  than  the  Congress  shall  hereafter  make  spe- 
cific appropriation  for  from  time  to  time.” 


STATEMENT  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION  ON  PROPOSALS  TO  INDUCT 
PHYSICIANS  AS  SUCH  IN  CONNECTION  WITH 
THE  CONTEMPLATED  REVIVAL  OF  THE 
SELECTIVE  TRAINING  PROGRAM 

Preliminary  Committee  prints  of  Senate  and 
House  bills  to  provide  for  the  Common  Defense  by 
Increasing  the  Strength  of  the  Armed  Forces  of 
the  United  States,  (and  to  Provide  for  a Universal- 
Training  Program)  contain  a section  which  would 
authorize  the  President,  pursuant  to  requisitions 
submitted  by  the  armed  forces,  to  make  special  calls 
for  members  of  the  medical,  dental  and  veterinary 
professions,  which  have  not  yet  reached  the  age  of 
forty-five  at  the  time  of  such  call,  in  such  classifi- 
cations and  in  accordance  with  such  priorities  as 
he  shall  determine.  Persons  so  called  will  be  liable 
for  induction  for  service  in  the  armed  forces  in  ac- 
cordance with  such  procedures  stated  or  as  the 
President  shall  prescribe. 

Such  a provision  is  unnecessary,  discriminatory 
and  constitutes  a reflection  on  the  patriotism  of 
the  medical,  dental  and  veterinary  professions. 
Confining  this  statement  to  the  proposed  induction 
of  physicians,  it  is  strongly  urged  that  during 
World  War  II,  the  medical  profession  met  every 
demand  for  medical  personnel  without  compulsion 
by  law.  It  will  do  so  again  if  the  need  arises.  The 
provision  is  therefore  unnecessary  and  infers  that 
in  the  case  of  urgency  the  medical  profession  will 
not  respond  to  the  needs  of  the  armed  services.  It 
would  seem  to  be  predicated  on  a lack  of  faith  in 
the  patriotism  of  members  of  the  profession.  There 
is  nothing  in  the  history  of  American  medicine  to 
warrant  such  an  inference. 

If  a revival  of  the  selective  service  program  is 
made  effective,  there  will  arise  a need  for  scien- 
tific and  technical  personnel,  other  than  the  three 
groups  specifically  mentioned,  who  are  above  the 
age  limits  to  be  applied  to  selectees  generally.  Un- 
til provision  is  made  for  the  induction  of  such  oth- 
er personnel,  it  is  discriminatory  to  single  out 
physicians,  dentists  and  veterinarians  and  subject 
them  to  compulsory  induction. 

The  Association,  through  its  Council  on  National 
Emergency  Medical  Service  has  been  actively  en- 
gaged for  many  months  in  planning  for  the  medical, 
health  and  sanitary  needs  of  the  nation  in  event 
of  a national  emergency.  At  a meeting  held  in 
Chicago,  Tuesday,  April  6,  the  Council  gave  care- 
ful consideration  to  the  present  proposal  to  induct 
physicians  by  law  into  the  armed  services.  Resolu- 
tions were  adopted  embodying  in  substance  the  ob- 
jections to  the  proposal  summarized  in  this  state- 
ment. These  objections  have  since  been  reaffirmed 


by  the  Executive  Committee  of  the  Board  of  Trus- 
tees which  has  authorized  this  statement. 

It  is  urged,  therefore,  that  the  provision  under 
which  physicians  may  be  inducted  as  such  by  com- 
pulsion of  law  be  eliminated  from  proposed  legis- 
lation to  revive  selective  service. 

NATIONAL  CONFERENCE  ON  FAMILY  LIFE 

On  Saturday,  May  8th,  some  nine  hundred  dele- 
gates to  the  National  Conference  on  Family  Life 
(White  House  Conference),  representing  many  of 
the  same  organizations  as  were  registered  at  the 
National  Health  Assembly,  closed  their  work.  The 
theme  of  the  Conference  was  that  the  family  must 
be  the  basic  unit  in  all  of  our  programs,  both  na- 
tional and  local,  and  ways  must  be  devised  (1)  to 
make  local  citizens  more  conscious  of  the  needs 
and  opportunities  for  better  family  living  in  our 
American  communities  and  (2)  to  stimulate  ac- 
tion at  the  local  level. 

While  the  delegates,  with  a few  exceptions,  were 
different  from  those  who  attended  the  National 
Health  Assembly,  there  were  some  who  represerited 
their  organizations  in  both  conferences.  For  ex- 
ample, our  representatives  to  the  Health  Section 
were  Dr.  James  R.  Miller  and  Mrs.  Henrietta  S. 
Kice,  the  President-Elect  of  the  National  Woman’s 
Auxiliary.  Dr.  Wingate  Johnson  was  also  a dele- 
gate but  could  not  attend.  Dr.  Haven  Emerson, 
who  was  chairman  of  one  of  the  committees  of  the 
National  Health  Assembly,  was  Chairman  of  the 
Health  and  Medical  Care  Section  of  the  National 
Conference  on  Family  Life. 

The  action  area  of  the  Health  and  Medical  Care 
Section  of  this  second  conference  explored  the  fol- 
lowing fields  in  family  life;  (1)  Nutrition,  (2)  Med- 
ical Care  and  the  Family  Budget,  (3)  Education  in 
Human  Biology  as  a Basis  of  Healthy  Family  Life, 
(4)  Preparation  for  Marriage,  (5)  Sterility  and 
Fertility,  (6)  Health  Factors  in  Pregnancy,  (7) 
Health  in  Infancy,  (8)  Health  and  Preschool  and 
School  Years,  (9)  Health  in  Old  Age,  and  (10)  Ac- 
cidents and  Family  Well-Being. 

Under  the  section  on  Medical  Care  and  the  Fam- 
ily Budget,  the  committee  discussed  the  wide  vari- 
ations in  income  and  spending  habits  among  Amer- 
ican families,  the  unpredictable  character  of  ill- 
ness, the  possibilities  of  prevention  and  control,  and 
considered  the  merits  of  the  various  types  of  pre- 
payment medical  care  plans.  Careful  attention  was 
given  to  the  virtues  of  a national  program,  but 
preference  was  definitely  expressed  for  promotion 
of  the  voluntary  prepayment  plan  system.  It  was 
accepted  that  solution  of  the  health  problem  con- 
sists not  only  of  discovery  and  removal  of  disease 
or  disability  but  must  provide  for  the  well-being 
of  the  family,  hence  involving  problems  of  nutri- 
tion, housing,  and  social  relations.  This  is  very 
interesting  because  of  its  conformity  with  the  con- 
clusions reached  by  the  National  Health  Assembly. 
Final  reports  of  the  Conference  are  being  drafted 
and  will  be  available  at  a later  date. 


PENICILLIN  NOT  PROVED 
BEST  FOR  BABY’S  EYES 

According  to  an  editorial  in  the  New  York  Med- 
‘cal  Journal  (June  15,  1948)  penicillin  has  not  yet 
been  shown  to  be  superior  to  nitrate  of  silver  for 
use  in  the  eyes  of  the  newborn  as  a guard  against 
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infection  and  its  use  without  further  experience 
would  be  a “calamity,”  the  New  York  State  Journal 
of  Medicine  asserts  in  an  editorial  in  its  current 
issue.  The  publication  is  the  official  organ  of  the 
Medical  Society  of  the  State  of  New  York. 

An  article  in  a recent  issue  of  a popular  woman’s 
magazine  (Woman’s  Home  Companion,  April  1948) 
claimed  that  babies  are  often  rendered  blind  by  the 
use  of  nitrate  of  silver  as  a prophylactic  because 
the  law  in  many  states  compels  its  employment  by 
physicians.  This  disaster,  according  to  the  article, 
could  be  avoided  by  substituting  penicillin  for  ni- 
trate of  silver. 

“This  is  by  no  means  proved,”  the  Journal  edi- 
torial comments,  “and  it  would,  in  our  belief,  be  a 
calamity  if  a tried  and  certain  method  w^ere  dis- 
carded without  further  experience  with  another 
w’hich  has  by  no  means  been  shown  to  be  superior. 
Perhaps  there  is  a substitute  which  causes  less 
reaction  than  silver  nitrate,  but  we  had  better' 
know  more  about  that  before  the  claim  of  infal- 
libility is  disseminated.” 


U.  S.  ON  WAY  TO  SOLVING 
HEALTH  PROBLEMS 

America  is  “on  the  way  toward  the  development 
of  a plan  for  the  production  and  distribution  of 
medical  services  suitable  to  the  American  democ- 
racy,” states  an  editorial  in  The  Journal  of  the 
American  Medical  Association,  May  14,  1948. 

Speaking  of  the  National  Health  Assembly  w^hich 
met  in  Washington,  D.  C.  May  1-4,  the  editorial 
says  in  full : 

“The  National  Health  Assembly  which  heralded 
the  beginning  of  May  in  Washington,  D.  C.,  estab- 
lished w’hat  is  apparently  a new  record  for  such 
conferences.  Definite  efforts  were  made  to  ascer- 
tain points  of  view,  to  attach  proper  weight  to  each 
of  them  and,  on  the  basis  of  the  evidence  submit- 
ted, to  propose  recommendations  which  might  be 
considered  objectives  or  goals  in  advancing  health 
during  the  next  ten  years. 

“Previous  conferences  have  been  suspected  of  hav- 
ing propaganda  in  behalf  of  certain  proposals  lead- 
ing to  legislation  as  their  prime  motivation.  If 
that  w’as  the  original  intent  of  the  National  Health 
Assembly  of  1948,  and  it  seemed  to  be  such — ^when 
the  proposed  assembly,  its  financial  supporters  and 
executive  committee  were  announced  a few^  months 
ago,  the  subsequent  developments  and  the  final  ac- 
tion taken  have  resolved  the  doubts  and  anxieties. 

“For  this,  credit  should  be  assigned  perhaps  to 
Mr.  Ewing  and  his  associates,  notably  Dr.  How^ard 
Kline,  w’ho  evolved  for  the  original  executive  com- 
mittee of  24  members  with  only  one  physician,  a 
final  committee  aggregating  39  with  official  repre- 
sentation for  the  American  Hospital  Association, 
the  American  Dental  Association,  the  Conference 
of  State  and  Provincial  Health  Officers,  the  Amer- 
ican Medical  Association  and  similar  bodies. 

“On  this  executive  committee  will  fall  the  final 
responsibility  for  evaluating  the  recommendations 
that  come  from  the  different  panels  or  sections  and 
for  issuing  a final  statement  to  clarify  objectives 
in  health  for  the  people  of  the  United  States. 

“Between  700  and  800  interested  members  of  al- 
most every  agency  in  the  United  States  concerned 
even  remotely  with  health  registered  in  this  as- 


sembly. At  least  half  of  them  were  enrolled  in 
sections  devoted  to  such  topics  as  medical  person- 
nel, local  health  units,  research,  nutrition,  maternal 
and  child  health,  chronic  diseases  and  age,  medical 
care  and  other  significant  classifications. 

“These  sections  held  four  or  more  meetings  in 
which  opportunity  to  speak  was  given  to  any  of 
those  who  wished  to  be  heard  on  the  subject  of 
their  own  experiences  or  their  criticisms  of  the 
opinions  and  experiences  of  others. 

“As  might  be  anticipated,  panaceas,  short-cuts, 
regimentations  and  revolutions  were  offered  as  so- 
lutions of  the  problems  in  the  advancement  and 
development  of  medical  services. 

“The  bizarre  and  weird  recommendations  of  radi- 
cal proponents  for  remaking  our  system  of  medical 
care  fell  by  the  wayside.  The  recommendations  of 
the  steering  committees  in  the  individual  panels 
seemed  likely  to  yield  technics  for  steady  and  con- 
tinuous progress  in  meeting  our  medical  needs. 

“In  subsequent  issues  of  The  Journal  the  reports 
of  each  of  the  panels  will  be  made  available.  The 
recommendations  may  be  given  consideration  by  the 
appropriate  councils,  committees  and  bureaus  of 
the  American  Medical  Association  and  by  the  House 
of  Delegates,  which  will  speak  for  the  American 
Medical  Association  as  to  the  policies  considered 
acceptable. 

“Fortunately  in  this  assembly,  as  contrasted  vuth 
the  National  Health  Conference  of  1938,  the  Amer- 
ican Medical  Association  was  represented  by  com- 
petent experts  in  each  of  the  fields  concerned.  Sev- 
eral members  of  the  Council  on  Medical  Service 
participated  in  the  panel  on  medical  care. 

“Chairmen  in  several  sections,  notably  maternal 
and  child  health,  research,  local  health  units,  med- 
ical care,  physical  medicine,  hospital  facilities  and 
mental  health,  were  distinguished  Fellows  of  the 
American  Medical  Association. 

“Members  in  adequate  numbers  served  on  the 
panels  devoted  to  rural  health,  community  organiza- 
tion, public  health,  hospitals,  personnel  and  en- 
vironmental sanitation.  The  association  had  avail- 
able, moreover,  its  public  relations  and  publicity 
staff  and  additional  members  on  the  executive 
committee. 

“The  President  of  the  American  Medical  Associ- 
ation and  the  Editor  of  The  Journal  spoke  before 
meetings  of  the  entire  assembly.  The  president- 
elect, members  of  the  Board  of  Trustees  and  of  the 
various  councils  addressed  the  individual  sections. 

“Clearly  apparent  from  the  first  note  sounded 
by  Mr.  Oscar  Ewing  in  his  opening  address  was 
recognition  of  the  fundamental  importance  of  a 
high  quality  of  medical  education  for  the  solution 
of  every  medical  problem. 

“Second  in  emphasis  was  the  necessity  for  con- 
sumer and  professional  cooperation  in  the  develop- 
ment of  adequate  medical  care  at  costs  within  the 
range  of  the  mass  of  the  people. 

“Third  was  a perception  of  the  necessity  for  con- 
tinued experimentation  in  the  development  of  tech- 
nics of  providing  and  distributing  medical  care  suit- 
able to  the  needs  of  a diversified  population  under 
varying  economic  conditions. 

“Fourth  was  emphasis  on  the  special  problems  of 
the  Negro  physician  and  the  Negro  patient.  Such 
corollary  questions  as  the  availability  of  animals 
for  experimentation,  of  funds  for  conducting  the 
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medical  schools  and  research  institutions  on  a high  prising  dictatorships  that  are  masked  under  popu- 
plane  hospitalization  and  health  centers,  technics  lar  titles  of  Communism,  Fascism,  and  similar 


of  transportation  of  the  sick  for  rural  areas,  co- 
operatives for  health,  group  practice,  medical  in- 
surance on  a ser\’ice  or  fee-for-service  basis  and 
elimination  of  the  profit  motive  in  prepayment 
plans  developed  extended  discussion  and  indicated 
the  need  of  more  study  by  experts. 

“President  Harry  S.  Truman,  the  only  speaker 
at  the  opening  banquet,  indicated  again  his  deep 
concern  over  the  health  problems  of  the  nation  and 
his  continued  conviction  that  a compulsory  sickness 
insurance  system  is  an  acceptable  solution.  By  far 
the  majority  of  representatives  of  the  medical  pro- 
fession present  could  not  concede  on  this  point. 
The  voices  raised  in  support  of  this  contention 
were  the  same  old,  and  now  somewhat  wear  y, 
voices  of  the  Physicians’  Forum,  Committee  on  the 
Nation’s  Health,  the  economists  of  the  national 
headquarters  of  the  A.F.  of  L.  and  the  C.I.O.  When 
the  tumult  and  shouting  died,  the  record  seemed 
to  indicate  that  the  Blue  Cross  Hospitalization 
Plans,  the  nonprofit  voluntary  prepayment  plans, 
the  cooperatives,  the  group  health  associations,  the 
private  agencies  and  other  forms  of  organization 
for  the  delivery  of  medical  services  had  enrolled 
millions  and  millions  of  people. 

“While  there  were  still  knotty  problems  not  yet 
unraveled  and  areas  of  insufficiency  not  yet  sup- 
plied, the  nation  seemed  to  be  on  the  way  toward 
the  development  of  a plan  for  the  production  and 
distribution  of  medical  services  suitable  to  the 
American  democracy.” 


CHALLENGE  TO  MEDICAL  PROFESSION 

A whole  new  group  of  special  weapons — atomic 
bombs,  biological  products  and  chemical  agents 
that  science  has  made  available,  is  projecting  an 
unprecedented  challenge  to  the  medical  profession 
and  those  associated  with  rendering  service  to  the 
nation  in  the  event  of  another  war. 

The  implications  of  the  challenge  were  stressed 
recently  by  Dr.  Edward  L.  B o r t z,  Philadelphia, 
President  of  the  American  Medical  Association,  at 
the  opening  of  the  Spring  Session  of  the  Council 
on  National  Emergency  Medical  Service  of  the 
American  Medical  Association  in  A.M.A.  headquar- 
ters. 

Dr.  Bortz,  who  saw  active  duty  for  four  years 
with  the  Medical  Corps  of  the  Navy  in  the  Pacific 
during  the  last  war,  and  served  as  an  Army  Air 
Corps  pilot  in  World  War  I,  pointed  to  the  neces- 
sity of  the  medical  profession’s  being  ready  and 
prepared  for  whatever  national  emergency  arises. 
In  the  event  of  war,  he  said,  the  medical,  health 
and  sanitar>’  problems  will  be  greater  than  ever  be- 
fore, because  not  only  will  they  involve  the  armed 
forces  but  whole  civilian  populations  as  well. 

He  asserted  that  happier  contemplation  of  the 
fact  that  man  has  apparently  found  the  basic  source 
of  power  should  lead  the  world  to  hope  that  the 
newly  acquired  knowledge  might  be  applied  to  the 
problems  of  disease  control  and  similar  difficulties 
for  a new  era  in  human  existence. 

“However,  conflicting  philosophies  have  aligned 
governments  in  two  groups — one  endorsing  the  prin- 
ciple that  human  freedom  and  development  is  para- 
mount and  government  is  an  instrument  of  social 
control  which  is  man-created,  and  the  other  corn- 


terms.”  ■' 

Though  war  between  the  two  opposing  gi’oups  is  * 
not  necessarily  inevitable.  Dr.  Bortz  said,  a strong, 
vigorous  and  well-disciplined  people,  alert  to  the  ; 
dangers  of  the  day,  must  be  cognizant  of  the  spe-  , 
cial  weapons  possible  in  the  event  of  World  War  j 
III.  \ 

“The  danger  is  imminent,”  he  continued,  “and 
is  magnified  by  lack  of  preparedness  .This  in-  - 
eludes  lack  of  understanding,  and  lack  of  availabil-  , 
ity  of  personnel  and  equipment.”  J 

Dr.  Bortz  explained  that  much  important  informa-  ' 
tion  is  available  concerning  the  casualties  resulting  | 
from  exposure  to  radioactive  substances.  He  said  * 
the  Council  on  National  Emergency  Medical  Service 
of  the  Medical  Association,  in  cooperation  with  the  - 
Council  on  Physical  Medicine,  has  a large  fund  of 
valuable  data  which  is  available  to  state  and  coun-  ' 
ty  medical  societies  and  other  groups  in  the  na-  ■ 
tion  for  instruction  purposes.  \ 

It  is  necessary,  he  said,  to  collect  information  j 
concerning  the  management  of  casualties  due  to 
biological  products  and  to  chemical  agents,  with 
the  chief  problem  being  one  of  obtaining  the  in-  ; 
formation  and  relaying  it  to  groups  that  may  be  '< 
called  upon  to  act  in  the  face  of  emergencies.  He  ' 
emphasized  that  American  medicine  has  never  faced  ' 
a greater  challenge,  and  expressed  the  determina- 
tion of  the  American  Medical  Association  to  func- 
tion, through  its  various  Councils,  in  every  way  it 
possibly  can  for  the  protection  of  the  nation’s  pop- 
ulation. 


REPORT  OF  SPRING  SESSION  OF  COUN- 
CIL (AMERICAN  MEDICAL  ASSOCIA- 
TION, APRIL  5 AND  6,  1948) 

Defense  of  America  in  any  all-out  national 
emergency  will  depend  upon  strong  state 
organizations.  In  atomic,  chemical  and  bac- 
terial warfare,  the  burden  will  fall  largely 
on  our  industrial  centers.  It  is  therefore 
necessary  that  medical  facilities  and  person- 
nel must  be  prepared  to  meet  any  attack. 
These  facts  were  developed  at  the  Spring 
Conference  of  the  Council  on  National  Emer- 
gency Medical  Service  which  was  held  at  the 
American  Medical  Association  April  5 and  6, 
attended  by  fifty-one  representatives  from 
forty-one  states. 

(1)  Organization  of  State  Committees. 
With  this  in  mind  the  conference  passed  the 
following  recommendation,  asking  for  the 
immediate  organization  of  state  committees 
to  work  with  the  Council  on  National  Emer- 
gency Medical  Service.  If  such  a committee 
has  been  formed  in  your  state  we  would  ap- 
preciate having  the  official  name  of  the  com- 
mittee and  its  personnel. 

“Whereas,  the  medical  profession  is  presently 
confronted  with  great  and  growing  problems  re- 
lating to  National  Defense,  and 
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“Whereas,  both  the  planning  and  implementation 
of  programs  to  meet  those  problems  in  many  in- 
stances reach  down  to  state  and  local  community 
levels,  therefore  be  it 

“RESOLVED,  that  the  Council  on  National  Emer- 
gency Medical  Service  call  upon  the  state,  terri- 
torial and  district  component  societies  of  the  Amer- 
ican Medical  Association  to  activate  at  once  a com- 
mittee of  proper  designation  and  direction  to  work 
with  and  under  the  guidance  of  this  Council  in  its 
program  to  meet  those  problems,  and  further  be  it 

“REQUESTED,  that  each  state,  territorial  and 
district  society  submit  to  this  Council  the  person- 
nel and  terms  of  reference  of  such  committee 
promptly  upon  its  appointment.” 

The  first  duty  of  this  committee  will  be 
to  stimulate  local  governmental  agencies  to 
organize  a medical  relief  program  in  case  of 
a national  emergency. 

Requests  already  have  been  sent  from  the 
Council’s  office  to  the  governor  of  each  state 
asking  for  information  in  regard  to  each 
state’s  disaster  service.  We  would  suggest 
that  if  contact  with  the  governor  of  your 
state  has  not  been  made  already  concerning 
such  a survey  from  the  medical  standpoint, 
that  this  be  done. 


NEBRASKA  STATE  DEPARTMENT  OF 
HEALTH 

HOSPITAL  PERSONNEL 

The  problem  of  providing  personnel  for  a 
new  hospital  is  one  for  primary  considera- 
tion. 

The  modern  hospital  is  a concept  of  serv- 
ice rather  than  a building  or  physical  plant. 
We  think  of  our  hospital  in  terms  of  care  of 
various  types  from  bed  rest  to  surgery  and 
diagnostic  aids,  from  a blood  count  to  an 
electocardiogram.  Thus,  we  do  not  go  to  a 
hospital  as  a building  but  rather  we  go  to  a 
hospital  which  has  available  the  “service”  we 
require. 

The  consideration  of  a hospital  as  a pur- 
veyor of  service  is  presumptive  of  a staff  of 
employees  trained  in  their  several  duties  and 
whose  efforts  are  all  coordinated  to  the  pro- 
tection and  safety  of  the  patient  seeking 
such  service.  True,  certain  medications,  ap- 
pliances, bandages,  etc.,  may  be  billed,  but 
by  far  the  larger  share  of  the  amount  is  for 
service.  Who  provides  this  service?  Who 
is  it  that  keeps  the  hospital  going  24  hours 
per  day  every  day  of  the  year? 

Many  persons  pool  their  efforts  in  the  com- 
mon cause  of  the  patient’s  welfare.  The 
nurse  is  responsible  for  professional  care  as 


ordered  by  the  doctor,  the  maintenance  man 
must  see  that  heat  and  light  are  always 
available  as  required  as  well  as  keep  major 
equipment  functioning  properly,  cooks  are 
required  for  preparing  meals,  cleaning  maids 
to  keep  the  house  clean,  a laundry  requires 
still  additional  help,  and  the  business  office, 
X-ray,  laboratory,  etc.  all  need  personnel. 

The  number  of  employees  varies,  of  course, 
with  the  size  of  the  hospital  and  the  number 
of  patients  for  which  it  provides  service. 
Thus,  a ratio  of  employees  per  patient  is  a 
fair  standard.  However,  in  view  of  hospital 
work  being  quite  seasonal  it  is  necessary  to 
use  averages.  In  other  words,  the  average 
number  of  employees  per  average  number  of 
patients  the  hospital  may  have  each  day  for 
the  operating  year. 

It  is  usually  considered  that  for  general 
hospitals  one  employee  per  patient  is  a mini- 
mum. Many  Nebraska  hospitals  operate  at  a 
ratio  of  1.5  employees  per  patient  and  the 
average  for  the  entire  state  is  1.27.  Thus  a 
25-bed  hospital  that  averaged  18  patients  per 
day  could  be  expected  to  have  about  23  em- 
ployees. 

Where  is  the  new  hospital  to  obtain  need- 
ed personnel  ? Are  there  enough  trained  peo- 
ple in  your  community  to  care  for  the  pa- 
tients in  your  hospital?  Can  you  obtain 
them  by  the  time  you  expect  to  open  your 
hospital?  These  are  questions  which  must 
be  answered  for  your  hospital  care  can  be 
no  more  complete  than  the  personnel  avail- 
able to  provide  such  service. 

—VERNE  A.  PANGBORN,  Director, 
Division  of  Hospitals, 

Nebr.  State  Department  of  Health. 


THE  “BLUE  SHIELD  PLAN”  FOR  MED- 
ICAL CARE  (NEBRASKA  MED- 
ICAL SERVICE) 

The  Nebraska  Medical  Service  (The  “Blue  Shield 
Plan”)  is  the  constructive  proposal  of  the  medical 
profession  to  make  available  good  and  adequate 
medical  care  to  the  people  of  Nebraska  under  terms 
and  conditions  within  the  reach  of  all. 

There  have  been  tremendous  advances  in  the  art 
and  science  of  medicine  during  the  past  thirty 
years.  There  has  been  an  accompanying  rise  in 
the  cost  of  rendering  adequate  medical  care.  As 
there  has  been  evolution  and  progress  in  scientific 
and  industrial  attainments,  there  likewise  has 
been  evolution  and  change  in  the  social  and  eco- 
nomic processes  and  thought.  Medical  care  of  a 
scope  and  degree  of  effectiveness,  undreamed  of  at 
the  turn  of  the  century,  can  today  be  applied  to  the 
alleviation  and  cure  of  human  ailments.  The  big 
problem  is  how  to  make  this  store  of  service  avail- 
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able  to  the  public  on  terms  which  it  can  afford  and 
which  will  still  insure  continual  improvement  of 
ser\ice  by  rewarding  individual  education,  knowl- 
edge, skill,  application  and  initiative.  Resort  has 
necessarily  been,  to  the  insurance  principle.  This 
attempt  to  make  medical  services  more  generally 
available  to  the  mass  of  the  public,  by  the  applica- 
tion of  the  insurance  principle  of  “spreading  the 
risks,”  is  the  evolution  of  the  thinking  and  realiza- 
tion of  a socially  minded  profession. 

The  medical  profession  then  has  been  cognizant 
of  the  changing  economics  of  the  times  and  of  the 
desirability  of  devising  some  method,  or  combination 
of  methods,  for  the  widespread  distribution  of  sound 
medical  care,  adequate  both  in  quantity  and  quality 
and  under  such  financial  arrangements  as  will  make 
that  care  available  to  the  mass  of  the  public.  The 
prepayment  risk  sharing  was  one  obvious  answer 
to  the  need — an  answer  thoroughly  in  keeping  with 
our  American  ideals  and  an  answer  well  within 
the  American  definition  of  private  enterprise. 

It  must  here  be  emphasized  that  the  medical  pro- 
fession is  concerned  primarily  with  the  most  wide- 
spread utilization  of  available  medical  care  at  the 
lowest  possible  cost  to  the  public,  consonant  with 
the  maintenance  of  present  quality  and  the  oppor- 
tunity for  future  scientific  progress.  The  medical 
profession’s  main  concern  is  to  render  that  care. 
Obviously,  it  must  be  compensated  at  a level  that 
will  not  tend  to  deteriorate  or  abase  the  qualifica- 
tions and  attainments  of  its  members.  It  seems 
equally  desirable  from  the  standpoint  of  public 
welfare  that,  if  the  medical  profession  confines  it- 
self to  the  service  features  of  the  problem,  no  lay 
agency  should  be  permitted  to  intervene  and  to 
profit  from  acting  as  broker  between  physician  and 
patient. 

The  American  people  have  complete  confidence 
in  the  insurance  principle  and  they  will  participate 
in  sound,  adequate,  economical  prepayment  plans 
for  health  care,  as  evidenced  by  the  30  million  en- 
rollees  in  the  Blue  Cross  Hospital  Plans,  and  the 
7 million  enrolled  in  the  Medical  Care  Plans — ^the 
“Blue  Shield  Plan.” 

The  Nebraska  Medical  Service  was  organized  and 
developed  as  a voluntary  prepayment  medical  care 
plan,  as  a public  service  to  the  people  of  Nebraska, 
by  the  Nebraska  State  Medical  Association,  Nov. 
1,  1944. 

The  prepayment  Plans  for  Medical  Care  were 
founded  to  give  the  American  people  an  oppor- 
tunity to  budget  their  costs  for  medical  care  by 
utilizing  the  insurance  principle.  It  is  the  hope 
that  “Blue  Shield  Plans”  will  satisfy  the  needs 
and/or  desires  for  medical  care  so  satisfactorily 
that  there  would  be  no  desire  on  the  part  of  the 
people  to  participate  in  compulsory  plans;  that  is, 
federalized  or  state  medicine.  We  all  agree  that 
state  medicine  is  communistic  in  origin  and  to- 
talitarian in  concept.  So  it  naturally  follows,  if 
our  plans  are  successful,  we  can  defeat  the  com- 
munistic trend  in  health  care  and  preserve  our 
great  American  institutions. 

Charity  in  its  broadest  sense  is  defined  as  a love 
of  your  fellow  man.  The  Christian  concept  of 
charity  sees  your  neighbor,  as  a son  of  God  in  man. 
Man  created  in  the  image  and  likeness  of  God,  with 
God-given  rights  to  life,  liberty,  and  the  pursuit 
of  happiness,  with  hopes  and  aspirations,  with  a 
free  will  and  a desire  to  enjoy  the  satisfaction  and 


gratification  of  providing  for  his  dependents  the«B 
necessary  shelter,  food,  clothing  and  health  care.BB 

The  Plans  make  it  possible  for  the  great  masslB 
of  people  to  accept  personal  responsibility  for  their 
own  health  and  welfare.  These  plans  preserve  theBB 
dignity  of  man  when  they  make  it  possible  forBB 
him  to  provide  good  health  care  for  his  wife  and  Bfl 
children.  These  plans  have  the  potential  power  11 
of  making  man  independent  of  his  federal  or  state  Bl 
government  in  the  matter  of  personal  health  care.  B I 
These  plans,  if  developed  to  their  fullest  extent,  Bl 
will  prevent  the  trend  toward  totalitarianism  inBI 
health  care.  These  plans  are  founded  on  a sound  II 
theology  and  a sound  philosophy,  and  on  account  II 
of  that  sound  foundation  they  are  bound  to  sue-  II 
ceed  if  we  can  open  the  minds  of  men  to  the  tre-  11 
mendous  possibilities  of  these  practical  plans  to  I 
make  Christian  charity  a reality.  ’ I 

We,  men  of  medicine,  have  a tremendous  responsi-  I 
bility  and  a great  opportunity.  We  must  be  as  dili-  I 
gent  in  our  efforts  to  solve  the  problems  in  the  I 
field  of  medical  social  economics,  as  we  have  been  1 
in  scientific  problems  concerning  the  health  of  our  I 
patients.  , I 

Members  of  the  medical  profession  must  realize  I 
that  these  prepayment  medical  care  plans  must  not  i| 
be  allowed  to  fail,  for  lack  of  proper  understanding  || 
or  support  or  materialistic  selfishness  on  the  part  4| 
of  the  doctors.  Doctors  must  now  think — “What  j| 
can  I do  to  help  the  Blue  Shield  Plan,”  rather  than  |l 
— “What  can  I get  out  of  the  Blue  Shield  Plan?”  }| 
Doctors  must  avoid  materialistic  doctrines,  or  by  ; 
their  acts  they  will  be  promoting  state  socialism  j 
and  regimentation.  || 

If  the  Blue  Cross  and  Blue  Shield  Plans  are  sue-  j 
cessful,  we  will  have  a powerful  weapon  to  fight  jj 
the  communistic  trend  in  medical  care,  and  there  is  jl 
an  old  adage  that  was  never  more  true  than  to-  J 
day,  that  says:  “You  Can’t  Beat  Something  With  i 
Nothing.”  We  must  not  let  minor  differences  of  j 
opinion  among  ourselves,  interrupt  this  great  | 
movement  to  develop  these  fine  constructive  plans  : 
to  preserve  the  health  of  the  people  in  the  great- 
est nation  in  the  world.  We  must  get  off  of  the  ^ 
defensive  and  get  on  the  offensive.  These  volun-  i 
tary  prepayment  plans  for  health  care  are  acknowl-  j 
edged  to  be  the  best  offensive  measures  developed  i 
to-date.  i 

We  have  learned  from  our  first  three  years  of 
operation  that  we  are  fundamentally  right  and  that  i: 
we  are  actuarially  sound.  We  have  enrolled  more  ' 
than  50,000  persons.  We  have  achieved  an  effi- 
cient, solvent,  and  smooth-functioning  organization, 
closely  integrated  with  the  Blue  Cross.  Nebraska  j 
Medical  Service  and  the  Blue  Cross  have  much  in 
common  and  naturally  supplement  each  other. 

At  this  time  we  might  ask  ourselves:  What  is 
a prepayment  medical  care  plan  ? The  answer  is 
simple.  It  is  merely  an  organization  that  enrolls 
the  subscriber,  collects  the  assessments,  and  pays 
the  benefits.  Again,  we  might  ask  ourselves  some 
other  pertinent  questions: 

Are  these  prepayment  medical  care  plans  in  the 
public  interest? 

Are  these  plans  good  for  our  patients  ? 

Are  these  plans  good  for  the  medical  profession  ? 

The  answer  to  these  questions  is  YES. 

Good  medical  care  must  have  three  qualities:  j 
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It  must  be  personal;  it  must  be  voluntary;  it 
must  have  incentive. 

Political  domination  of  the  practice  of  medicine 
would  remove  all  three  of  these  necessary  features. 
Compulsion  would  be  introduced  and  regimentation 
of  the  medical  profession  would  be  established.  Per- 
sonal relationship  between  patient  and  physician 
would  be  lost.  The  patient  would  no  longer  enjoy 
the  right  and  privilege  of  free  choice  of  physician. 

Nebraska  Medical  Service  is  group  insurance  and 
is  available  to  employed  and  self-employed  groups 
and  their  dependents.  In  urban  areas,  groups  are 
enrolled  at  their  place  of  employment  with  payroll 
deduction.  In  rural  areas,  community  groups  are 
formed  for  enrollment  purposes.  Many  people  have 
i asked;  Why  cannot  this  be  sold  to  individuals? 

! There  is  too  great  a risk  in  enrolling  individuals 
' in  this  type  of  service  and  we  cannot  run  the  risk 
of  failure.  This  plan  must  succeed;  it  will  suc- 
ceed on  a group  basis,  and  when  we  have  sufficient 
experience,  financial  background,  and  enough  re- 
serves, then  we  can  think  of  enrolling  individuals. 

Nebraska  Medical  Service  now  offers  six  types 
of  medical  care  benefits:  Surgical,  obstetrical,  in- 
hospital  medical  care,  pathological,  x-ray  and  anes- 
thesia. 

The  in-hospital  care  program  is  the  latest  addi- 
tion to  our  Certificate  and  provides  for  the  treat- 
ment in-hospital  of  any  illness,  such  as  respiratory 
diseases,  cardio-renal  vascular  disturbances  and 
other  medical  afflictions.  It  will  provide  an  in- 
demnity of  $3.00  per  day  up  to  30  days  per  admis- 
sion and  60  days  per  annum  for  each  enrolled  in- 
dividual and  each  dependent.  It  will  provide  up 
to  $20.00  per  annum  for  each  individual,  diagnostic 
x-rays  while  confined  to  a hospital;  it  will  provide 
electro-cardiograph  and  basal  metabolism  tests.  The 
Plan  is  the  answer  to  the  needs  of  the  lower  in- 
come group  and  is  particularly  directed  to  the  low- 
er income  groups  to  underwrite  the  costs  in  part 
or  in  full  for  unusual,  unexpected  or  emergency 
illnesses.  The  plan  indemnifies  the  employed  in- 
dividual and  all  his  dependents,  whether  they  num- 
ber three  or  ten.  It  is  an  economical  method  of 
budgeting  the  costs  of  medical  care. 

It  is  the  opinion  of  the  Directors  of  Nebraska 
Medical  Service  that  this  plan  will  extend  more  and 
better  medical  care  to  many  persons  who  find  dif- 
ficulty in  meeting  the  bills  for  unusual  or  emer- 
gency illnesses.  It  also  provides  benefits  for  X-ray 
diagnosis  in  accident  cases;  it  provides  benefits  for 
X-ray  and  radium  treatments  for  cancer;  it  pro- 
vides for  the  treatment  of  many  (50  or  more) 
minor  operative  procedures  outside  of  a hospital, 
in  the  doctor’s  office,  such  as,  minor  lacerations, 
incision  of  superficial  abscesses,  the  diagnosis  and 
treatment  of  many  fractures  of  the  extremities, 
and  tonsil  and  adenoid  operations. 

Seventy-five  per  cent  of  all  medical  services  are 
rendered  by  doctors  in  general  practice  of  medicine 
and  approximately  5 per  cent  of  the  dollars  paid 
out  by  the  Nebraska  Medical  Service  are  paid  to 
the  general  practitioner. 

For  55  cents  a week  an  individual  and  for  $1.10 
a week  a family  can  now  budget  its  hospital  and 
medical  bills  for  major  illnesses  and  many  minor 
accidents.  The  only  medical  costs  not  indemnified 
are:  office  visits  and  home  calls.  This  is  like  the 
$50.00  deductible  automobile  indemnity  in  which 
the  owner  assumes  most  of  the  small  items  of  ex- 


pense and  the  indemnity  corporation  will  reimburse 
him  for  the  large  items  of  expense. 

The  members  of  the  Nebraska  State  Medical  As- 
sociation must  inform  themselves  of  the  provisions 
stipulated  in  the  contract  of  the  Nebraska  Med- 
ical Service;  particularly,  they  must  understand 
that  there  is  a waiting  period  of  six  months  for 
most  of  the  elective  operations,  such  as  tonsillec- 
tomies, appendectomies  and  female  surgery,  and 
a ten-month  waiting  period  for  obstetrical  care. 
These  waiting  periods  are  necessary  at  this  time 
to  insure  our  financial  stability  and  when  a suf- 
ficient amount  of  surplus  has  been  accumulated 
these  waiting  periods  may  be  entirely  eliminated. 
Payments  are  immediately  available  for  emergency 
operations. 

The  schedule  of  benefits  has  been  liberalized  and 
revised  upwards,  so  that  the  directors  now  feel  that 
the  schedule  of  payments  is  adequate,  and  that  the 
payments  may  be  accepted  as  payment  in  full  for 
services  rendered  to  the  members  of  the  low  in- 
come groups. 

The  low  income  groups  and  the  white  collar  class 
find  themselves  in  a difficult  economic  position  in 
these  days  of  greatly  increased  costs  for  the  neces- 
sities of  life.  Reliable  agencies  have  reported  that 
the  cost  of  living  has  doubled,  with  the  result  that 
these  people  will  find  it  increasingly  difficult  to 
pay  for  their  hospital  and  medical  care  out  of  their 
present  earnings,  after  they  have  paid  for  their 
food,  shelter  and  clothing. 

Nebraska  Medical  Service,  through  the  coopera- 
tion of  “Participating  Physicians,”  has  changed 
from  the  indemnity  plan  to  a combination  of  serv- 
ice and  indemnity. 

INCOME  CLASSIFICATION 

A.  Service  Classification:  If  member  has  estab- 
lished to  the  satisfaction  of  the  “participating 
physicians”  and/or  the  Association,  that  his  total 
annual  income  does  not  exceed  the  equivalent  of 
$2,600  per  year,  payments  made  by  Nebraska  Med- 
ical Service  to  the  participating  physicians  accord- 
ing to  the  schedule  of  payments,  shall  constitute 
total  payments  for  the  services  rendered  under  this 
agreement. 

B.  Indemnity  Classification:  If  members  annual, 
individual,  or  family  income  be  in  excess  of  the 
above  stipulated  amounts,  then  the  participating 
physician  may  charge  his  usual  fee  for  any  serv- 
ices rendered,  and  the  member  agrees  to  reimburse 
the  participating  physician  directly  for  any  bal- 
ance in  excess  of  the  respective  amounts  set  forth 
in  the  schedule  of  payments. 

More  than  825  members  of  the  Nebraska  State 
Medical  Association  have  signed  as  “Participating 
Physicians”  in  the  “Blue  Shield  Plan”  and  have 
agreed  to  provide  medical  service  and  to  accept 
the  amounts  listed  in  the  Schedule  of  Payments  as 
payment  in  full  for  the  stipulated  services  rendered 
to  any  member  with  an  annual  income  not  exceed- 
ing $1,800.00  if  single,  and  $2,600.00  if  married. 
These  “Participating  Physicians”  are  making  a 
great  contribution  to  the  “Prepayment  Medical 
Care”  movement.  They  guarantee  delivery  of  high 
quality  medical  service  to  the  enrollees  in  the 
“Blue  Shield  Plan”  and  they  guarantee  the  financial 
stability  of  the  “Blue  Shield  Plan”  at  any  turn  of 
the  financial  cycle  by  their  signatures  to  the  pro 
rata  agreement. 
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Reliable  surveys  reveal  that  the  great  number  of 
people  are  deeply  appreciative  of  the  fine  quality 
of  medical  care  now  available  from  the  physicians 
of  their  choice  and  that  they  want  freedom  of 
choice  of  physician  in  time  of  illness,  and  that  they 
want  to  participate  in  prepayment  plans  for  medi- 
cal services  and  hospital  care  to  pay  for  the  costs 
of  services  of  physicians  and  hospitals.  These  low 
income  groups  are  seeking  health  security  and  this 
health  security  can  be  provided  by  voluntary  plans 
— The  Nebraska  Medical  Service — The  “Blue  Shield 
Plan”  and  the  “Blue  Cross  Plan.” 

ARTHUR  J.  OFFERMAN,  M.D. 

President. 

Nebraska  Medical  Service 


KNOW  youR 
SLUE  SHIELD  PLAN 


Under  the  new  method  of  payment  to  phy- 
sicians, a monthly  check  is  issued  to  each 
physician  who  has  rendered  services  to  Blue 
Shield  members.  Accompanying  the  check 
is  a voucher  which  lists  names  of  patients, 
dates  services  were  rendered,  case  numbers 
and  benefits  paid. 


“The  hubbub  over  compulsory  health  in- 
surance has  been  generating  too  much  heat 
and  not  enough  light . . . The  voluntary  plans 
are  solving  our  principle  medical  care  prob- 
lem. They  are  doing  it  without  imperiling 
our  system  of  private  medicine,  without 
making  the  doctor  an  instrument  of  politics, 
and  without  soaking  the  taxpayers  . . . They 
deserve  staunch  encouragement.”  UNDER- 
WRITERS’ REPORT. 


When  your  patients  inquire  about  joining 
Blue  Cross-Blue  Shield,  you  can  help  them  by 
explaining  that  they  may  enroll  if  they  are 
under  65  years  of  age,  if  they  are  regularly 
employed,  and  if  they  join  with  a group  es- 
tablished according  to  requirements. 


A Roster  of  Participating  Physicians  has 
been  mailed  to  all  members  of  the  Nebraska 
State  Medical  Association.  Leaders  of  all 
Blue  Cross-Blue  Shield  groups  have  received 
a Roster,  and  a copy  will  be  available  to  any 
members  who  request  the  list. 


The  following  quotation  is  from  a report 
of  the  Committee  on  Physician  Co-operation, 
Associated  Medical  Care  Plans.  “Physicians 
lack  an  understanding  of  the  elementary 
principles  involved  in  the  field  of  medical 
economics.  The  operation  of  a medical  care 
plan  by  a sponsoring  medical  society  presup- 
poses some  degree  of  conviction  regarding 
medical  economics  on  the  part  of  the  spon- 
soring physicians.” 


Information  about  the  Blue  Shield  Plan, 
placed  on  your  waiting  room  table  will  be  ap- 
preciated by  your  patients,  who  will  welcome 
learning  about  the  modern  budget  method 
of  meeting  the  cost  of  good  medical  care. 


NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
April  30,  1948 

Assets : 

Cash  in  banks $60,923.99 

Premiums  in  process  of  collection 8,628.90 

U.  S.  Bonds  (cost  plus  accrued  interest)  74,631.00  $144,183.89 


Liabilities : 

Accounts  payable.  Blue  Cross $ 4,575.15 

Accounts  payable,  monthly  invoices 422.54 

Accrued  payroll  taxes 49.20 

Claims  payable: 

Unreported  19,000.00 

Pending  5,355.00 

Accrued  audit  expense 125.00 

Unearned  premiums  40,453.69 


$69,980.58 

Reserve  for  Public  Relations 

Campaign  $ 1,000.00 

Subscribers  4% 

Surplus  Notes $19,450.00 

Net  income  to  date 53,753.31 


73,203.31 


$144,183.89 


NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 


April  30,  1948 

Cash  on  hand,  April  1,  1948 $60,253.90 

Receipts : 

From  dues  $36,453.00 

From  enrollment  fees 810.00 

Taxes  deducted  from  salaries 46.70 

Interest  on  U.  S.  Bonds 125.00  37,434.70 


$97,688.60 

Disbursements: 

Claims  paid  $27,625.00 

Administrative  expense  (Regular  $4,660.93  ; 

Advertising  $1,735.19)  6,396.12 

Salary,  Executive  Director 250.00 

Professional  fee,  E.K.M 125.00 

Medical  Director  100.00 

Attorney  100.00 

Auditing  375.00 

Advertising  11.45 

Printing  and  stationery 1,050.74 

Home  office  expense 32.16 

Hospital  records  and  films 2.00 

Collection  expense  5.00 

Refunds  67.25 

Dues  44.49 

Exchange  3.00 

Postage  400.00 

Taxes  paid  147.40 

Filijig  fee,  annual  return 30.00  36,764.61 


Cash  on  hand,  April  30,  1948 $60,923.99 

Bank  Balances,  April  30,  1948 

Packers  National  Bank,  Omaha $54,776.83 

First  National  Bank.  Omaha 1.147.16 

Continental  National  Bank,  Lincoln 5,000.00 


$60,923.99 
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INCOME  AND  EXPENSE 


April  30,  1948 


Income! 

Dues  paid  

Enrollment  fees  paid- 
interest,  U.  S.  Bonds. 


Expense : 

Claims  

♦Administrative  expense 
Salary,  Executive  Director. 
Professional  fees,  E.K.M.- 

Medical  Director  

Attorney  

Auditing  

Advertising  

Stationery  

Printing  

Home  office  expense 

Collection  expense  

Taxes  and  licenses 

Dues  

Postage  

Miscellaneous  

Insurance  


Net  Gain  

♦Administrative  expense  regular-- — 
Administrative  expense  advertising 


Month 
of  April 

$ 37,120.86 
810.00 
83.34 

4 Months 
to  Date 

$133,474.24 

3,566.00 

83.34 

$ 38,014.20 

$137,123.58 

$27,851.00 

$ 99,279.50 

4,575.15 

19,700.76 

250.00 

1,000.00 

125.00 

500.00 

100.00 

400.00 

100.00 

400.00 

125.00 

525.00 

85.20 

97.55 

28.50 

685.57 

149.50 

1,816.25 

143.21 

623.26 

5.00 

32.00 

32.50 

40.00 

47.79 

174.97 

400.00 

800.00 

19.00 

38.00 

7.20 

34,036.85 

126,120.06 

$ 3,977.35 

$ 11,003.52 

S4.416.56 

$4,575.15 

MEMBERSHIP  SUMMARY— APRIL,  1948 

Subscriber  Members — April  1,  1948 

Additions  

Cancellations  

Subscriber  Members — May  1,  1948 

Dependent  Members — May  1,  1948  (2.39  formula)  — 

Total  Members May  1,  1948 _ 

Number  of  groups  added  during  April 


20,143 
. 1,859 
311 
21,691 
.30,150 
.51,841 
74 


APRIL  ENROLLMENT  BY  COUNTY 

ADAMS — 24  members. 

ARTHUR — 1 member. 

BOX  BUTTE — 8 groups,  132  member's. 
BUFFALO — 4 members. 

BUTLER — 2 groups,  106  members. 

CHERRY — 1 group,  13  members. 

CHEYENNE — 1 group,  32  members. 

CUSTER — 1 group.  9 members. 

DAWSON — 1 member. 

DODGE — 1 group,  14  members. 

DOUGLAS — 18  groups,  502  members. 

GAGE — 9 members. 

GARDEN — 1 member. 

GRANT — 1 member. 

HALL — 18  members. 

HAMILTON— 5 members. 

HITCHCOCK— 1 member. 

JEFFERSON— 1 member. 

JOHNSON — 1 member. 

KEARNEY — 1 member. 

KEITH — 4 members. 

KIMBALL — 1 member. 

LANCASTER — 9 groups,  476  members. 
LINCOLN — 1 group,  26  members. 

MADISON — 12  groups,  140  members. 

NEMAHA — 4 members. 

NUCKOLLS — 2 members. 

OTOE — 2 members. 

PLATTE — 8 members. 

RED  WILLOW — 1 group,  20  members. 
RICHARDSON— 5 members. 

ROCK — 1 group,  6 members. 

SALINE — 1 member. 

SARPY — 1 grouD,  6 members. 

SCOTTS  BLUFF — 17  groups,  281  members. 
YORK — 1 member. 


CLAIM  REPORT 


April,  1948 


Number  of  services 

rendered 

731 

Subscribers  

_ 300 

Dependents  

431 

Females  

471 

Males  

260 

Type  of  Service 

Number 

Per  Cent 

Amt.  Pd. 

Per  Cent 

Appendectomies 

- 49 

6.70<//- 

$ 4.900.00 

17.63% 

Gynecology 

45 

6.16% 

4,000.00 

14.39% 

General  Surgery 

. 37 

5.06% 

2.983.00 

10.77% 

Tonsillectomies 

82 

11.22% 

2,870.00 

10.82% 

Obstetrics 

51 

6.98% 

2,820.00 

10.14% 

Orthopedics 

64 

8.76% 

2.319.00 

8.34% 

Medical  - - 

86 

11.76% 

1.527.00 

5.49% 

X-rays  _ _ 

128 

17.51% 

1,126.00 

4.05% 

Herniotomies 

9 

1.23% 

950.00 

3.42% 

Minor  Surgery 

. 92 

12.59% 

793.00 

2.85% 

Nose  and  Throat  _ 

14 

1.92% 

750.00 

2.70% 

Urology 

13 

1.78% 

740.00 

2.66% 

Gall  Bladders 

4 

.54% 

600.00 

2.16% 

Hemorrhoids 

. 12 

1.64% 

600.00 

2.16% 

Radiation  Therapy 

- 3 

.41% 

275.00 

.99% 

Eye 

9 

1.23% 

235.00 

.85% 

Anesthesia 

.-  19 

2.60% 

170.00 

.61% 

Transfusions 

. 12 

1.64% 

120.00 

.43% 

Pathology 

2 

.27% 

10.00 

.04% 

Recall  of  claim  paid 

731  100.00% 

in  March 

$27,788.00 

—163.00 

100.00% 

$27,625.00 

Amount  of  claims  in  pi'ocess  of  settlement , $5,355.00 

Average  cost  per  case  for  April 38.01 


SOCIETIES 

Secretaries  of  county  and  district  societies  e.re  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


A dinner  honoring  Dr.  A.  N.  Compton  of  Valen- 
tine, Nebr.,  on  his  50th  year  of  practice  was  given 
by  the  doctors  of  the  Holt-Northwest  County  Med- 
ical Society  at  the  Marion  Hotel  in  Valentine  on 
April  24,  1948.  Following  the  dinner  an  election  of 
officers  was  held. 


The  Third  Councilor  District  held  a meeting  at 
the  Weaver  Hotel  the  evening  of  April  15th  with 
a good  attendance;  a dinner  at  6:30  and  the  fol- 
lowing program: 

“The  Common  Sciatic  Syndrome  Caused  by  a 
Herniation  of  Intervertebral  Disc,”  J.  Jay  Keegan, 
Omaha;  “Shoulder,  Arm  and  Head  Pain  Caused  by 
a Herniation  of  Cevical  Intervertebral  Disc,”  Alis- 
ter  I.  Finlayson,  Omaha. 

J.  C.  Waddell  of  Beatrice  was  proposed  for  coun- 
cilor and  by  a unanimous  vote  he  was  recommended 
to  the  House  of  Delegates  for  election. 


DEATHS 

Thomas  Jefferson  Andrews,  M.D.,  Fairbury.  Born 
in  Ohio  in  1851,  graduated  from  University  of 
Michigan  in  1882.  Came  to  Nebraska  in  1887,  and 
shortly  after  arriving  in  this  state  he  located  in 
Fairbury  where  he  immediately  established  a med- 
ical practice  which  he  carried  on  until  his  retire- 
ment in  March,  1938.  For  many  years  Dr.  Andrews 
was  known  in  the  southern  section  of  Nebraska  as 
an  outstanding  pioneer  physician.  Death  occurred 
in  Lincoln  April  10,  1948.  The  following  editorial 
was  taken  from  the  April  12  issue  of  the  Lincoln 
Star. 


“It  is  a great  privilege  to  live  actively  and  happily 
for  nearly  a century  in  a country  such  as  America. 

Dr.  Thomas  J.  Andrews,  whose  death  occurred 
Saturday,  would  have  celebrated  his  97th  birthday 
on  April  20,  and  until  injuries  resulting  from  a fall 
crippled  him  several  months  ago  he  was  able  to  be 
about  and  to  enjoy  life  to  the  fullest. 

For  60  years  he  was  a practicing  physician,  a 
country  doctor,  in  the  early  Nebraska  community 
of  Fairbury.  There  among  its  people,  by  ability 
and  by  rigid  adhesion  to  the  lofty  standards  of  the 
medical  profession,  he  created  a lasting  memory 
of  respect  and  affection  among  hundreds.  A coun- 
try doctor,  in  the  eager  spirit  of  all  true  scientists. 
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he  kept  abreast  of  medical  development.  He  com- 
bined the  age  of  specialization  in  medical  knowl- 
edge with  the  older  heart-warming  custom  to  re- 
spond to  every  call  for  aid  regardless  of  his  own 
weariness,  fatigue,  sunshine  or  storm.  In  quiet, 
unassuming  spirit,  unknown  to  others,  he  per- 
formed so  much  good.  He  was  so  understanding, 
so  gentle,  so  genteel,  so  truly  just  and  fair.  He 
had  a deep  sense  of  right  and  wrong,  strong  con- 
victions, but  with  them  the  tolerance  which  recog- 
nizing weakness  seeks  to  aid  it  to  rise  above  itself. 
He  was  a widely  read,  cultured  man,  a magnificent 
representative  of  the  fine  character  of  the  early 
midwest.” 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing:, Omaha. 


Dr.  Murray  H.  Crouse  located  in  Loup 
City. 

Dr.  C.  B.  Dorwart  was  elected  mayor  of 
Sidney,  Nebr. 

Dr.  and  Mrs.  Joseph  A.  Lanspa  of  Tecum- 
seh  are  touring  Europe. 

Dr.  J.  A.  Henske,  Omaha,  addressed  the 
Pan  American  Alliance  in  April. 

Dr.  Harry  Hepperlen  of  Beatrice  attended 
refresher  courses  in  Chicago  in  April. 

Dr.  W.  Howard  Heine  of  Fremont  ad- 
dressed the  school  group  on  the  “Care  of  the 
Eyes,”  May  1. 

E.  J.  E.  Meyer  of  Columbus  attended  the 
sessions  of  the  American  College  of  Physi- 
cians in  San  Francisco  in  April. 

Dr.  Wayne  F.  Brewster  of  Holdrege  at- 
tended a continuation  course  in  surgery 
April  8-19  at  the  University  of  Minnesota. 

Dr.  V .V.  Kobza,  formerly  of  Omaha,  has 
located  in  Rapid  City,  S.  Dak.,  where  he  has 
become  associated  with  the  Rapid  City  Med- 
ical Center. 

Dr.  and  Mrs.  C.  L.  Husted  of  Nebraska 
City  are  on  a European  tour,  where  Dr. 
Husted  will  attend  surgeons’  meetings  in 
Rome  and  Turin,  in  Italy. 

Dr.  Dwight  Brigham,  recently  retired  from 
the  Army  Medical  Corps,  is  now  taking  a 
residency  in  pediatrics  at  the  Childrens  Me- 
morial Hospital  in  Omaha. 

Dr.  R.  P.  Westover,  formerly  of  Platts- 
mouth,  and  lately  associated  with  the  Vet- 


erans Administration  in  Nebraska,  has  been 
transferred  to  Seattle,  M'ash. 

Dr.  G.  Alexander  Young,  Jr.,  Omaha,  at- 
tended a meeting  of  the  American  Society 
for  Research  in  Ps3^chosomatic  Problems  in 
Atlantic  City  the  latter  part  of  April. 

Associated  recently  with  the  Scottsbluff 
Clinic  is  Dr.  Douglas  Campbell,  graduate  of 
the  University  of  Nebraska  College  of  Medi- 
cine in  1943,  formerly  practiced  in  Wayne. 

Dr.  A.  R.  McIntyre,  chairman  of  Depart- 
ment of  Physiology  and  Pharmacology  at  the 
University  of  Nebraska  Medical  College,  ad- 
dressed the  Nebraska  Academy  of  Sciences 
in  May. 

Dr.  Harold  C.  Lueth,  dean  of  the  College 
of  Medicine,  University  of  Nebraska,  ad- 
dressed a large  group  of  citizens  in  Sioux 
City  at  a banquet  launching  a campaign  for 
a hospital  expansion  program. 

Dr.  John  E.  Gilmore,  son  of  Dr.  and  Mrs. 
E.  H.  Gilmore,  Murray,  recently  visited  his 
parents  and  friends  in  Nebraska.  Dr.  Gil- 
more, following  retirement  from  the  Army 
Medical  Corps,  has  located  in  Santa  Monica, 
California. 

Dr.  C.  R.  Hankins  presented  a paper  on  the 
“Office  Treatment  of  Diabetes  Mellitus”  and 
Dr.  L.  W.  Lee,  a paper  on  “Gross  Urinary 
Hemorrhage”  before  the  staff  meeting  of  the 
Mary  Lanning  Memorial  Hospital  in  Hast- 
ings on  April  19,  1948. 

Dr.  J.  Hewitt  Judd,  chairman  of  the  De- 
partment of  Ophthalmology,  University  of 
Nebraska  College  of  Medicine,  was  guest 
speaker  at  the  Kansas  Medical  Society  at  its 
annual  assembly  May  11  and  12  in  Wichita. 
He  spoke  on  the  “Surgical  Treatment  of 
Glaucoma”  and  “The  Management  of  Cata- 
racts.” 

Dr.  H.  E.  Eggers,  Professor  Emeritus  of 
Pathology  of  the  University  of  Nebraska  Col- 
lege of  Medicine  and  Dr.  L.  W.  Lee,  Assistant 
Professor  of  Urology  presented  papers  be- 
fore the  Ninth  Councilor  District  Meeting  at 
Hotel  Fort  Kearney,  Kearney,  Nebraska,  on 
April  27,  1948.  Dr.  Eggers  spoke  on  Pathol- 
ogy of  Urinary  Tract  Tumors  and  Dr.  Lee  on 
Hematuria.  Thirty-five  physicians  were  in 
attendance. 
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MILESTONES,  IN  CARDIORESPIRATORY  HISTORY 


retaeus 

OF  CAPPADOCIA  (Ist  Century  A.D.) 

First  accurate  description  of.  asthma: 
separated  asthma  from  orthopnea. 

If  heart  be  affected., 
the  patient  cannot  long  survive.^'' 


In  the  treatment  of  bronchial  asthma, 

the  clinical  usefulness  of  Searle  Aminophyllin 

is  well  established.  Its  value 

in  patients  who  do  not  respond  to  epinephrine 

or  in  those  in  whom  epinephrine 

is  contraindicated 

has  been  stressed  repeatedly. 

SEARLE  AMINOPHYLLIN* 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


— is  accepted  therapy  also 

in  congestive  heart  failure  . . . paroxysmal 

dyspnea  . . . Cheyne-Stokes  respiration. 

G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 


*Searle  Aminophyllin  contains  at  least  80% 
of  anhydrous  theophylline. 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


J.  E.  M.  Thomson,  Lincoln President 

J.  D.  McCarthy,  Omaha President-Elect 


M.  C.  Smith,  Lincoln 


E.  F.  Leininger,  McCook Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

Executive  Secretary 


BOARD  OF  TRUSTEES 


Geo.  W.  Covey,  Chairman,  1949 Lincoln 

G.  E.  Peters.  1950  Randolph 


R.  B.  Adams 


D.  B.  Steenburg,  1951 Aurora 

Earle  Johnson,  1952 Grand  Island 


Lincoln 


Delegates  K.  S.  J.  Hohlen,  Lincoln  ; J.  D.  McCarthy,  Omaha  Alternates:  Joe  Bixby,  Geneva:  H.  S.  Morgan,  Lincoln 


COMMITTEES 

Education 

Advisory  to  Auxiliary 
R.  T.  VanMetre,  Chm..  1949 

Fremont 

C.  R.  Williams,  1951-Syracuse 
R.  A.  Moser,  1950 Omaha 

Credentials 
(Net  yet  appointed) 

Insurance 

Ralph  Luikart,  Chm.,  1949_ 

Omaha 

George  Misko,  1951 Lincoln 

C.  R.  Weber,  1950 Hastings 

Journal  and  Publication 
W.  H.  Heine,  1951_-_Fremont 

F.  W.  Niehaus,  1949 Omaha 

J.  C.  Thompson,  1950_Lincoln 

Library,  Necrology  and 
Records 

Roy  Whitham,  Chm.,  1949 — 

Lincoln 

George  Salter,  1950 Norfolk 

Fay  Smith,  1951 Imperial 

Medical  Service 

E.  B.  Reed,  Chm.,  1950 

Lincoln 

R.  M.  Still,  1949 Lincoln 

J.  S.  Broz,  1953 Alliance 

C.  H.  Sheets,  1951 Cozad 

R.  W.  Fouts,  1952 Omaha 


Medicolegal  Advice 

R.  W.  Fouts,  Chm.,  1949 

Omaha 

R.  B.  Adams,  1950  Lincoln 

J.  P.  Gilligan,  1951-Nebr.  City 

Planning 

F.  L.  Rogers,  Chm.,  1950  

Lincoln 

Morris  Nielsen,  1951 Blair 

A.  B.  Anderson,  1952 

1 Paynee  City 

A.  J.  Offerman,  1953 Omaha 

F.  G.  Dewey,  1949 Coleridge 

Prepayment  Medical  Care 
(Not  yet  appointed) 

Rural  Medical  Service 
E.  F.  Leininger,  Chm.,  1950 

, McCook 

R.  L.  Cassel,  1951 Fairbury 

R.  E.  Penry,  1949 Hebron 

E.  T.  Zikmond,  1952 

Central  City 

N.  P.  McKee,  1953 Atkinson 

Scientific  Assembly 

M.  E.  Grier,  1949 Omaba 

J.  Dewey  Bisgard,  1950 

Omaha 

W.  W.  Waddel,  1951_Beatrice 

H.  S.  Morgan,  1952 Lincoln 

R.  B.  Adams Lincoln 


Speakers  Bureau 
O.  V.  Calhoun,  Chm Lincoln 


H.  F.  Elias Beatrice 

C.  M.  Wilhelmj Omaha 

Harold  C.  Lueth Omaha 

W.  Allen  Campbell Lincoln 

E.  G.  Brillhart Columbus 

Student  Loan  Fund 

O.  J.  Cameron,  Cbm Omaha  ■ 

Olga  Stastny  Omaha 

J.  D.  Taylor Lincoln 


RESEARCH 

Arthritis 

R.  K.  Johnson,  Chm.,  1949 

Friend 

C.  E.  Rice,  1950 Odell 

C.  R.  Carlson,  1951 Wauneta 

Cancer 

James  F.  Kelly,  Chm.,  1949- 

Omaha 

Wm.  Ketter,  1950 Falls  City 

J.  T.  McGreer,  Jr.,  1941 

Lincoln 

Cardio-Vascular  Diseases 
(Committee  not  appointed) 

Fracture 

Wm.  L.  Sucha,  Chm.,  1949- 

Omaha 

Chester  Waters,  Jr.,  1950 

Omaha 

C.  F.  Ferciot,  1951 Lincoln 


Industrial  Health 

E.  J.  Kirk,  Chm.,  1949 

Omaha 

A.  C.  Barry,  1950 Norfolk 

A.  P.  Synhorst,  1951 G.  Is. 

. M.  C.  H. 

R.  E.  Garlinghouse,  Chm., 

1949  Lincoln 

R.  W.  Homan,  1950 Crete 

L.  S.  McGoogan,  1951 Omaha 


R. 

J. 

Mental  Hygiene 
Stein,  Chm.,  1949 

Lincoln 

J. 

C. 

Nielsen, 

1951 Hastings 

H. 

A. 

Wigton, 

1950 Omaha 

Public 

Health 

J.  D.  Bradley,  Chm.,  1949__ 

Omaha 

Fred  A.  Long,  1950 Lincoln 

S.  I.  Fuenning,  1951 Lincoln 

Tuberculosis 

J.  Harry  Murphy,  Chm.,  1949 

Omaha 

H.  S.  Eklund,  1950 Osceola 

A.  I.  Webman,  1951 Superior 

Venereal  Disease 

W.  J.  McMartin,  Chm.,  1950 

Omaha 

H.  H.  Humphrey,  1949-Daykin 
Horace  Munger,  1951__Lineoln 


Councilor  Districts  and  Counties 

First  District;  Councilor:  J.  R. 

Nilsson,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District;  Councilor:  Clay- 

ton Andrews,  Lincoln.  Counties : 
Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  J.  C. 

Waddell.  Beatrice.  Counties:  Gage, 

Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor;  W._  E. 
Wright,  Creighton.  Counties : 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Madison, 
Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor;  Chas. 

Way,  Wahoo.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Ashby,  Fairmont.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 

Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  C.  H. 

Sheets,  Cozad.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  H.  S. 
Andrews,  Minden.  Counties : Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District : Councilor : Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties : Lincoln,  Perkins,  Keith, 
McPherson,  Garden,  Arthur,  Lo- 
gan, Deuel. 

Twelfth  District:  Councilor:  Ted 

Riddell,  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix.-Dak.-Th.- Wayne(4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (7) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebr.  (10)__ 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


• A.  E.  Harrington,  Hastings G.  Paul  Charlton,  Hastings 

-G.  W.  Sullivan,  St.  Edward John  S.  McNeil,  Albion 

.0.  L.  Seng,  Alliance- J.  F.  Kennedy,  Alliance 

• A.  A.  Enos,  Kearney S.  O.  Staley,  Kearney 

• Isaiah  Lukens,  Tekamah Harry  W.  Benson,  Oakland 

• Z.  E.  Matheny,  Bellwood L.  J.  Ekeler,  David  City 

..L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Max  Coe,  Wakefield Clarence  A.  Piersen,  Pender 

J.  B.  Pankau,  Dalton H.  H.  Grimm,  Sidney 

,H.  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

• James  B.  Brown,  Clarkson W.  J.  Kavan,  Clarkson 

• P.  H.  J.  Carothers,  Broken  Bow Theo.  Koefoot,  Jr.,  Broken  Bow 

Chas.  E.  Hranac,  Cozad P.  B.  Olsson,  Lexington 

,D.  B.  Wengert,  Fremont W.  H.  Hill,  Fremont 

•J.  C.  Hickman,  Geneva V.  V.  Smrha,  Milligan 

F.  E.  Nail,  Franklin D.  S.  Rosenberg,  Franklin 

E.  J.  Smith,  Burwell F.  A.  Barta,  Ord 

C.  R.  Brott,  Beatrice Donald  Penner,  Beatrice 

E.  E.  Colglazier,  Grant J.  L.  McFee,  Ogallala 

Howard  Royer,  Grand  Island J.  A.  Proffitt,  Grand  Island 

D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

R.  P.  Luce,  Fairbury M.  J.  Powell,  Fairbury 

Eugene  VanAckeran,  Tecumseh J.  A.  Lanspa,  Tecumseb 

Paul  A.  Royal,  Lincoln R.  R.  Rembolt,  Lincoln 

Stanley  Drasky,  North  Platte G.  T.  Anderson,  North  Platte 

R.  H.  Kohtz,  Bloomfield E.  G.  Surber,  Norfolk 

R.  R.  Douglas,  Clarks E.  T.  Zikmund,  Central  City 

Kenneth  R.  Dalton,  Genoa Ed  R.  Slavik,  Fullerton 

• F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

E.  G.  DeFlon,  Cbadron R.  D.  Sinclair,  Chadron 

C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

•.James  Kelley,  Omaha H.  M.  Jahr,  Omaha 

Glenn  Burbridge,  Nebr.  City C.  R.  Williams,  Syracuse 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Walter  M.  Reiner,  Holdrege W.  A.  Shreck,  Holdrege 

R.  C.  Anderson,  Columbus E.  G.  Brillhart,  Columbus 

D.  T.  Kelley,  Osceola Richard  Delfs,  Shelby 

,L.  V.  Brennan,  Falls  City Wm.  Shepherd,  Falls  City 

Rodney  K.  Johnson,  Friend Richard  W.  Homan,  Crete 

W.  W.  Noyes,  Ceresco C.  W.  Way,  Wahoo 

Kenneth  Ohme,  Mitchell J.  B.  Shrock,  Scottsbluff 

C.  F.  Hille,  Beaver  Crossing Richard  D.  Smith,  Seward 

Fay  Smith,  Imperial E.  F.  Leininger,  McCook 

R.  E.  Penry,  Hebron Rudolph  F.  Decker,  Byron 

W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Wm.  Wegmann,  Bladen S.  H.  O’Neill,  Blue  Hill 

J.  S.  Bell.  York B.  N.  Greenberg,  York 
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nctung  tfiis  on  your  o^ce  ivall  ( 


Here  is  a message  every  patient  should  see.  It 
appears  in  full  color  in  LIFE  and  other  national  mag- 
azines—reaching  more  than  23  million  people. 

Would  you  like  a copy  for  your  reception  room?  Write 
to  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Same  things  pu  should  know  about  being  a good  patient 


No>  212  in  a serJei  of  jneyjwgfey  from  ParJee,  Dav/»;;;;<St-Co, 
on  fho  impori<mc^  of  prompt  and  prcp&r  modktdmxtrov 


■;  OR  your  own  sake,  as  well  as  your  doctors  it  is  vitally 
; important  to  be  a "good  patient.” 

^ Often  it  is  your  co-operation  with  your  doctor  that 

makes  the  difference  between  an  early  recovery  and  a late  one, 
between  a minor  illness  and  a serious  one. 

Here  are  some  of  the  ways  you  can  help  your  doctor,  and 
yourself: 

1.  If  you  feel  sick,  call  your  doctor  at  once.  Don't  wait  for  a 
serious  illness  to  develop  before  you  ask  his  help.  The  sooner 
he  sees  you,  the  more  he  can  do  to  help  you  avoid  a major 
illness. 

2.  Before  you  telephone  your  doctor,  make  a list  of  the 
questions  you  want  to  ask  him.  Have  a paper  and  a pencil 
handy  when  you  call,  so  that  you  may  lake  down  his  instnic* 
tions.  This  way  you  will  save  your  doctor's  time,  and 
remember  accuraUly  what  he  tells  you. 

3.  Answer  your  doctor's  questions  fully.  A previous  illness 
may  not  seem  to  you  to  have  any  bearing  on  your  present 
condition.  But  to  your  doctor  it  might  furnish  a valuable  clue. 
Tell  him  complete  facts.  Let  him  decide  what  is  important. 

4.  Follow  your  doctor's  instructions  exactly.  If  he  prescribes 
medicine,  take  it  according  to  directions.  Remember,  a larger 
dose  than  that  prescribed  won’t  cure  you  faster.  .And  it  might 
be  harmful. 

5.  Never  use  medicine  prescribed  for  somebody  else,  or  for 
a previous  illness  of  your  own.  However  similar  your 
symptoms  may  appear  to  you,  the  nature  of  your  illness  may 
be  quite  different.  Only  your  doctor  can  accurately  diagnose 
your  trouble  and  prescribe  proper  treatment. 

6.  If  your  doctor  advises  an  operation,  don't  put  it  off.  With 
modem  surgery,  modern  hospital  care,  you  seldom  have  rea- 
son to  fear  an  operation. 

7.  The  new  medical  treatments  you  read  about  in  the  popular 
press  aren't  likely  to  be  news  to  your  doctor.  If  your  doctor 
has  not  recommended  a new  treatment  to  you.  it  is  probably 
because  there  are  still  some  questions  about  its  value,  some 
limitations  not  stressed  in  popular  reports,  or  some  factors  in 
your  case  which  would  make  the  treatment  undesirable  or 
ineffective  (or  you. 

8.  Don't  ask  your  doctor  to  advise  you  about  members  of 
your  family  whom  he  himself  has  not  seen.  He  cannot  risk 
giving  an  opinion  about  a patient  of  whose  condition  he  has 
no  firsthand  knowledge. 


Makers  of  medicines  prescribed  by  physicians 

emrfUCHT  IM*.  PAWKC.  DAVIS  D COMPANY 


PARKE,  DAVIS  & CO. 


end  Menyfee/vring 
(oborafenti,  Oetroff  32,  Mkfi, 
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Why  more  Doctors 
are  using 

Webster- Chicago 

ciecGiim.LC  7/lemjyu/ 

The  portable,  light  weight  Webster-Chicago 
Electronic  Memory  Wire  Recorder  is  solving 
one  of  today’s  most  difficult  problems— help- 
ing doctors  to  increase  the  effectiveness  of 
their  working  hours  and  to  see  more  patients. 

It  is  widely  used  in  consultations  to  record 
the  patient’s  case  history  for  comparison  and 
analysis.  Significant  details  are  retained  for 
later  reference,  nothing  forgotten.  Consulta- 
tion opinions  and  running  comments  made 
during  treatment  may  be  played  back  as  de- 
sired ...  or  transcribed  later  by  a stenographer. 

Recordings  may  be  kept  indefinitely,  re- 
played thousands  of  times...  or  erased  simply 
by  re-recording  on  the  same  wire.  Just  plug 
the  Electronic  Memory  into  an  AC  outlet  and 
it  is  ready  to  record  or  playback  any  sound.  A 
sensitive  microphone  and  three  spools  of  pre- 
tested Electronic  Memory  Recording  Wire  are 
supplied  and  can  be  stored  in  the  detachable  lid. 

Mail  the  coupon  for  booklet  describing  and 

illustrating  America’s  leading  Wire  Recorder. 


WEBSTER'CHICACO 


£.Le.ct/LOTLLc.  TTLeMvaji^ 


ire -Recorder 


Please  send  me  a copy  of  "The  Etec- 
fronic  Memory  for  Commercial  and  Pro- 
fessional Use." 


j Name ■ 

! Address . 

I City Zone State | 

I WEBSTER-CHICAGO  CORPORATION,  Dept.  M6  | 

I 5610  West  Bloomingdale  Ave.,  Chicago  39,  III.  | 

U J 


RADIUM  • RADON 


s?5  Se/UMce  ta 


Modern  Laboratories 
Olid  Equipment;  Exper- 
ienced Technical  Staff; 
Orders  Accurately  and 
Promptly  Executed. 


RADIUM  & RADON  CORP. 

Telephone  Ran.  8855  • 25  E.  Washington  St. 

CHICAGO  2,  ILL. 

9 to  5 Mon.  through  Fri.  • Sat.  9 to  12 


r 
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A REPORT  AND  CHART  ON  PENICILLIN 
TREATMENT 

A report  on  “The  Status  of  Penicillin  in  the  Treat- 
ment of  Syphilis,”  issued  December  1,  1947,  by  tlis 
Syphilis  Study  Section,  National  Institute  of  Health, 
United  States  Public  Health  Service,  to  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association,  was  published  in  the  March  27, 
1948  issue  of  the  Journal  of  the  American  Medical 
Association. 

The  report  was  prepared  for  the  purpose  of  sum- 
marizing for  the  practicing  physician  the  principal 
facts  of  clinical  importance  with  regard  to  penicil- 
lin in  syphilis,  including  treatment  of  the  various 
stages  of  syphilis,  schedules  as  presently  advised, 
and  posttreatment  observation. 

A chart,  based  on  this  report,  has  been  prepared 
in  the  Venereal  Disease  Division.  The  chart  is  en- 
titled “Examples  of  Acceptable  Penicillin  Sched- 
ules,” and  is  now  ready  for  distribution.  It  will  also 
appear  in  the  June  1948  issue  of  the  Journal  of 
Venereal  Disease  Information. 

Reprints  of  the  report  and  copies  of  the  chart 
may  be  obtained  through  the  Venereal  Disease  Di- 
vision. Both  will  be  distributed  at  the  1948  session 
of  the  American  Medical  Association  and  the  Amer  - 
ican Venereal  Disease  Association  to  be  held  in  Chi- 
cago on  June  20  and  21. 
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“Ethi  cal  Service 
to  the  Profession’' 

PJteaud^  SidAxuoal  Ca. 

1619  Howard  St. 

AQUILA  COURT 

WEbster  3600  Omaha 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 

/ PHYSICIANsX 
SURGEONS 


PREMIUMS 


CLAIMS 


COME  FROM 


\ DENTISTS  / 


2 


GO  TO 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Also  Hospital  Expense  for  Members’  Wives  and  Children 


85c  out  of  each  $1.00  gross  income  used 
for  members’  benefits 


$3,000,000.00 
INVESTED  ASSETS 


$15,000,000.00 
PAID  FOR  CLAIMS 


$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 
400  FIRST  NATIONAL  BANK  BLDG.  OMAHA  2,  NEBR. 


The  Acousticon  Imperial  features  an  entire 
series  of  11  receivers  — 8 magnetic  air  re- 
ceivers and  3 bone  receivers  — each  pitched 
differently.  These  can  be  called  “Hearing 
Lenses”  because  they  correct  sounds  before 
they  enter  your  ear — as  optical  lenses  cor- 
rect images  before  they  reach  your  eyes. 

LOUIS  M.  HANCOCK,  DiST. 

916  Stuart  Bldg. 

LINCOLN  NEBR. 


Tuberculosis  Abstracts 

For  the  first  time  in  the  long  history  of  tuber- 
culosis there  is  a drug  which,  if  used  in  certain 
forms  of  tuberculosis  at  the  proper  time  and  in 
suitable  dosage,  will  favorably  influence  the  course 
of  the  disease.  In  streptomycin  physicians  have 
not  a specific  but  a new  weapon  to  be  added  to 
those  they  are  already  using  so  effectively. 

STREPTOMYCIN  IN  TUBERCULOSIS 

Although  attempts  to  attack  tuberculosis  by 
chemotherapeutic  means  are  as  old  as  our  knowl- 
edge of  the  disease,  it  was  not  until  1940  that  Feld- 
man, Hinshaw  and  Moses  reported  that  promin  had 
a striking  effect  on  tuberculosis  induced  in  guinea 
pigs.  Attempts  to  use  this  and  a few  other  drugs 
clinically  followed.  The  results  were  suggestive 
but  never  fully  convincing,  possibly  because  the 
sulfone  compounds  were  found  to  be  too  toxic  in  the 
dosage  required  for  treatment  of  human  beings. 

From  the  first,  the  antibiotic  streptomycin  gave 
great  promise  as  an  agent  for  suppressing  tuber- 
culosis. In  early  reports  Schatz  and  Waksman 
noted  that  a human  strain  of  Mycobacterium  tu- 
berculosis was  sensitive  to  streptomycin  in  yitro 
and  further  inyestigations  by  Feldman  and  Hin- 
ehaw  proyed  conclusiyely  that  streptomycin  would 
arrest  and  at  times  even  apparently  eradicate  well 
established  tuberculosis  in  the  highly  susceptible 
guinea  pig. 

The  clinical  use  of  streptomycin  for  tuberculosis 
was  begun  in  December,  1944,  and  has  been  used 
by  the  author  and  his  colleagues  in  more  than  100 
cases  of  tuberculosis  of  various  types.  At  present 
(March,  1948)  more  than  500  additional  patients 
are  being  treated  with  streptomycin  at  selected  in- 
stitutions under  the  auspices  of  the  American  Tru- 
deau Society  as  well  as  a large  number  elsewhere. 

In  all  discussions  of  the  therapeutic  possibilities 
of  streptomycin  in  tuberculosis  the  situation  must 
be  viewed  in  proper  perspective.  The  ability  of 
streptomycin  to  suppress  the  disease  is  unique  and 
at  times  apparently  remarkable.  The  limitations 
of  streptomycin  are  just  as  real.  Because  of  cer- 
tain toxic  potentialities,  its  inadequacy  in  some 
clinical  situations,  and  the  expense  of  prolonged 
periods  of  treatment,  the  indiscriminate  use  of 
streptomycin  in  the  treatment  of  tuberculosis  must 
be  discouraged. 

The  use  of  streptomycin  in  tuberculosis  is  indi- 
cated in  all  forms  of  hematogenic  disease,  including 
generalized  miliary  tuberculosis  and  meningitis, 
the  prognosis  of  which  has  hitherto  been  regarded 
as  hopeless.  Of  12  patients  who  had  disease  of 
this  type  and  were  treated  with  streptomycin  at 
the  Mayo  Clinic,  four  are  living  after  six  to  12 
months.  In  treating  tuberculous  meningitis  it  is 
imperative  that  streptomycin  be  given  both  par- 
enterally  and  intrathecally  and  as  early  as  pos- 
sible in  the  course  of  the  disease. 

Pulmonary  tuberculosis  suitable  for  treatment 
with  streptomycin  includes  recent  lesions  of 
bronchiogenic  dissemination,  exudative  lesions,  and 
all  recent  but  rapidly  progressive  tuberculosis 
which  is  not  likely  to  be  controlled  by  the  usual 
methods.  Pulmonary  tuberculosis  has  been  treated 
satisfactorily  by  daily  doses  of  from  one  to  three 
Gm.,  administered  parenterally,  for  a period  of 
from  two  to  six  months.  Clinical  improvement  is 
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! noted  early  and  can  usually  be  demonstrated  roent- 
i genographically  within  one  to  two  months.  Cavities, 

; especially  if  thick  walled,  are  apt  to  remain  patent. 

: Sputum  findings  are  changed  from  positive  to  neg- 
ative in  about  half  of  the  cases  of  far  advanced 
pulmonary  tuberculosis. 

The  patient  whose  pulmonary  tuberculosis  has 
, improved  during  treatment  with  streptomycin  us- 
ually continues  to  improve  after  this  treatment  is 
discontinued. 

The  use  of  streptomycin  in  pulmonary  tuber- 
: culosis  possibly  is  indicated  as  an  adjunct  to  surgical 
i procedures,  such  as  lobectomy,  pneumonectomy  and 
f even  thoracoplasty.  Streptomycin  has  been  used 
i with  notable  success  in  tuberculosis  of  the  hypo- 
pharynx,  larynx  and  tracheobronchial  tree.  Tu- 
berculosis draining  sinuses  have  responded  well  to 
treatment  with  streptomycin,  even  those  of  long 
duration. 

Streptomycin  therapy  has  shown  encouraging 
results  with  cases  of  tuberculosis  of  the  alimentary 
tract  and  peritoneum  and  tuberculosis  of  bones  and 
joints. 

Streptomycin  has  been  somewhat  disappointing 
in  the  treatment  of  some  cases  of  tuberculosis  of 
the  genitourinary  tract.  Marked  symptomatic  im- 
provement occurs  in  more  than  50  per  cent  of  such 
cases  and  the  degree  of  tuberculous  bacilluria  us- 
ually is  reduced.  It  is  not  a substitute  for  surgical 
procedures  in  cases  of  unilateral  renal  tuberculosis. 

Among  tuberculous  conditions  in  which  strepto- 
mycin is  not  indicated  are  included  all  cases  in 
which  satisfactory  progress  is  made  oh  a regimen 
consisting  of  the  usual  therapeutic  measures.  This 
category  would  include  most  cases  of  minimal  pul- 
monary tuberculosis.  The  potential  toxicity  of 
streptomycin  appears  to  be  sufficient  to  deny  the 
drug  to  patients  w’ho  can  make  a satisfactory  re- 
covery without  it. 

At  present  chronic  fibrocaseous  pulmonary  tuber- 
culosis is  not  considered  suitable  for  treatment 
with  streptomycin  except  in  combination  with  sur- 
gery nor  are  terminal  cases  of  destructive  pulmon- 
ary tuberculosis  except  as  a palliative  procedure. 
Treatment  of  tuberculosis  empyema  with  strep- 
tomycin has  been  disappointing. 

It  must  always  be  emphasized  that  treatment 
with  streptomycin  is  not  a substitute  for  rest  in 
bed  and  sanatorium  care,  which  are  still  funda- 
mental in  the  treatment  of  tuberculosis.  It  cannot 
be  expected  to  supersede  collapse  therapy  and  oth- 
er surgical  procedures  when  these  are  indicated. 

Our  knowledge  of  streptomycin  is  still  in  a state 
of  flux.  Its  ultimate  place  in  the  treatment  of 
some  types  of  tuberculosis  will  be  determined  only 
after  the  extensive  clinical  investigation  now  under 
way  is  complete.  Experience  with  this  antibiotic 
agent  has  proved  that  tuberculosis  is  a disease 
amenable  to  antibacteral  therapy  and  it  is  hoped 
that  other  usable  agents  will  be  forthcoming. 

Suggested  reading: 

1.  Rep.  of  Council  of  Phar.  and  Chem.,  J.A.M.A., 
Nov.  8,  1947. 

2.  Am.  Rev.  Tuberc.,  Nov.  and  Dec.,  1947.  21 

articles. 

3.  North  Carolina  M.  J.,  Nov.,  1947.  3 articles. 

4.  Nat.  Tuberc.  A.  Bull.,  Dec.,  1947. 

5.  Ann.  Int.  Med.,  May,  1945. 

6.  Ann.  Int.  Med.,  Nov.  and  Dec.,  1947. 

Streptomycin  in  Tuberculosis,  H.  Corwin  Hinshaw,  M.D., 
Marjorie  M.  Pyle,  M.D.,  and  William  H.  Feldman,  D.V.M.,  The 
American  Journal  of  Medicine,  May,  1947. 


For  simple  diagnosis  of... 

URINE-SUGAR 

CLINITEST 

TABLET  NO-HEATING 
METHOD 

SIMPLE  AND  SPEEDY 

Drop  one  Clinitest  Tablet  in 
indicated  amount  of  diluted  urine — watch 
for  reaction — compare  with  color  scale. 

OCCULT  BLOOD 

HEMATEST 

TABLET  METHOD 

SIMPLE  TECHNIC 

Place  one  drop  of  specimen 
solution  or  suspension  on  fil- 
ter paper.  Set  Hematest 
Tablet  in  center  of  moist  area  and  allow 
2 drops  water  to  trickle  down  from  top 
of  tablet  to  paper.  Color  reaction  on 
paper  denotes  presence  of  blood. 

Full  information  on  request. 

AMES  COMPANY,  INC. 

ELKHART,  INDIANA 
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COOK  COUNTY 
GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 

SURGERY — Intensive  Course  in  Surgical  Technique, 
Two  Weeks,  starting  July  19,  August  16,  Septem- 
ber 27. 

Surgical  Technique,  Surgical  Anatomy  and  Clinical 
Surgery,  Four  Weeks,  starting  June  21,  August  2, 
September  13. 

Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks, 
starting  July  6,  August  16,  September  27. 

Surgery  of  Colon  and  Rectum,  One  Week.  . starting 
June  14,  September  20. 

Surgical  Pathology  Every  Two  Weeks. 

UROLOGY — Intensive  Course,  Two  Weeks,  starting  Sep- 
tember 27. 

FRACTURES  AND  TRAUMATIC  SURGERY— Intensive 
Course.  Two  Weeks,  starting  June  7,  October  25. 

OPHTHALMOLOGY  — Intensive  Coui-se,  Two  Weeks, 
starting  September  20. 

Refraction  Methods,  Four  Weeks,  starting  October  11. 

Ocular  Fundus  Diseases,  One  Week,  starting  June  7, 
November  15. 

GYNECOLOGY — Intensive  Course,  Two  Weeks,  starting 
September  13. 

Vaginal  Approach  to  Pelvic  Surgery,  One  Week, 
starting  September  27. 

OBSTETRICS — Intensive  Course,  Two  Weeks,  starting 
June  21,  September  27. 

MEDICINE — Intensive  Course,  Two  Weeks,  starting  Oc- 
tober 11. 

Personal  Course  in  Gastroscopy,  Two  Weeks,  starting 
June  28,  July  12. 

Electrocardiography  and  Heart  Disease,  Two  Weeks, 
starting  August  2. 

DERMATOLOGY — Formal  Course,  Two  Weeks,  start- 
ing October  4. 

Clinical  Course  Every  Two  Weeks. 

OTOLARYNGOLOGY  — Intensive  Course,  Two  Weeks, 
Starting  October  18. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address : 

Registrar.  427  South  Honore  Street.  Chicago  12.  Illinois 


Laboratories  of 
Clinical  Pathology 


731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 

TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals." 


RECENT  INCREASE  IN  HEART  DISEASE  IN 
WOMEN  MAY  BE  FROM  SMOKING 

Smoking  may  have  something  to  do  with  the 
higher  incidence  of  coronary  thrombosis  among 
women  in  the  past  30  years,  according  to  an  article 
appearing  in  the  current  issue  of  Hygeia,  the  health 
magazine  of  the  American  Medical  Association. 

“Four  groups  of  one  thousand  patients  each 
(smokers,  nonsmokers,  coronary  thrombosis  and 
non-thrombosis)  were  subjected  to  statistical  analy- 
sis. On  the  average  smokers  were  found  to  get 
coronary  thrombosis  10  years  earlier  than  non- 
smokers.  Although  not  a cause  of  the  disease, 
smoking  is  considered  by  many  heart  specialists  to 
be  a factor,”  the  author,  Irene  E.  Soehren,  Dallas, 
Ore.,  states. 

In  coronary  thrombosis  a clot  forms  in  one  of 
the  coronary  arteries,  and  a portion  of  the  heart 
muscle  is  deprived  of  blood  for  a length  of  time 
sufficient  to  do  damage.  , 

“Probably  as  many  as  one  man  in  30  and  one 
woman  in  90  over  40  years  of  age  will  suffer  an 
attack  of  coronary  thrombosis  this  year.  Thousands 
of  men  and  women  who  have  had  coronary  throm- 
bosis may  reasonably  expect  to  live  many  more 
years  and  lead  comparatively  normal,  useful  lives. 
Rest  and  reassurance  are  two  of  the  most  important 
forms  of  treatment. 

“The  fifth  day  is  the  most  worrisome,”  Miss 
Soehren  continues.  “All  the  area  of  the  heart  sup- 
plied by  the  closed  artery  and  its  branches  is 


incapacitated.  Hemorrhage  and  death  of  the  tissue 
take  place.  The  height  of  softness  in  this  area  is 
reached  the  fifth  day,  when  it  is  most  subject  to 
rupture.  If  rupture  occurs,  the  internal  bleeding  is 
nearly  always  fatal. 

“But  if  the  patient  gets  past  the  first  week,  one 
can  breathe  easier.  Complete  healing  takes  six  or 
eight  weeks.  The  muscle  deprived  of  blood  no  long- 
er contracts.  It  dies,  and  scar  tissue  forms.  Heal- 
ing of  the  injured  area  has  been  effected,  but  the 
heart’s  efficiency  is  reduced  in  proportion  to  the 
extent  of  the  muscle  damage. 

“Many  patients  go  back  to  so  nearly  normal  that 
one  cannot  tell  they  have  had  a coronary  attack,” 
the  writer  asserts. 

As  life  expectancy  increases,  more  people  than 
ever  will  die  of  coronary  heart  disease.  “But 
through  the  use  of  the  new  anticoagulant  drugs, 
heparin  and  dicumarol,  more  and  more  will  survive 
the  first  attack. 

“Today  coronary  thrombosis  is  not  a death  sen- 
tence.” 


MINNESOTA  BLUE  SHIELD 

Incorporated  in  the  early  part  of  1947,  Blue  Shield 
in  Minnesota  began  active  enrollment  late  in  No- 
vember, 1947.  On  January  31,  after  only  ten  weeks 
of  active  solicitation,  a total  of  10,000  persons  were 
reported  to  have  been  signed  as  members. 
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AN  OLD  LANDMARK  GOES 
A nostalgic  note  in  the  national  venereal  dis- 
ease control  program  is  encountered  with  the  re- 
cent announcement  of  the  discontinuance  of  the 
USPHS-VD  clinic  in  the  old  Free  Bath  House  of 
the  National  Park  Service,  Hot  Springs  National 
Park,  Ark.  One  of  the  oldest  venereal  disease 
clinics  in  the  country,  the  Bath  House  will  be 
remembered  by  many  staff  members  in  the  Di- 
vision who  received  early  clinical  experience  there. 

Venereal  disease  diagnostic  activities  have  been 
transferred  to  the  Garland  County-Hot  Springs  City 
Health  Department. 


CLASSIFIED  ADS 


PHYSICIAN  VETERAN— Now  completing 
surgical  residency  with  6 months  surgical 
pathology  desires  to  become  affiliated  with 
active  surgeon  in  Omaha  or  vicinity.  Creigh- 
ton graduate  1945,  National  Board  of  Medical 
Examiners.  Write  Box  No.  81,  c/o  Nebraska 
State  Medical  Journal,  416  Federal  Securities 
Bldg.,  Lincoln  8,  Nebr. 


CLASSIFIED  AD  — Young  physician,  26, 
married,  desires  association  with  a group  or 
location  for  general  practice  while  awaiting 
residency  in  Internal  Medicine  which  begins 
January  1,  1949.  Available  July  1.  Informa- 
tion appreciated.  Write  Box  81,  Nebraska 
State  Medical  Journal,  416  Fed.  Securities 
Bldg.,  Lincoln  8,  Nebraska. 
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Both  Medicine  and  Dentistry  must  thank 
Edward  Jennet  (1749-1823)  for  direct  and  in- 
direct contributions  to  the  professions’  prog- 
ress in  the  prevention  of  disease. 

Smallpox  was  deadly;  but  so  was  its  "pre- 
vention” by  inoculation,  brought  from 
Turkey  to  England  in  1718.  Then  rumors 
spread  through  the  Gloucestershire  country- 
side that  milkmaids  who  had  suffered  cow-pox 
were  immune  to  smallpox.  With  his  success- 
ful vaccination  of  little  Jimmy  Phipps,  using 
matter  from  the  infected  hand  of  Dairymaid 
Sarah  Nelmes  in  1796,  Jenner  had  the  proof. 

Disease  could  be  prevented!  Not  only 


smallpox,  diphtheria,  scarlet  fever  and  ty- 
phoid, but  diseases  of  the  mouth  as  well  — 
thanks  to  Jennet’s  contemporary,  the  French 
dentist,  Jean-Baptiste  Gariot. 

Prevention  Today,  for  most  physicians 
and  dentists,  includes  more  than  prevention 
of  disease.  It  includes  prevention  of  the  help- 
lessness and  injustice  which  the  doctor  knows 
would  attend  most  malpractice  claims  or 
suits — if  it  were  not  for  the  preventive  counsel, 
confidential  service  and  complete  protection 
assured  by  the  Medical  Protective  policy,  de- 
veloped through  nearly  50  years’  experience. 


Professional  Protection  exclusively.  . .since  1899 
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organization.  It  is  through  the  efforts  and 
intensive  work  of  Dr.  Harold  Morgan  of  Lin- 
coln, and  his  Committee,  that  the  Founda- 
tion has  become  a reality. 

What  the  Foundation  aims  to  achieve  is 

i EDITORIAL 

THE  NEBRASKA  MEDICAL 

FOUNDATION 

On  another  page  in  this  issue,  255,  the 
reader  will  find  the  Articles  of  Incorporation 
of  the  Nebraska  Medical  Foundation.  For 
the  past  several  years  a good  many  physi- 
cians in  Nebraska  have  been  considering  the 
possibility  of  establishing  an  institution 
! sponsored  and  supported  by  the  physicians 
in  this  State  in  order  that  the  profession  may 
carry  on  an  effective  medical  educational 
program  consistent  with  the  dignity  and 
idealism  of  the  profession.  At  the  present 
time  so  far  as  our  educational  work  is  con- 
cerned, aside  from  the  annual  sessions  of  the 
Association  and  the  annual  sessions  of  the 
Omaha  Mid-West  Clinical  Society,  together 
with  a few  other  local  efforts,  little  is  being 
done  for  the  practitioner  and  practically 
nothing  for  the  undergraduate.  The  student 
loan  fund  has  always  been  inadequate.  The 
: inadequacy,  it  is  agreed  by  all  who  know  of 
■ its  functions,  stems  from  the  shortage  of 
funds  as  well  as  from  lack  of  provision  for 
! loans  to  students  who  have  not  yet  entered 
medical  training.  It  has  been  pointed  out 
I repeatedly  that  many  young  men  with  ex- 
I cellent  potentialities  for  medical  achievement 
j have  been  kept  out  of  melical  schools  because 
' of  lack  of  financial  resources. 

I These  and  many  other  factors  have  been 
i a stimulus  as  well  as  a challenge  to  the  Ne- 
I braska  State  Medical  Association.  It  was  in 
I response  to  this  attitude  that  at  its  mid-win- 
1 ter  session  of  1948,  the  Council  of  the  Associ- 
! ation  authorized  a committee  to  look  into  the 
[ possibility  of  establishing  a foundation  the 
i main  piu*pose  of  which  was  to  remedy  some 
1 of  the  deficiencies  in  our  functions  as  a State 


fully  stated  in  its  Articles  of  Incorporation. 
How  well  it  will  be  able  to  carry  out  these 
aims  will  depend  entirely  upon  the  resources 
which  will  be  made  available.  This  in  turn, 
as  Dr.  Morgan  points  out  in  his  remarks,  will 
be  largely  determined  by  the  enthusiasm  and 
support  given  by  the  individual  members  of 
our  Association.  Dr.  Morgan’s  observation 
that  “unless  the  doctors  themselves  show  en- 
thusiasm for  the  project  lay  groups  cannot 
be  expected  to  cooperate,”  is  well  taken.  We 
believe  it  is  equally  true  that  many  individ- 
uals and  commercial  institutions  could  be 
listed  as  donors  and  supporters  of  the  Foun- 
dation at  the  suggestion  of  our  members  who 
frequently  are  personal  friends  of  these  po- 
tential donors.  The  enlistment  of  lay  sup- 
port will  be  up  largely  though  not  exclusive- 
ly to  the  officers  of  the  organization  through 
whatever  channels  they  may  find  useful. 
Our  immediate  interest  at  this  time  however, 
lies  in  the  attitude  of  our  members  towards 
the  institution. 

This  Journal  believes  that  the  Foundation 
is  one  of  the  greatest  achievements  of  medi- 
cine in  this  State.  Aside  from  improving 
medicine  and  medical  care  in  Nebraska  its 
major  feature  is  the  respect  it  will  create  for 
organized  medicine  and  the  dignity  it  will 
bestow  upon  each  member  of  the  profession. 
We  are  fully  aware  of  the  frequent,  almost 
daily  demands  upon  the  doctor  for  contribu- 
tions to  this  and  that  and  every  other  project 
and  the  pressure  that  is  sometimes  put  upon 
each  of  us  to  “come  through.”  It  is  not  with- 
in the  realm  of  this  editorial  to  elaborate 
upon  the  recent  epidemic  of  solicitation  of 
funds,  nor  is  it  within  our  province  to  classi- 
fy these  solicitations  as  worthy  or  otherwise. 
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We  leave  that  to  the  judgment  of  the  indi- 
vidual physician.  Support  of  the  Foundation 
by  the  doctor  cannot  and  should  not  be  clas- 
sified as  charity.  Contributions  to  the  Ne- 
braska Medical  Foundation  should  be  con- 
sidered an  investment  which  will  bring  divi- 
dends far  greater  than  can  be  measured  di- 
rectly in  dollars  and  cents.  The  dividends 
will  be  in  the  terms  of  dignity  to  the  prac- 
titioner and  faith  in  the  future.  These  con- 
tributions will  manifest  an  expression  of  de- 
votion and  service  to  the  people  of  Nebraska. 


REMARKS  BY  DR.  HAROLD  MORGAN 
President  of  the  Foundation 

The  formation  of  the  Nebraska  Medical 
Foundation  Inc.,  is  a direct  challenge  to  every 
doctor  in  Nebraska. 

Publicity,  developing  upon  the  announce- 
ment, that  the  Nebraska  State  Medical  As- 
sociation was  sponsoring  such  a move  was 
carried  in  practically  every  newspaper  in  the 
state  and  the  wire  services  relayed  the  story 
from  coast  to  coast. 

The  Foundation  has  an  appeal  to  various 
lay  groups,  such  as  no  other  activity  of  the 
State  Medical  Association  has  ever  carried. 
As  a manifestation  of  interest  congratula- 
tions have  poured  in  to  the  state  office.  One 
group  of  university  professors  expressed  the 
belief  that  the  educational  aims  of  the  Foun- 
dation, that  is,  total  scholarships  for  needy 
medical  students  plus  the  plans  for  support 
of  intra  and  extra  mural  post  graduate  teach- 
ing is  one  of  the  greatest  educational  ad- 
vances ever  made  in  this  state.  The  Re- 
search Activities  that  may  be  made  available 
thru  the  Foundation  have  already  drawn  the 
attenion  of  commercial  organizations.  A Ne- 
braska phaiTnaceutical  firm  has  signified  its 
desire  to  aid  the  Foundation  thru  a most 
liberal  pledge.  The  announcement  of  the  ex- 
act details  of  this  gift  will  have  to  await  the 
action  of  its  Board  of  Directors.  Members  of 
the  legal  profession  have  expressed  their  in- 
terest in  the  purposes  of  the  Foundation  and 
it  has  been  suggested  by  them  that  all  at- 
torneys in  the  state  receive  full  details  of  the 
Trust  provisions  of  the  Foundation  in  order 
that  they  may  assist  their  clients  in  making 
testamantory  provisions.  0 1 h e r benefac- 
tions are  known  to  be  in  the  process  of  con- 
sideration. 

The  Nebraska  Medical  Foundation  has  had 
a momentous  and  auspicious  start.  But  what 


of  the  medical  profession  itself?  All  eyes  are 
turned  upon  us  as  a group.  The  question  is 
ali-eady  being  asked.  Will  the  doctors  con- 
tribute to  the  Foundation?  The  incorpora- 
tors have  answered  this  question  in  the  af-  I 
firmative.  Each  one  of  them  has  contribu- 
ted ^100.  It  is  not  too  much  to  expect  that 
the  medical  group  will  contribute  at  least  | 
$100,000.  With  approximately  1200  physi- 
cians in  the  state  it  is  estimated  that  every  jl 
member  of  the  Nebraska  Medical  Associa-  Ij 
tion  will  give  or  pledge  $100.  Some,  we  know,  5 
will  want  to  give  or  provide  more,  either  | 
thru  estates,  cash  donations,  or  thru  a spe- 
cial  insurance  program.  The  tax  benefits  of  i 
such  giving  are  attractive  and  will  bear  in-  I 
vestigation.  Other  doctors  may  not  be  in  a t 
position  to  give  $100,  but  they  can  give 
something. 

If  we  are  going  to  succeed  we  must  be  able 
to  say  “The  Medical  Profession  is  backing 
the  purposes  of  the  Foundation  100%.”  Fail- 
ing this  goal,  how  can  we,  with  sincerity,  so- 
licit funds  from  the  laity?  It  is  past  com- 
prehension that  we  ask  other  people  to  do  ' 
what  we  ourselves  are  not  willing  to  do. 

Having  read  the  Articles  of  Incorporation, 
it  must  be  apparent  that  there  is  really  little 
that  is  worth  while  that  cannot  be  accom- 
plished thru  the  Foundation.  It  has  been 
carefully  planned  so  that  the  donor  may  have 
absolute  confidence  that  his  gift  will  be  ad- 
ministered according  to  his  intent.  This  j 
Foundation  will  exist  and  will  be  serving  the  ? 
people  of  the  state,  the  medical  schools  and  [ 
the  medical  profession  long  after  most  of  us  | 
pass  on.  ' . 

The  Council  of  the  Nebraska  State  Med-  ^ 
ical  Association  has  become  a part  of  the  | 
Board  of  Trustees  of  the  Nebraska  Medical  f 
Foundation.  Upon  the  individual  Council-  [ 
lors  will  rest  the  responsibility  of  seeing  that  I 
every  doctor  in  his  district  is  made  aware  of  j 
the  purposes  of  the  Foundation.  It  should 
become  the  self  imposed  duty  of  every  coun- 
cillor to  see  that  every  doctor  in  his  district 
subscribe  something  to  the  Foundation.  Ev- 
ery councillor-trustee  will  be  called  upon  to 
further  the  post  graduate  aims  of  the  Foun- 
dation. There  is  work  and  hard  work  ahead  I 
for  all  of  us.  The  reward  will  be  our  ability  I 
to  say,  “This  is  one  of  our  answers  to  Social-  | 
ized  Medicine.  This  is  a private  initiative  at 
its  highest  plane.  We  are  devoting  our  time 
and  our  money  to  help  students,  doctors, 
medical  schools  and  hospitals  to  help  the 
people  of  our  state.”  i 
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Fellow  Members  of  the  Nebraska  State  Medical 
Association : 

I have  always  had  a suppressed  desire  to  give  ex- 
pression to  things  I want  to  say,  without  having 
what  I had  to  say  edited,  censored  and/or  rewritten. 

When  Dr.  Jahr  asked  me  if  I wanted  a President’s 
page,  I jumped  at  the  opportunity  and  thought  per- 
haps it  might  be  well  to  break  the  precedent  by  cre- 
ating a very  informal  column  of  a chatty  nature  in 
which  I might  cut  loose  on  any  subject  pertinent 
to  the  interests  of  Nebraska  medicine.  This  month 
I chose  “The  Business  of  Medicine  in  Nebraska.” 

Medicine  in  Nebraska  is  big  business — it 
runs  into  millions,  with  hundreds  of  produc- 
tion units  scattered  over  the  entire  state. 
To  be  fully  successful,  all  the  individual  pro- 
duction plants  must  integrate  the  activities 
and  the  labor,  so  to  speak,  so  that  the  eco- 
nomic operation  may  be  most  efficient.  In 
other  words,  we  must  follow  business  prin- 
ciples of  operation  if  we  are  to  meet  the 
needs  of  public  health,  preventive  medicine, 
and  good  therapy. 

That  is  what  the  State  Medical  Associa- 
tion is  trying  to  do.  We  have  a central  op- 
erating headquarters  and  a managing  staff, 
with  Mr.  M.  C.  Smith  and  his  associates 
working  in  this  capacity.  We  have  a Board 


of  Directors  for  our  business  institution,  the 
Council.  This  Council  has  its  own  chairman 
and  reviews  business  and  policies  of  the  as- 
sociation, recommending  or  rejecting  them 
for  approval  of  the  stockholders.  Then  there 
is  an  Executive  Committee  (the  trustees), 
who  have  special  obligations,  particularly 
with  respect  to  the  financial  responsibilities 
of  the  association. 

The  House  of  Delegates  is  the  elective 
representative  of  the  stockholders  and  the 
laborers  (the  doctors  who  are  individual  pro- 
ductive units).  The  production  units  all  over 
the  commonwealth  are  linked  together  into 
distributing  organizations  known  as  The 
County  Societies.  These  smaller  groups  elect 
their  representatives  as  delgates  to  repre- 
sent their  interests  for  the  business  unit  as 
a whole.  The  stockholders  again  elect  the 
officers  of  the  association. 

As  president  of  this  Association  I am  not 
as  much  concerned  over  the  council,  trustees, 
or  the  House  of  Delegates  as  over:  a — the  in- 
dividual production  units,  the  doctors  them- 
selves, b— the  County  Society  and  the  Dis- 
trict Society,  and  c — the  Committees  of  the 
Association.  I shall  speak  briefly  concern- 
ing these  three  groups.  You,  as  a doctor, 
have  made  an  investment  in  your  individual 
medical  production  unit  in  the  form  of  your 
education,  your  office,  or  clinic  your  home 
and  your  social  connections.  If  you  are  to 
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operate  efficiently  to  the  best  interests  of 
your  community  and  to  the  medical  associa- 
tion of  the  State  of  Nebraska,  you  have  se- 
rious responsibilities.  It  is  essential  that  you 
as  an  individual  become  the  leader  in  every 
community  health  and  welfare  project  re- 
lated to  the  well-being*  of  your  community. 
Unless  you  do  this,  you  have  missed  one  of 
your  greatest  opportunities. 

Second,  it  is  your  responsibility  to  the 
community  and  your  individual  patients  to 
g-ive  the  best  medical  care  you  can  supply. 

Third,  it  is  essential  that  you  take  an 
active  part  in  the  political,  religious  and  so- 
cial life  of  the  community.  If  this  is  done 
to  the  best  of  your  ability,  you  will  be  con- 
tributing to  the  finest  medical-public  rela- 
tions program  that  could  possibly  be  devel- 
oped. 

We  come  now  to  the  County  Society,  or  the 
Councillor  District.  Sometimes  I realize  that 
it  is  impossible,  because  of  the  few  doctors, 
to  make  an  interesting  County  Society  meet- 
ing. However,  District  meetings  or  meet- 
ings of  groups  of  Societies  are  a worthy 
method  of  bringing  the  problems  of  the  in- 
dividual membership  into  the  open.  The  so- 
cial relationship  connected  with  the  County 
Society  activities  is  very  important.  The  so- 
cial hour  and  the  dinner  prior  to  the  meeting 
relieves  tension,  irons  out  local  frictions 
and  generally  tends  to  bring  about  closer 
friendships.  Discussion  of  scientific  and 
economic  problems  is  vital  to  the  success  of 
this  endeavor.  We  have  hundreds  of  fine 
young  men  who  are  now  taking  their  places 
in  our  communities.  These  should  be  devel- 
oped as  future  leaders  of  the  profession.  This 
is  the  place  for  them  to  start. 

Some  of  our  Committees  are  faced  with 
definite  problems.  In  comparing  the  activity 
of  these  committees  with  big  business,  we 
might  say  that  they  are  so-called  highly  spe- 
cialized survey  units  trying  to  smooth  out 
the  operation  of  the  machine  of  medicine, 
which  we  are  operating.  I have  endeavored 
to  select  the  membership  to  these  commit- 
tees from  men  who  I felt  were  particularly 
fit  for  the  special  job  they  have;  so  if  you 
are  a committeeman,  regard  yourself  as  a 
carefully  hand-picked  individual  of  whom  we 
are  expecting  great  results.  If  we  are  to  im- 
prove our  product  and  make  progress,  we 
cannot  be  satisfied  with  past  efforts.  It  has 
been  said  that  “tradition  is  the  enemy  of 
progress.”  Unless  we  constantly  look  for- 
ward, the  practice  of  medicine  will  step  back- 


wards. Your  House  of  Delegates  has  voted 
an  increase  in  dues,  ($30  a year).  This  is  a 
business  assessment  to  make  the  business 
more  productive.  If  this  assessment  is  to  be 
used  in  the  most  economic  manner,  it  means 
that  we  must  take  very  accurate  stock  of 
our  assets  and  our  resources,  and  our  short- 
comings, and  build  up  our  assets  for  the  pro- 
tection of  our  institutions,  which  are  found- 
ed upon  the  highest  principles  of  human  en- 
deavor. These  must  be  maintained  by  free- 
dom of  opportunity  to  give  the  best  medical 
care  possible  to  every  living  human  being  in 
our  commonwealth. 

The  State  Planning  Committee  has  been 
assigned  to  the  job  of  assaying  our  assets 
and  resources  and  laying  out  a program  of 
conservation  and  increased  .production, 
which  can  go  into  operation  the  first  of  next 
year.  Your  cooperation,  and  your  untiring 
effort  in  any  part  you  can  play  towards  the 
success  of  this  project  is  essential. 

J.  E.  M.  THOMSON,  M.D. 

P.  S.  Any  individual  or  collective  problems 
you  may  have  I will  welcome  the  privilege  to 
help  in  their  solution — either  privately  or  in 
this  column. 


Read  the  minutes  of  the  Council  and  the 
House  of  Delegates  on  page  246. 


The  U.  S.  Civil  Service  Commission  has  announced 
an  examination  for  filling  Medical  Officer  (Rotat- 
ing Intern  and  Psychiatric  Resident)  positions  in 
St,  Elizabeths  Hospital,  Washington,  D.  C. 

Medical  Officers  (Rotating  Intern)  are  paid 
$2,200  for  the  first  year  and  $2,400  for  the  second 
year.  Medical  Officers  (Psychiatric  Resident)  are 
paid  from  $2,400  to  $4,100  a year,  depending  upon 
the  amount  of  approved  post  graduate  training  the 
applicant  has  completed.  Appointments  are  open 
for  July  1,  1949.  Internships  consist  of  two  years 
of  rotating  service,  and  Psychiatric  Residencies  con- 
sist of  one  to  three  years  in  psychiatry.  To  qualify 
for  Internships  applicants  must  be  third  or  fourth 
year  students  in  an  approved  Medical  School.  Ap- 
plicants for  Psychiatric  Residencies  must  be  gradu- 
ates of  an  approved  medical  school,  and,  in  addition, 
they  must  have  completed  an  approved  internship 
or  must  now  be  serving  such  an  internship.  No 
written  test  is  required  for  the  Medical  Officer 
positions. 

Application  forms  may  be  secured  from  the  U.  S. 
Civil  Service  Commission,  Washington  25,  D.  C., 
from  most  first  and  second-class  post  offices,  and 
from  Civil  Service  regional  offices.  Applications 
will  be  accepted  until  further  notice  in  the  Commis- 
sion’s Washington  office. 

U.  S.  CIVIL  SERVICE  COMMISSION. 


Abdominal  Allergy"^ 

JOHN  M.  SHELDON,  M.D. 
Ann  Arbor,  Michigan 


I should  like  to  bring  to  your  attention 
some  of  the  few  facts  that  we  know  concern- 
ing gastrointestinal  allergy,  interspersed 
with  some  of  my  ideas  concerning  this  par- 
ticular problem. 

To  begin  with,  I believe  it  wise  that  we 
define  the  meaning  of  “gastrointestinal  al- 
lergy.” We  do  not  include  that  group  of 
symptoms  due  to  primary  food  intolerance. 
In  other  words,  those  individuals  who  do  not 
tolerate  such  things  as  onions,  cucumbers, 
radishes, — the  problem  does  not  rightly  be- 
long in  this  discussion.  Neither  do  conditions 
that  are  associated  with  other  allergic  dis- 
turbances which  in  other  ways  result  in  the 
production  of  gastrointestinal  tract  symp- 
toms. 

Let  us  take  the  asthmatic  patient  as  an 
example.  Many  asthmatics  do  have  abdom- 
inal distress,  a feeling  of  distention,  very 
often  belching  and  flatulence.  Frequently 
such  patients  complain  of  food  intolerance, 
sometimes  of  intolerance  to  any  article  of 
diet  during  their  acute  attacks.  Very  often, 
however  these  people  will  not  have  any  gas- 
trointestinal symptoms  when  they  are  entire- 
ly free  of  their  asthmatic  paroxysm,  in  spite 
of  ingestion  of  previously  non-tolerated 
foods. 

Such  responses  referable  to  the  gastroin- 
testinal tract  in  such  instances  are  not  re- 
lated to  an  allergen  and  therefore  would  not 
belong  to  gastrointestinal  allergy. 

There  are  certain  symtoms  that  may  arise 
from  the  union  of  an  antigen  with  the  tissue 
cells  and  rightly  belong  to  the  category  of 
gastrointestinal  allergy.  The  incidence  of 
such  reactions  is  not  clearly  known  since 
there  is  no  accurate  data  on  the  subject.  I 
would  infer  from  our  particular  experience 
that  it  is  not  unusual. 

Feinberg,  Rowe  and  others  have  empha- 
sized that  gastrointestinal  allergy  has  not 
been  properly  considered  by  clinicians  and 
that  it  bears  further  elucidation  and  more 
careful  consideration  in  patients  having  gas- 
trointestinal symptoms. 

*This  paper  represents  an  informal,  but  very  instructive  dis- 
cussion at  the  Annual  Sessions  of  the  Nebraska  State  Medical 
Association  held  in  Omaha  April  28  to  May  1,  1947.  The  Ques- 
tion and  Answer  period  was  particularly  interesting.  We  re- 
gret that  this  phase  of  the  discussion  is  not  available  for  pub- 
lication.— Editor. 


Another  point  I should  like  to  stress  in  re- 
gard to  intestinal  allergy  and  food  allergy, 
is  that  ingested  substances  are  not  necessar- 
ily the  only  factors  that  are  important  in  pro- 
ducing the  action  of  allergic  response.  You 
are  all  familiar  with  nausea  and  symptoms 
referable  to  the  gastrointestinal  tract  after 
the  administration  of  some  foreign  protein 
or  some  particular  drug,  and  there  are  in- 
stances in  which  it  has  been  proven  that  the 
response  is  associated  with  definite  hyper- 
emia, edema  and  extra-cellular  fluid  typical- 
ly related  to  a true  allergenic  response. 

When  may  one  properly  suspect  that  he  is 
dealing  with  an  abdominal  allergy  ? The 
presence  of  anticedent  or  concomittant  al- 
lergic disturbances  such  as  asthma,  hay  fe- 
ver and  eczema  is  the  best  criteria.  The  find- 
ing of  a peripheral  blood  eosinophilia  is  a 
further  helpful  guide. 

There  has  been  considerable  experimental 
data  in  connection  with  the  problem  of  gas- 
trointestinal allergy  and  I should  like  to  re- 
late a few  of  the  fundamental  observations. 

Gulzow,  quite  some  time  ago,  sensitized 
dogs  and  following  sensitization  they  did 
gastroscopic  examinations  of  the  stomach 
mucosa.  Simultaneously  they  injected  intra- 
venously material  to  which  the  animals  had 
been  previously  sensitized  and  they  found 
definite  changes  consisting  of  muscle  spasm, 
hyperemia,  edema  and  hypersecretory  ac- 
tivity. 

In  human  beings  this  experimental  work 
has  been  carried  out  by  Pollard,  Stewart  and 
many  others.  They  have  found  essentially 
the  same  type  of  reactions.  In  observing  the 
mucous  membrane  of  the  stomach  before  on- 
set of  symptoms  or  before  exposing  the  pa- 
tient to  the  substance  to  which  he  was  sen- 
sitized, they  invariably  showed  in  their  nine 
cases  a normal  mucosa;  then  the  patients 
were  permitted  to  ingest  a small  quantity  of 
the  substance  to  which  they  were  sensitized 
and  further  observations  were  made  of  the 
gastric  mucosa  by  means  of  the  gastroscope. 
In  all  instances  hypersecretory  activity, 
muscle  spasm,  and  hyperemia  could  be  ob- 
served in  a matter  of  a few  minutes. 

Another  very  fundamental  experiment  to 
substantiate  the  possibility  of  this  not  usual 
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but  still  not  rare  situation  has  been  carried 
out  by  Matthew  Walzer  and  others  in  New 
York.  In  experiments  with  monkeys  they 
were  able  to  transfer  serum  from  normally 
sensitized  human  beings  and  in  these  same 
animals  they  had  previously  carried  out  en- 
terostomies or  colostomies;  they  then  would 
permit  the  experimental  animal  to  ingest  the 
food  to  which  the  human  was  sensitized  and 
at  the  loop  of  bowel  which  was  brought  to 
view,  they  could  demonstrate  the  presence 
of  a hyperseci'etory  activity,  hyperemia,  and 
muscle  spasm. 

Their  experiments  were  carried  to  human 
patients — who  had  had  colostomies  or  ileos- 
tomies previously.  Here  again  they  were 
able  to  observe  similar  changes  to  those 
found  in  the  monkeys. 

So  there  seems  little  doubt  that  such  re- 
sponses can  occur  and  furthermore,  this 
would  suggest  the  specificity  of  the  shock 
site  by  demonstrating  these  responses  only 
in  the  gastrointestinal  tract  in  both  monkeys 
and  in  normal  serum-transfused  patients. 

In  considering  the  definite  clinical  entities 
that  may  occur  in  association  with  gastroin- 
testinal allergy,  I think  we  might  classify 
them  under  various  headings.  Perhaps  the 
first  would  be  simple  food  intolerance— those 
patients  who  complain  of  gaseous  eructation, 
abdominal  distention,  flatulence,  vague  ab- 
dominal pain  coming  in  cycles  or  being  per- 
sistent for  varying  periods  of  time,  but  in 
general  having  a tendency  for  a very  definite 
cyclic  relationship. 

In  any  individual  who  has  this  group  of 
symptoms  and  who  also  has  other  definite 
allergic  disturbances,  particularly  manifesta- 
tions involving  the  skin  and  respiratory 
tract,  one  has  a right  to  suspect  a specific 
food  or  drug  as  a factor  in  producing  the 
symptoms. 

There  are  no  cut-and-dried  diagnostic  cri- 
teria that  will  differentiate  these  individuals 
from  those  who  have  symptoms  from  other 
causes,  and  the  differentiation  must  depend 
upon  diagnosis  by  exclusion. 

Another  type  one  might  put  under  the 
heading  of  cyclic  or  recurrent  vomiting.  This 
has  had  a number  of  synonyms.  However, 
it  primarily  is  a condition  occurring  in  chil- 
dren, with  repeated  episodes  of  acute  gastro- 
intestinal upset,  occasionally  associated  with 
diarrhea.  In  some  of  those  patients  there  is 
a positive  family  history  of  allergy  or  other 
evidence  of  allergic  disturbance. 


Another  group  that  one  might  consider — 
those  associated  with  diarrhea,  usually  re- 
lated to  hypermobility  and  spasm  of  the 
small  intestine  and  more  frequently  of  the 
colon.  In  this  group  simple  diarrhea  may 
occur  more  commonly  from  such  substances 
as  pork  and  particularly  pork  fat,  seafoods, 
and  egg.  There  are  still  individual  instances 
that  have  been  reported  and  attributed  to 
any  one  of  another  group  of  foods. 

Occasionally  we  see  simple  diarrheas  as- 
sociated with  food  sensitization  develop  into 
frank  ulcerative  colitis.  One  would  not  think 
of  allergy  first  in  diarrhea  of  youngsters,  but 
by  exclusion  the  diagnosis  may  in  instances 
be  made. 

A still  more  common  type  of  diarrhea 
comes  under  the  heading  of  simple  colitis  and 
ulcerative  colitis.  There  is  much  evidence 
to  suggest  that  these  two  conditions  may  at 
some  time  in  their  course  have  definite  al- 
lergic factors.  There  have  been  two  schools 
of  thought,  one  led  by  Macky  and  Andreson 
who  believe  that  in  the  first  phase  of  ulcer- 
ative colitis  there  is  always  an  allergic  fac- 
tor. As  we  reach  the  second  phase  in  the 
disease  the  incidence  becomes  much  less,  and 
as  we  have  the  third  cycle  of  ulcerative 
colitis,  the  food  sensitivity  plays  little  or  no 
role.  Macky  and  Andreson  found  food  al- 
lergy important  in  72%  of  patients  in  the 
early  (first)'  phase  of  ulcerative  colitis  and 
gave  symptomatic  relief  by  food  withdrawal. 

On  the  other  hand,  less  than  15%  have 
any  relief  whatsoever  by  withdrawal  of  the 
food  in  the  second  phase,  that  is,  after  they 
have  had  their  period  of  exacerbation,  gone 
into  a period  of  remission,  and  then  start 
into  exacerbation  again. 

In  general  I would  like  to  say  that  my  own 
personal  feeling  is  that  there  are  instances 
in  which  food  sensitivity  or  drug  sensitivity 
plays  a very  important  role  in  the  production 
of  symptoms  in  ulcerative  colitis. 

There  is  one  other  group  of  abdominal  al- 
lergic conditions  that  might  be  put  under  the 
heading  of  acute  abdominal  crises.  The  old- 
est recognized  and  perhaps  most  frequent  in 
occurrence  is  that  described  by  Osier  as  long 
as  49  years  ago,  manifesting  itself  with  pur- 
pura and  an  acute  gastrointestinal  upset.  At 
the  time  of  Osier’s  writing,  he  referred  to  it 
only  as  an  acute  abdominal  crisis  that  might 
well  be  explained  at  a later  date  on  the  basis 
of  anaphylaxis.  I believe  unquestionably 
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that  his  early  considerations  are  correct.  In 
certain  instances  of  Henoch’s  or  Schonlein’s 
purpura,  there  is  evidence  of  food  or  drug 
factors. 

There  is  still  another  group  in  which  pur- 
pura does  not  occur  and  in  which  there  may 
not  be  joint  manifestations  and  which  are 
characterized  by  an  acute  onset,  abdominal 
pain  that  may  occur  over  any  portion  of  the 
abdomen,  with  abdominal  distention,  nausea, 
vomiting  and  in  certain  instances  accompa- 
nying diarrhea.  This  is  of  extremely  rare 
occurrence. 

Generally  speaking  I feel  that  one  should 
have  the  problem  in  mind  and  should  realize 
that  the  diagnosis  of  gastrointestinal  allergy 
is  primarily  made  on  the  basis  of  exclusion; 
that  it  is  a relatively  uncommon  condition, 
but  that  it  is  a very  distinct  clinical  entity 
and  again,  one  has  a right  to  suspect  the  pos- 
sibility, when  the  patient  has  other  frank 
allergic  manifestations  and  especially  if  there 
is  an  associated  skin  allergy  such  as  urticaria 
and  angioneurotic  edema. 

In  the  way  of  treatment  of  acute  or  chron- 
ic allergic  situations  of  the  gastrointestinal 
tract,  particularly  in  the  acute  phase,  one 
may  consider  the  advisability  of  administer- 
ing epinepherine  hydrochloride.  In  many  in- 
stances ephedrine  will  give  these  patients 
prompt  relief  just  as  it  will  in  asthmatic 


paroxysms.  However,  should  the  drug  fail 
to  give  relief  one  must  not  exclude  the  pos- 
sibility of  gastrointestinal  allergy. 

More  recently  the  advent  of  the  antihista- 
minic  drugs  offers  another  therapeutic  pos- 
sibility. The  very  few  patients  that  we  have 
had  occasion  to  see  since  the  advent  of  these 
drugs  have  shown  very  prompt,  spectacular 
relief  of  their  gastrointestinal  allergic  symp- 
toms, when  given  benadryl,  pyrabenzamine 
or  other  antihistaminics.  There  is  perhaps 
one  exception,  and  that  is  in  ulcerative 
colitis. 

In  a long  range  program  for  control  of  G.  I. 
allergy,  one  has  to  consider  the  problem  of 
finding  the  particular  cause  and  eliminating 
it.  One  has  to  be  certain  that  food  is  not 
being  ingested  in  a masked  form.  In  other 
words,  the  patient  may  be  taking  the  food 
to  which  he  is  sensitive  in  a food  mixture  un- 
known to  him.  Complete  elimination  is  a 
primary  necessity  for  relief.  Desensitization 
has  not  proved  to  be  of  any  particular  value. 

Lastly  I should  like  to  emphasize  that  ab- 
dominal allergy  is  a hazardous  diagnosis,  al- 
though it  may  be  a real  one;  that  generally 
it  is  one  made  by  exclusion  rather  than  by 
inclusion.  If  the  possibility  is  constantly 
kept  in  mind,  there  will  be  certain  patients 
that  will  have  spectacular  and  striking  re- 
lief of  their  gastrointestinal  symptoms. 


❖ ❖ ❖ 


BIG,  BRAWNY  MUSCLES  NO  TRUE  INDICATION  OF  PHYSICAL  FITNESS 


Big  brawny  muscles — the  kind  that  athletes  often 
display  in  competitive  sports — are  no  true  indica- 
tion of  physical  fitness,  according  to  a report  of  the 
subcommittee  of  the  Baruch  Committee  on  Physical 
Medicine  which  appears  in  the  March  13  issue  of 
The  Journal  of  the  American  Medical  Association. 

“A  clear  definition  of  the  term  physical  fitness  is 
elusive,”  says  the  committee,  which  is  composed 
of  Drs.  Robert  C.  Darling,  Ludwig  W.  Eichna 
and  Harold  G.  Wolff,  of  New  York,  and  Clark  W. 
Heath,  of  Cambridge. 

“The  purely  physical  requirements  of  various 
tasks,  whether  they  be  jobs  or  physical  feats,  are 
too  varied  to  be  determinable  by  any  one  set  of  cri- 
teria,” the  committee’s  report  says,  adding: 

“Many  instances  can  be  cited  in  the  army  and 
in  civilian  life  of  persons  well  endowed  physically 
who  could  not  carry  on  practical  tasks  because  of 
the  emotional  and  psychological  elements  involved.” 
The  article  pointed  to  the  many  persons  with 
poor  physical  equipment  and  even  defects  who, 
judged  by  accomplishment,  are  fit  to  carry  on  their 
jobs.  “The  only  final  test  of  fitness,”  the  report 
says,  “seems  to  be  the  ability  to  perform  the  task 
desired  without  undue  fatigue  or  exhaustion.” 


The  committee  explained  that  it  was  difficult 
to  set  up  universal  standards  of  fitness  because 
of  “the  large  number  of  persons  with  physical  de- 
fects who  cannot  be  judged  by  fixed  standards  but 
who,  we  know,  can  often  carry  on  an  active  and 
useful  life,”  and  thereby  be  considered  fit. 

“The  purpose  of  the  usual  medical  examination 
is  to  discover  organic  physical  defects,”  the  reports 
says.  “It  is  highly  desirable,  however,  to  extend 
the  scope  of  the  physical  examination.  In  rela- 
tionship to  fitness  it  is  necessary  not  merely  to 
discover  defects  but  to  consider  the  potential  per- 
formance of  the  patient  in  spite  of  his  defects.  For 
example,  defective  sight  or  hearing,  especially  if 
helped  by  glasses  or  hearing  aids,  may  be  no  handi- 
cap to  daily  life.  Good  insight  and  strong  motiva- 
tion on  the  part  of  the  patient  can  overcome  even 
severe  handicaps.  In  general  one  may  say  that 
organic  disease  and  abnormalities  affect  fitness  only 
when  they  reduce  physical  and  mental  activity  below 
that  necessary  for  the  effective  carrying  on  the  pa- 
tient’s job.” 

The  committee  concluded  that  the  routine  medical 
history  and  physical  examination  can  and  should  do 
more  than  assess  physical  defects. 


Program  for  Improvement  of  Psychiatric 
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The  problems  in  psychiatric  care  are  wide- 
spread throughout  the  country  and,  for  that 
matter,  over  the  world.  These  problems  have 
been  called  to  the  attention  of  all  groups  in 
medical  journals  and  in  the  more  popular 
magazines.  The  difficulties  in  psychiatric 
care  are  not  unique  in  any  one  area,  but  have 
developed  because  of  the  large  number  of 
people  who  need  psychiatric  care,  and  the 
limitation  in  personnel  qualified  to  give  psy- 
chiatric aid.  The  problems  are  certainly  not 
limited  to  Nebraska,  because  Nebraska  has 
made  a good  showing  throughout  the  years. 

As  far  back  as  1907,  Dr.  G.  Alexander 
Young,  Sr.,  then  superintendent  at  the  Nor- 
folk State  Hospital,  started  a nursing  school 
within  the  State  Hospital  which  functioned 
for  a number  of  years.  Throughout  the  years 
since,  there  have  always  been  capable  psy- 
chiatrists in  charge  of  our  State  Institutions 
but  they  have  experienced  frustration  in 
carrying  out  their  desired  program,  because 
of  limitation  in  personnel  and  in  budgeting 
resources.  In  recent  years,  the  group  of 
state  hospital  physicians  has  been  particu- 
larly active,  and  their  achievements,  both 
legislative  and  educational,  with  increase  in 
personnel,  have  been  obtained  only  by  their 
aggressive  efforts. 

In  the  field  of  private  psychiatric  hospital 
care,  Nebraska  has  been  far  advanced.  The 
situation  in  Omaha,  which  at  one  time  had 
psychiatric  wards  in  four  of  the  general  hos- 
])itals,  in  addition  to  the  psychiatric  division 
at  the  Douglas  County  Hospital,  was  unique 
throughout  the  country.  At  the  request  of 
the  American  Psychiatric  Association,  the 
Omaha  situation  was  the  topic  of  a paper  at 
the  Annual  Meeting  in  1939.  It  is  unfortun- 
ate that  in  recent  years  the  psychiatric  divi- 
sions at  the  Methodist  and  Clarkson  Hospit- 
als have  been  closed  due  to  the  pressing  need 
of  beds  for  medical  and  surgical  cases,  which, 
incidentally,  were  felt  to  be  more  remunera- 
tive to  the  hospitals. 

In  the  past  few  years,  the  plans  for  im- 
provement in  psychiatric  care  have  empha- 
sized an  educational  program  for  the  general 
public,  and  more  particularly,  for  the  train- 


ing of  psychiatric  personnel.  This  would  in- 
clude psychiatrists  and  other  associates  in 
psychiatric  care,  namely,  psychologists,  so- 
cial workers,  nurses,  nurse  aids,  and  what 
are  referred  to  as  attendants,  but  better 
called  psychiatric  aids.  This  increase  in  psy- 
chiatric personnel  is  needed  for  private  care ; 
for  the  state  hospital  group ; for  consultation 
purposes  in  juvenile  court  and  other  correc- 
tive institutions;  for  community  clinics  in 
the  form  of  child  guidance  clinics;  and  for 
the  large  number  of  trained  personnel  needed 
to  give  the  veterans  proper  psychiatric  care. 
If  the  problem  is  an  educational  one,  then  for 
its  solution  it  is  necessary  to  utilize  the  facil- 
ities of  teaching  institutions  and  the  best 
equipped  educational  institutions  for  such  a 
program  are  medical  schools.  The  education- 
al program  is  needed  at  many  levels  since 
the  education  of  the  psychiatrist  proceeds 
through  undergraduate  to  graduate  training. 
Also,  there  is  a need  for  postgraduate  courses 
for  the  general  practitioner  and  specialists  in 
other  fields  than  psychiatry.  Associated  with 
the  medical  school,  there  should  be  a psychi- 
atric program  for  nurses,  and  also  a program 
of  an  educational  nature  is  needed  for  the 
psychiatric  aids  and  lay  groups. 

ADVISORY  COMMITTEE 
As  a means  of  instituting  an  educational 
program,  it  was  felt  that  there  should  be 
some  planning  by  a group  of  psychiatrists, 
aided  by  a small  group  of  interested  lay  peo- 
ple. Such  a group  has  been  formed  and 
meets  monthly  under  the  name  of  the  Uni- 
versity of  Nebraska  Advisory  Committee  in 
Psychiatry.  The  membership  of  this  group 
consists  of  the  psychiatric  teaching  staff  at 
the  University  of  Nebraska  College  of  Medi- 
cine, the  three  State  Hospital  Superintend- 
ents or  Medical  Directors,  and  a group  of 
five  interested  lay  people.  As  a result  of 
meetings  of  this  group,  there  has  been  a mu- 
tual exchange  of  problems  and  interests.  Con- 
cerning these  various  psychiatric  problems 
and  objectives,  there  seems  to  be  a general 
agreement.  There  has  developed  an  interest 
in  assisting  the  different  members  of  the 
group  with  their  particular  problems.  It  is 
also  suggested  that  this  Advisory  Committee 
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might  constitute  an  unofficial  representative 
of  psychiatry  in  Nebraska,  and  could  be  util- 
ized as  a group  that  will  recommend  action 
in  regard  to  programs  of  a psychiatric  na- 
ture, and  might  meet  with  agencies  who  seek 
psychiatric  advice.  There  was  particular 
agreement  among  members  of  the  Advisory 
Committee  on  the  great  need  for  an  increase 
in  psychiatric  personnel  and  for  a training 
program  as  a means  of  accomplishing  this 
goal. 

In  a search  for  psychiatric  personnel,  it 
has  been  evident  that  it  is  most  difficult  to 
interest  people  in  other  parts  of  the  country 
to  come  to  Nebraska  and  help  us  with  our 
problems  in  psychiatric  care.  It  is  the  opin- 
ion of  this  group  that  we  must  train  our  own 
personnel,  and  preferably  individuals  with  a 
midwestern  background.  It  was  also  the  con- 
sensus of  opinion  of  this  group  that  the 
training  program  should  be  oriented  around 
the  University  of  Nebraska  College  of  Med- 
icine. This  seemed  particularly  appropriate 
in  view  of  the  opening  of  the  new  University 
of  Nebraska  Psychiatric  Unit  at  the  Douglas 
County  Hospital.  This  unit  has  been  devel- 
eped  largely  through  the  initiative  of  Dr. 
Harold  C.  Lueth,  Dean  of  the  University  of 
Nebraska  College  of  Medicine.  The  unit  con- 
sists of  a psychiatric  division  which  will  be 
supervised  and  directed  by  the  University  of 
Nebraska  College  of  Medicine  with  the  con- 
sent and  cooperation  of  the  Douglas  County 
Commissioners,  and  with  the  cooperation  and 
endorsement  of  the  State  Board  of  Control 
and  the  financial  aid  of  the  Unicameral 
Legislature.  This  unit  will  make  possible 
certain  educational  facilities  that  have  not 
existed  in  the  past. 

UNDERGRADUATE  EDUCATION 

In  the  undergraduate  program,  psychiatry 
is  not  taught  as  an  isolated  discipline,  but  as 
a subject  that  infiltrates  the  whole  field  of 
medicine.  Psychiatry  is  introduced  in  the 
Freshman  year  with  the  study  of  the  normal 
personality,  its  growth  and  development.  This 
course  is  introduced  in  the  second  semester 
of  the  Freshman  year,  with  some  utilization 
of  patient  material  for  illustrative  purposes. 
In  the  Sophomore  year,  there  are  2 courses 
of  17  hours  each  in  which  the  student  is 
introduced  to  psychopathology,  the  psycho- 
dynamic aspects  of  psychiatry,  and  to  what 
might  be  called  psychosomatic  medicine.  Dur- 
ing the  third  year  of  medical  school,  there 
are  the  formal  lectures  in  psychiatry,  with 
clinical  demonstrations  and  clinical  clerk- 


ships at  the  University  Hospital  and  the  Ne- 
braska Psychiatric  Unit.  The  Senior  year 
includes  hospital  clinics,  experience  in  the 
dispensary  and  a course  in  what  is  termed 
Diagnostic  Problems,  given  by  a psychiatrist, 
a surgeon  and  an  internist.  The  program  of 
undergraduate  teaching  at  present  devotes 
more  hours  to  Psychiatry  than  ever  before, 
and  emphasis  is  placed  on  the  minor  behavior 
disturbances  of  the  so-called  psychoneurotic 
type. 

GRADUATE  EDUCATION 

A proposed  plan  for  graduate  training  is 
outlined  as  follows,  and  while  not  in  detail, 
gives  some  idea  of  the  expected  education 
of  the  4 first  year  residents  and  the  2 second 
year  residents,  who  to  date  have  expressed 
their  desire  of  beginning  graduate  training 
July  1,  1948.  This  program  is  to  be  centered 
around  the  University  of  Nebraska  Psychi- 
atric Division  at  the  Douglas  County  Hospi- 
tal, and  at  the  same  time  as  part  of  the  train- 
ing program  will  utilize  the  Nebraska  Univer- 
sity Hospital  and  Medical  School  facilities  for 
graduate  instruction  in  the  basic  sciences. 

While  the  care  of  hospitalized  cases  will  be 
most  important,  it  is  hoped  that  a consider- 
able amount  of  time  will  be  spent  in  an  out- 
patient department.  The  graduate  training 
in  Psychiatry  will  be  under  the  direction  of 
Dr.  Robert  S.  Wigton,  and  one  phase  of  the 
program  will  be  under  the  direction  of  Dr. 
Duaine  Doan  at  the  Unit  in  the  Douglas 
County  Hospital.  The  first  year  program  of 
this  three-year  residency  will  be  at  the 
Douglas  County  Hospital,  with  rotation 
through  the  Lutheran  Hospital  Psychiatric 
Department  and  the  Electroencephalograph- 
ic  Laboratory. 

Clinical  experience  at  the  first  year  level 
will  be  in  history-taking,  examination  and 
diagnosis  of  the  cases  in  the  hospital  ward. 
Certain  responsibility  will  be  given  in  the 
treatment  of  the  psychotic  patients,  using 
the  different  shock  therapies. 

The  teaching  program  will  consist  of  ori- 
entation lectures  on  the  history  of  the  devel- 
opment of  psychiatry,  with  emphasis  on 
philosophical  and  psychodynamic  aspects  of 
behavior.  There  also  will  be  time  spent  in 
the  study  of  basic  sciences  at  the  College  of 
Medicine,  some  instruction  in  psychological 
examinations,  an  introduction  to  social  ser- 
vice and  the  part  it  plays  in  psychiatric  care. 
There  will  be  group  conferences,  daily  ward 
rounds,  and  seminars  at  the  University  Hos- 
pital. It  is  hoped  that  there  will  be  weekly 
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conferences  on  cases  in  the  wards  of  the 
University  Hospital,  and  attendance  at  clin- 
ical-pathological and  x-ray  conferences. 

The  second  year  program  will  be  more  flex- 
ible and  dependent  to  a certain  extent  upon 
the  goals  of  the  resident.  If  he  has  as  a goal 
private  practice,  a good  share  of  his  time  will 
be  spent  at  the  University  Hospital,  where 
Neurology  might  be  emphasized  for  a six 
month  period,  and  also,  an  introduction  into 
what  might  be  called  the  psychosomatic  as- 
pects of  medical  practice.  It  is  hoped  that  in 
the  near  future  a child  psychiatrist  will  be 
available,  so  that  there  may  be  adequate  ex- 
perience in  this  particular  sphere. 

To  those  whose  goals  are  directed  toward 
state  hospital  experience,  it  is  felt  that  a 
good  share  of  the  second  year  could  be  spent 
at  the  different  State  Hospitals,  probably 
going  through  them  in  rotation.  Also,  in 
this  group  there  should  be  special  emphasis 
on  training  in  child  psychiatry. 

The  clinical  experience  in  the  second  year 
should  allow  supervisory  experience  in  the 
care  of  cases;  also,  there  should  be  an  in- 
creased amount  of  time  spent  in  the  out-pa- 
tient department,  where  the  emphasis  will  be 
on  the  treatment  of  the  psychoneurotic.  If 
possible,  cases  should  be  carried  through  the 
three-year  period,  as  it  is  only  by  long  exper- 
ience with  cases  under  psychotherapy  that 
one  has  the  proper  understanding  of  prob- 
lems in  this  type  of  care.  Also,  a certain 
amount  of  experience  should  be  with  the  pa- 
tients in  the  general  ward  of  the  University 
Hospital,  and  an  opportunity  to  work  with 
other  services,  such  as  Medicine,  Surgery  and 
Gynecology,  in  a common  working-out  of  the 
patients’  illnesses. 

In  the  third-year  program,  it  is  expected 
that  certain  of  the  Residents  will  spend  most 
of  their  time  at  the  University  Hospital.  On 
the  other  hand,  a resident  may  wish  to  spend 
more  time  at  the  State  Hospitals.  It  is 
expected  that  the  third-year  Resident  might 
have  a top  level  supervisory  position  on  the 
psychiatric  service.  He  should  have  consult- 
ative experience  and  should  continue  to  learn 
psychotherapy,  with  his  work  being  more 
controlled  than  before  by  members  of  the 
staff. 

Finally,  there  should  be  an  opportunity  for 
teaching  nurses,  and  some  experience  with 
teaching  medical  students,  particularly  help- 
ing with  the  clinical  clerkship  in  which  the 
student  is  leai’ning  the  basic  work  in  psy- 


chiatric history-taking  and  examination.  He 
should  have  an  opportunity  for  discussions 
and  lectures  when  a request  comes  for  pres- 
entation of  some  psychiatric  topic  before  lay 
groups. 

As  a part  of  the  graduate  training  program 
it  is  hoped  that  at  the  University  of  Nebras- 
ka Psychiatric  Unit  there  will  be  interns  in 
graduate  work  in  Psychology  and  also  in  so- 
cial service  work,  with  a full-time  psycholo- 
gist and  social  service  worker  in  a supervi- 
sory teaching  position.  It  is  hoped  that  in  the 
future  there  will  be  sufficient  demand  for  the 
development  of  a one  week  course  in  post- 
graduate work  in  psychiatry  for  general 
practitioners  who  feel  the  need  for  further 
psychiatric  understanding  and  insight  in  the 
handling  of  their  general  medical  problems. 
It  is  hoped  that  a small  group  of  perhaps  10 
practicing  physicians  might  feel  that  a 
week’s  stay  at  the  University* would  be  prof- 
itable as  an  educational  experience. 

In  the  training  of  nurses,  it  is  hoped  that 
as  the  County  Hospital  Unit  develops,  there 
will  be  an  increasing  utilization  of  the  facil- 
ities by  affiliated  nursing  schools  throughout 
the  State.  It  may  be  that  in  years  to  come  a 
graduate  training  program  for  nurses  will  be 
instituted. 

It  is  anticipated  that  there  may  be  once 
or  twice  a year  a visiting  psychiatrist-in- 
chief, who  will  for  a week’s  period  take  over 
the  teaching  program.  Also,  it  is  planned  to 
develop  a program  which  would  allow  us  to 
call  back  some  of  our  distinguished  alumni 
who  are  now  in  responsible  positions  in  psy- 
chiatry throughout  the  country.  Perhaps  one 
or  both  these  plans  could  be  in  conjunction 
with  the  Psychosomatic  Institutes  that  have 
been  inaugurated  this  year  at  the  University 
of  Nebraska  College  of  Medicine. 

EXPECTED  RESULTS  OF  TRAINING  PROGRAM 

As  a result  of  the  program  outlined  above, 
there  are  many  achievements  that  may  be 
possible.  In  the  first  place,  with  an  Advisory 
Committee,  there  will  be  a closer  integration 
of  plans  for  psychiatric  care  in  the  State  of 
Nebraska.  Over  a period  of  years,  there 
should  become  a closer  understanding  and  fa- 
miliarity with  our  mutual  problems,  and 
there  should  evolve  an  increased  knowledge 
as  to  ways  and  means  of  handling  problems 
as  they  arise.  As  the  lay  group  becomes 
more  familiar  with  the  problems  of  psychi- 
atric care,  they  can  be  increasingly  helpful 
in  suggestions  as  to  ways  of  mobilizing  lay 
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sentiment  that  will  implement  the  carrying 
out  of  an  integrated  plan.  It  is  the  belief 
that  a small  interested  lay  group  working 
with  psychiatrists  toward  a definite  plan  and 
goal  may  be  more  helpful  than  the  traditional 
Mental  Hygiene  Committee.  Through  the 
years,  there  have  been  sporadic  attempts  to 
develop  a State  Mental  Hygiene  Committee 
related  to  the  National  group,  but  such  a 
group  has  always  disintegrated  because  of 
the  unwieldy  size  of  the  group  and  a plurality 
of  interests. 

From  the  standpoint  of  private  practice, 
such  a training  program  offers  the  possibil- 
ity of  more  men  in  clinical  practice.  At  the 
University  of  Nebraska  College  of  Medicine, 
such  a progi’am  will  allow  for  better  care  of 
patients,  both  hospitalized  and  out-patients, 
and  also  will  give  opportunity  for  research. 
It  is  expected  that  a research  program  will 
come  out  of  this  training  experience  in  which 
some  special  attention  will  be  paid  to  the  psy- 
chiatric problems  that  develop  in  fami  life, 
a field  in  which  relatively  little  research  has 
been  carried  out.  To  the  State  Hospitals, 
such  a program  would  mean  an  increase  in 
personnel  and  the  satisfaction  that  comes 
from  playing  an  integral  part  in  the  Univer- 
sity teaching  progi-am. 

It  is  anticipated  that  this  program  will 
also  train  psychiatrists  who  will  have  an  in- 
terest in  the  development  of  guidance  clinics 
both  for  children  and  adults.  Such  programs 
are  merely  awaiting  the  development  of  per- 
sonnel for  their  initiation.  It  is  to  be  hoped 
that  with  the  training  of  a larger  group  of 
psychiatrists  there  may  be  consultation  work 
with  the  juvenile  court  and  also  other  social 
agencies. 


Another  program  which  is  planned  as 
soon  as  there  is  less  pressure  from  the 
standpoint  of  personnel,  is  the  institution  of 
a course  of  lectures  for  school  teachers, 
which  would  give  them  some  orientation  as  to 
the  emotional  and  personal  needs  of  the  child, 
and  how  they  may  be  best  met  in  the  school 
situation.  Likewise,  parents  have  shown  a 
great  interest  in  mental  hygiene,  particularly 
as  it  applies  to  their  care  of  children,  and  it 
is  felt  that  something  could  be  done  to  ease 
their  insecurity  by  a course  of  lectures. 

SUMMARY 

The  consensus  of  opinion  would  indicate 
that  the  best  way  of  improving  psychiatric 
care  is  by  an  educational  progi’am.  The 
chief  problem  is  the  lack  of  existing  person- 
nel to  care  for  the  many  needs.  In  an  effort 
to  make  our  educational  needs  more  definite, 
a University  of  Nebraska  Advisory  Commit- 
tee on  Psychiatry  has  been  formed,  made  up 
of  the  Psychiatric  Department  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  the 
Superintendents  or  Medical  Directors  of  the 
3 State  Hospitals,  and  a small  group  of  lay 
members.  It  is  the  belief  of  this  group  that 
an  educational  program  should  be  planned 
about  the  University  of  Nebraska  College  of 
Medicine  which  will  allow  for  an  improved 
undergraduate  education,  a graduate  pro- 
gram and  also  postgraduate  instruction  in 
psychiatry. 

An  outline  of  an  undergraduate,  graduate, 
and  post-graduate  training  program  has  been 
made,  and  the  expected  results  of  achieve- 
ment of  our  teaching  goals  have  been  enu- 
merated. 
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TULAREMIA  INCREASE  REPORTED  IN 
OZARKS  REGION 

Tularemia,  or  rabbit  fever,  is  on  the  increase 
in  the  Ozark  Mountain  region,  three  physicians 
report  in  the  May  22  issue  of  The  Journal  of  the 
American  Medical  Association. 

Authors  of  the  report  are  Lieut,  (jg)  Roger  B. 
Bost,  M.C.,  United  States  Naval  Reserve,  Capt. 
S.  C.  Percefull,  M.C.,  United  States  Army  and 
Howell  E.  Leming,  M.D.,  all  of  Fayetteville,  Ark. 

According  to  the  article,  seven  cases  of  tularemia 
were  recorded  from  1936  to  1940.  From  1941  to 
1944,  nine  cases  were  seen,  and  from  1945  to  date, 
38  cases  have  been  treated.  Twenty  cases  have  been 
seen  thus  far  this  year.  Forty-one  of  the  tularemia 
patients  came  from  northwest  Arkansas  and  13 
from  southwest  Missouri. 


“In  contrast  with  statements  concerning  the  usual 
sources  of  the  disease,”  the  article  says,  “it  has  been 
observ’ed  here  that  the  source  of  the  disease  in  63 
per  cent  of  these  cases  was  tick  bites;  in  14  per  cent 
it  was  contact  with  rabbits,  and  in  4 per  cent  con- 
tact with  squirrels.” 

Many  authorities  give  rabbits  as  the  main  cause 
of  tularemia,  some  reporting  that  90  per  cent  of 
all  cases  of  the  disease  come  from  contact  vdth 
these  rodents. 

Analyzing  54  cases  of  tularemia  in  the  Ozarks 
region,  the  physicians  report  successful  use  of  strep- 
tomycin in  its  treatment.  Using  this  antibiotic  in 
27  of  the  54  cases,  they  were  able  to  reduce  the 
mortality  rate  to  zero,  in  contrast  to  a rate  of  14 
per  cent  incurred  in  the  27  cases  in  which  strepto- 
mycin was  not  used. 


SYMPOSIUM  ON  IMMUNIZATION 

Immunization  Against  Influenza" 

WARREN  THOMPSON,  M.D. 

October,  1947 


Since  the  isolation  of  virus  A by  the  British 
investigators.  Smith,  Andrews  and  Laid- 
low(i>  in  1933  and  the  subsequent  isolation 
of  virus  B by  Francis in  this  country  in 
1940,  there  has  been  much  intensive  investi- 
gative work  in  both  the  clinical  and  labor- 
atory fields  in  the  study  of  influenza. 

As  a result  of  these  studies  a vaccine  of 
sufficient  potency  and  safety  has  been  pre- 
pared to  justify  its  trial  in  prevention  of 
these  influenza  types. 

Thus  far  only  the  virus  A and  B have  been 
in  use.  It  is  suspected  that  there  probably 
are  variations  of  the  known  strains  and  that 
the  degree  of  virulence  varies  in  the  differ- 
ent epidemics.  Although  virus  A and  B 
produce  similar  clinical  manifestations,  im- 
munological studies  show  that  immunity  to 
virus  A does  not  give  immunity  to  virus  B, 
and  that  patients  recovering  from  influenza 
A do  not  develop  antibodies  to  influenza  B, 
and  vice  versa^^h  At  least  eight  great  pan- 
demics, with  their  preceding  and  succeeding 
epidemics  have  occurred  from  1580  to  1918 
The  exact  etiology  of  the  influenza  pan- 
demic of  1918  is  still  unknown.  Opinions 
vary  regarding  the  biogenesis  of  the  next 
gi’eat  epidemic  as  evidenced  by  the  state- 
ment that  “The  virus  responsible  for  the 
next  pandemic  will  almost  certainly  be  one 
that  is  unrelated  to  those  now  isolated” 
and  the  viewpoint  of  Francis  — “My  hunch 
is  that  it  would  be  a strain  similar  in  its  basic 
characteristics  to  strains  with  which  we  are 
familiar.”^3> 

Interest  in  influenza  vaccination  was  stim- 
ulated by  the  investigation  and  reports  of 
the  Special  Influenza  Commission  appointed 
through  the  Surgeon  General’s  Office  of  the 
Anny.  In  1943  about  12,500  men  in  the  Army 
Specialized  Training  Program,  located  at  var- 
ious universities  in  different  parts  of  the 
country  were  studied.  One  half  of  this  num- 
ber received  subcutaneously  1 c.c.  of  influen- 
za virus  vaccine  A and  B,  and  the  other  half 
received  a control  injection.  These  studies 
showed  that  during  a subsequent  epidemic  of 
virus  A,  7.1  percent  of  those  receiving  the 
control  injections  and  2.2  percent  of  those  re- 
ceiving the  vaccine  were  affected  with  influ- 
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enza.  Thus  3.2  times  as  many  cases  occurred 
in  the  control  as  in  the  vaccinated.  The  vac- 
cine one  may  conclude,  yielded  encouraging 
results  but,  it  did  not  give  complete  im- 
munity to  influenza. 

In  1945  Hirst^*")  and  his  associates  at  Yale 
University  reported  an  epidemic  of  virus  A 
in  a group  of  550  vaccinated  army  students 
and  1050  unvaccinated  navy  students,  ob- 
served under  almost  identical  conditions.  In 
this  study  132  cases  of  influenza  occurred  in 
the  unvaccinated  naval  group  and  3 cases  in 
the  army  group,  a percentage  12.5  and  0.5 
respectively. 

In  1945  the  entire  army,  some  seven  mil- 
lion men,  were  inoculated  with  influenza  vac- 
cine. Complete  statistical  results  on  this 
mass  vaccination  were  difficult  to  evaluate, 
primarily  because  there  was  no  major  epi- 
demic of  influenza  that  year.  However, 
Salk^"^)  states  that  “When  the  respiratory 
disease  experience  of  the  army  was  compared 
with  that  of  civilian  groups  and  with  that  of 
other  service  units  in  which  vaccination  had 
not  been  done,  it  was  clear  beyond  a doubt 
that  the  incidence  of  the  disease  had  been  re- 
duced.” 

Influenza  vaccine  containing  both  A and  B 
is  prepared  in  various  ways  by  the  different 
pharmaceutical  houses.  Basically  the  vac- 
cines are  the  same  in  that  they  are  obtained 
from  allantoic  fluid  of  embryonated  eggs  in- 
oculated with  influenza  virus,  with  varying 
methods  of  concentrating  and  separating  the 
virus  from  the  egg  fluid.  The  usual  adult 
dose  is  1 c.c.  of  A and  B vaccine  given  sub- 
cutaneously, and  the  dosage  suggested  for 
children  under  5 years  of  age  0.1  to  0.3  c.c., 
from  5 to  10  years  0.5  c.c.  Above  10  years 
the  full  dose  1.0  c.c.  may  be  given.  Van  Gel- 
der^^^  in  a group  of  Navy  men  made  compar- 
ative studies  of  the  subcutaneous  injection 
of  1 c.c.  of  A and  B vaccine  and  0.1  c.c.  of  the 
same  vaccine  given  intradermally.  He  ob- 
served that  the  incidence  of  reactions,  both 
local  and  general,  was  lower  in  the  group  re- 
ceiving the  vaccine  intracutaneously.  It  is 
estimated  that  the  immunity  begins  in  about 
eight  days  and  lasts  from  a few  months  to  a 
year. 

Respiratory  infections  in  the  Telephone 
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Company,  as  well  as  many  other  industries, 
head  the  list  as  causes  of  employee  absentee- 
ism. With  the  forecast  by  epidemiologists 
that  there  would  probably  be  an  epidemic  of 
influenza  in  the  1946-47  season  and  with 
knowledge  of  Army  experience  of  safe  and 
effective  imunization  against  influenza,  the 
Northwestern  Bell  Telephone  Company  de- 
cided to  offer  influenza  vaccine,  on  a volun- 
tary basis  and  at  company  expense,  to  all  em- 
ployees in  the  larger  cities.  In  the  Nebraska- 
South  Dakota  area  the  total  number  of  em- 
ployees offered  vaccination  was  3,473.  The 
total  number  vaccinated  was  2,625,  a total  of 
75.6%  vaccinated.  1 c.c.  of  mixed  A and  B, 
so-called  Army  type  vaccine  was  given  sub- 
cutaneously. Employees  were  requested  to 
answer  questionnaires  regarding  local  and 
general  reactions  and  lost  time  incidental  to 
reactions.  It  must  be  emphasized  that  reports 
were  made  by  the  employees  themselves,  for 
it  was  impossible  for  the  medical  department 
to  check  on  reactions  or  individuals  who  re- 
ported off  duty  on  account  of  reactions. 

Local  and  general  reactions  occurred  in 
about  6 percent  of  the  cases.  In  a total  of 
130,000  vaccinated  in  the  Bell  System  in  nine 
associated  companies  including  our  own,  the 
percentage  of  reactions  varied  from  3.9  to 
6.4.  Recently,  Francis  reported  1,000  vacci- 
nations with  reactions  of  less  than  one  per- 
cent. 

Reactions  simulate  those  following  typhoid 
inoculations  and  may  be  local  or  general.  Lo- 
cal reactions  consist  of  redness,  heat,  swell- 
ing and  pain  at  the  site  of  injections.  Gen- 
eral reactions  usually  occur  in  the  first  24 
hours  and  seldom  last  more  than  a day  or  so. 
They  consist  of  headache,  chilliness,  fever 
and  general  body  aching.  No  severe  reac- 
tions, either  local  or  general,  were  reported  in 
our  group. 

Inasmuch  as  the  vaccine  is  made  by  the  in- 
oculation of  chicken  eggs  with  the  influenza 
virus,  the  question  of  anaphylactic  reactions 
in  those  sensitive  to  eggs  must  be  considered. 
In  our  group  all  employees  were  questioned 
prior  to  inoculation  regarding  the  sensitivity 
to  egg.  Those  with  allergic  histories  were 
not  vaccinated  and  were  urged  to  consult 
their  family  physicians  for  sensitization  tests 
before  being  vaccinated.  Only  one  case  of 
death  from  anaphylactic  reaction  due  to  in- 
fluenza vaccine  has  been  reported  in  the  lit- 
erature The  question  also  arises  regard- 
ing an  increased  egg  sensitivity  following  re- 


peated inoculations  of  the  vaccine.  Although 
this  is  a possibility  it  must  be  rare.  In  our 
own  practice  patients  have  received  second 
and  third  inoculations  of  influenza  vaccine 
without  any  untoward  effects.  Francis has 
shown  that  the  intensity  of  the  reaction  is 
proportional  to  the  virus  content,  and  by  in- 
oculating patients  with  larger  amounts  of 
egg  material  than  is  contained  in  the  vaccine 
without  resulting  reactions,  he  definitely 
proved  that  reactions  are  not  due  to  the  egg 
content. 

There  is  considerable  diversity  of  opinion 
regarding  the  advisability  of  giving  influen- 
za vaccine  during  the  1947-48  season.  Ed- 
salRi*^)  states  “There  is  no  apparent  justifica- 
tion for  widespread  or  routine  use  of  the  vac- 
cine in  the  absence  of  a clearly  defined  epi- 
demic of  influenza  A or  B.  When  a definite 
risk  of  exposure  to  either  type  of  influenza 
exists,  however,  the  vaccine  may  be  used  to 
protect  persons  whose  circumstances  war- 
rant a special  effort  to  prevent  sudden  illness 
such  as  during  the  conduct  of  important  per- 
sonal or  professional  affairs  and  during  trav- 
el. If  the  vaccine  proves  effective  as  long  as 
a year,  its  use  on  a large  scale  in  the  civilian 
population  may  deserve  consideration  in  the 
autumn  of  the  years  that  seem  to  be  sched- 
uled for  one  of  the  periodic  outbreaks  charac- 
teristic of  influenza  in  its  present  form.  In 
a recent  news  item  in  the  World  Herald  titled 
“Flu  Time  Near”  County  Health  Director  L. 
I.  Fatheree  is  quoted  as  saying,  “I  would  rec- 
ommend that  large  employers  consider  using 
influenza  vaccine  to  protect  their  workers 
during  the  coming  season.” 

Perhaps  the  best  opinion  and  answer  to 
this  question  comes  from  the  recent  report  of 
the  Study  Committee  on  Vaccination  against 
Influenza,  of  which  Thomas  Francis,  Jr.  is 
Chairman.  He  states  “In  view  of  these  con- 
siderations a recommendation  for  general 
employment  of  influenza  vaccine  by  health 
departments  is  not  warranted  administra- 
tively at  the  present  time.  On  the  other  hand, 
in  certain  groups  the  prevention  of  influenza, 
even  in  a mild  form,  is  to  be  sought.  These 
comprise  older  individuals  in  whom  the  case 
fatality  tends  to  be  high,  the  debilitated,  or 
others  to  whom  infection  presents  undue 
risk,  industrial  groups  and  essential  public 
service  personnel  in  whom  even  temporary 
incapacity  constitutes  a serious  problem,  and 
institutional  groups  or  university  students 
for  whom  facilities  for  care  when  sick  are 
limited.  The  highest  incidence  of  the  disease 
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is  in  children,  but  the  mortality  is  extremely 

low”<ii). 

It  has  been  suggested  that  mass  or  individ- 
ual vaccination  might  be  delayed  until  there 
is  definite  evidence  of  an  impending  epidem- 
ic. Such  a progi’am  might  be  feasable,  if  the 
epidemic  were  not  too  spontaneous,  explosive 
and  widespread,  so  that  delay  might  be  ex- 
perienced in  obtaining  vaccine  in  time  or  in 
large  groups  where  the  time  element  in  car- 
rying through  with  mass  vaccination  were 
not  an  important  factor. 

The  results  of  our  experience  with  influ- 
enza vaccination  at  the  Telephone  Company 
are  difficult  to  appraise.  From  the  strictly 
statistical  viewpoint  the  results  are  not  too 
encouraging,  for  the  figures  show  that  the 
percentage  of  cases  of  influenza  was  prac- 
tically the  same  in  both  vaccinated  and  un- 
vaccinated groups.  It  must  be  emphasized 
that  the  diagnosis  of  “flu”  was  made  by  the 
employee  in  practically  all  instances.  When 
one  considers  that  there  are  no  pathogonomic 
clinical  signs  of  influenza  and  the  difficulty 
physicians  have  in  differentiating  the  con- 
glomerate group  of  so-called  upper  respira- 
tory infections,  it  is  easy  to  understand  that 
the  layman’s  diagnosis  of  “flu”  must  fre- 
quently be  incorrect.  No  facilities  were  avail- 
able for  making  blood  titer  studies  either  in 
patients  diagnosed  influenza  or  in  those  im- 
munized with  influenza  vaccine.  Perhaps  the 
best  evaluation  of  the  overall  results  is  ex- 
pressed by  Dr.  M.  H.  Manson,  Medical  Direc- 
tor of  A.  T.  and  T.,  who  states,  “We  believe 
that  these  results  do  not  invalidate  the  ef- 
fectiveness of  influenza  vaccine,  inasmuch  as 
there  was  no  influenza  of  epidemic  propor- 
tions, caused  by  virus  A and  B materialized 

in  the  past  season” 

The  question  of  offering  Telephone  Com- 
pany employees  influenza  vaccine  again  this 
fall  has  naturally  arisen.  Many  requests  have 


ANNOUNCES  RESEARCH  GRANT 
The  Smith-Dorsey  Company  has  announced  a 
$4,000.00  research  grant  to  the  University  of  Ne- 
braska Foundation.  A*  study  will  be  conducted  by 
Dr.  Ruth  M.  Leverton,  nationally  known  authority 
in  the  field  of  Nutrition  Research  and  Director  of 
Nutrition  Research  at  the  University  of  Nebraska 
College  of  Agriculture.  Dr.  Leverton  will  be  as- 
sisted by  G.  R.  Undenvood,  M.D.  and  F.  S.  Bukey, 
Ph.D. 
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been  made  from  employees  who  fimily  be- 
lieve that  they  either  escaped  influenza  or 
had  milder  attacks  as  a result  of  their  immu- 
nization last  year.  However,  inasmuch  as 
there  has  been  no  forecast  of  an  influenza 
epidemic  this  1947-48  season,  and  because 
the  results  of  last  year’s  immunization  pro- 
grams were  inconclusive,  both  locally  and  in 
the  130,000  vaccinated  in  the  Bell  System, 
consideration  is  being  given  to  offering  in- 
fluenza vaccine  to  those  who  ask  for  it  with- 
out any  special  encouragement  from  manage- 
ment or  the  Medical  Department.  Four  of 
the  associated  companies  of  the  Bell  System 
have  thus  far  adopted  this  policy. 
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Purpose  of  the  study,  according  to  Dr.  Leverton, 
is  to  determine  the  comparative  absorption  from 
the  intestinal  tract  of  different  iron  containing 
compounds  and  their  efficacy  in  hemoglobin  regen- 
eration. Dr.  Leverton  states  that  at  the  present 
time  several  dozen  compounds  are  in  use  for  iron 
medication  and  that  an  extensive  control  study  of 
these  different  compounds  used  under  similar  condi- 
tions for  human  beings  and  administered  at  the 
same  concentration  of  iron  is  going  to  be  made. 
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MEASLES 

No  procedure  for  active  immunization 
against  measles  is  yet  available  although  it 
has  been  shown  that  monkeys  may  be  active- 
ly immunized  with  measles  virus  material 
from  early  egg  passages It  has  also  been 
demonstrated  that  similar  immunity  can  be 
produced  in  susceptible  children  by  injection 
of  early  egg  passage  measles  virus ^2)^  Ad- 
ditional investigation  is  required  before  the 
value  of  such  immunization  can  be  deter- 
mined, although  the  results  obtained  offer 
hope  that  the  use  of  egg  passage  material 
may  prove  useful. 

Passive  immunization  with  human  immune 
bodies  present  in  the  gamma  globulin  frac- 
tion of  pooled  plasma,  the  gamma  globulin 
fraction  extracted  from  human  placentas, 
placental  globulin,  pooled  convalescent  serum 
and  pooled  adult  serum  is  effective  in  the 
prevention  of  modification  of  measles^^’^’^’^h 
Of  these  preparations  the  gamma  globulin 
fractions  of  pooled  plasma  and  human  pla- 
centas are  of  about  equal  potency  and  are  the 
most  effective.  Of  these  two  gamma  globu- 
lin preparations  the  one  derived  from  pooled 
plasma  is  more  desirable  because  of  less  lo- 
cal and  general  reactions.  Both  gamma  glob- 
ulin preparations  are  estimated  to  be  about 
twenty-five  times  as  potent  as  pooled  adult 
serum,  six  times  as  potent  as  convalescent 
serum  and  four  times  as  potent  as  the  usual 
placental  globulin  extracts.  The  dosage  for 
modification  of  measles  by  gamma  globulin 
is  calculated  on  the  basis  of  0.025  cc.  per 
pound  of  body  weight.  For  complete  protec- 
tion against  the  disease  the  amount  given 
should  be  about  four  times  that  given  for 
attenuation.  For  both  modification  and  pre- 
vention the  immune  bodies  must  be  given 
within  six  or  seven  days  after  exposure.  Af- 
ter this  length  of  time  only  slight  modifica- 
tion of  the  disease  will  occur  although  it  is 
thought  that  complications  occur  less  fre- 
quently than  if  the  immune  bodies  had  not 
been  given 

Normal  healthy  children  over  three  years 
of  age  who  have  been  exposed  to  measles 
should  be  given  immune  bodies  with  the  ob- 
jective of  modifying  rather  than  preventing 
the  disease Because  disease  depends  on 
intimacy  of  exposure,  dosage  of  virus,  size, 
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age,  physical  condition  and  the  potency  of  the 
substance  given  the  exact  result  in  any  given 
case  is  unpredictable.  The  result  may  be 
(a)  unmodified  measles,  (b)  measles  after 
prolonged  incubation  period,  (c)  modified 
measles  with  resulting  permanent  immunity 
or  (d)  complete  protection 

Certain  children  should  be  completely  pro- 
tected from  measles;  those  who  are  infected 
with  tuberculosis,  those  who  have  active 
rheumatic  fever  and  those  who  are  consider- 
ably below  par  in  any  respect. 

MEASLES  IMMUNIZATION 

(To  be  given  within  7 days  after  exposure) 


For  Modification  Complete  Protection 
.025  cc/lb.  body  wt.  0.1  cc/lb.  body  wt. 

Gamma  Globulin (40  lb.  child — 1 cc.)  (40  lb.  child — 4 cc.) 

Placental  .025  cc/lb*  body  wt.  0.1  cc/lb.  body  wt. 

Gamma  Globulin (40  lb.  child — 1 cc.)  (40  lb.  child — 4 cc.) 

Placental  Globulin  0.1  cc./lb.  body  wt.  0.4  cc/lb.  body  wt. 

(Old  type) (40  lb.  child— 4 cc.)  (40  lb.  child— 16  cc.) 

Convalescent  0.15  cc./lb.  body  wt.  0.6  cc./lb.  body  wt. 

Serum (40  lb.  child— 6 cc.)  (40  lb.  child— 24  cc.) 

Pooled  Adult  0.6  cc./lb.  body  wt.  2.4  cc./lb.  body  wt. 

Serum (40  lb.  child— 24  cc.)  (40  lb.  child— 96  cc.) 


(After  7 days  incubation  dosages  much  higher  and 
complete  protection  not  to  be  expected.) 
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SCARLET  FEVER 

Resistance  to  fever  is  both  antitoxic  and 
antibacterial.  Antitoxic  immunity  is  prob- 
ably the  more  important  and  seems  to  be 
fairly  permanent.  The  antibacterial  immun- 
ity is  of  short  duration  and  little  is  known 
about  its  nature.  Antitoxic  immunity  can  be 
measured  by  means  of  the  Dick  test(i>  which 
consists  of  the  intradeiTnal  injection  of  0.1 
cc.  of  dilute  scarlet  fever  toxin  (one  skin  test 
dose).  The  test  is  read  at  the  end  of  twenty- 
four  hours  and  an  area  of  1.0  cm.  or  larger 
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indicates  a positive  test  and  susceptibility 
to  scarlet  fever. 

Antitoxic  immunity  can  be  actively  estab- 
lished in  Dick  positive  individuals  by  repeat- 
ed injections  of  the  erythrogenic  toxin.  These 
injections  should  be  made  subcutaneously 
giving  650;  2,500;  10,000,  30,000  and  100,- 
000  skin  test  doses  (S.T.D.)  at  weekly  inter- 
vals<-h  After  an  interval  of  two  to  four 
weeks  the  Dick  test  is  repeated  and  if  found 
positive  the  patient  is  given  a sixth  injection. 
Although  a few  cases  of  scaret  fever  occur 
among  immunized  individuals  the  method  is 
generally  considered  effective.  When  used 
it  is  recommended  that  the  subject  be  two 
years  of  age  or  older. 

There  are  a number  of  disadvantages  to 
and  arguments  against  immunization.  A 
large  number  of  injections  are  required  in 
* the  process  of  immunization;  a preliminary 
Dick  test,  at  least  five  injections  of  the  toxin 
and  a follow  up  Dick  test  make  a total  of 
seven  injections.  About  ten  to  fifteen  per- 
cent of  all  subjects  being  immunized  give 
reactions  at  some  stage  of  the  course  of  in- 
jections and  some  patients  experience  a real 
illness  with  each  injection.  These  reactions 
usually  consist  of  fever,  vomiting,  rash,  dia- 
rrhea, etc.  The  duration  of  the  immunity 
produced  is  problematical  but  follow-up  Dick 
tests  indicate  that  up  to  ten  percent  of  sub- 
jects have  a loss  of  immunity  in  the  course  of 
three  years A number  of  workers  feel 
that  the  immunity  produced  is  limited  to 
skin  manifestations  of  the  disease  and  that 
this  is  a minor  part  of  the  disease.  They 
feel  that  scarlet  fever  with  complications 
Imt  without  the  skin  rash  can  occur  in  the 
immunized  patient. 

In  view  of  the  foregoing  and  the  fact  that 
scarlet  fever  is  mild  at  present  and  exposure 
to  a case  is  likely  to  result  in  disease  but 
once  in  twenty  times,  it  is  questionable 
whether  anything  is  gained  by  immunization 
of  children  generally.  The  usefulness  of  the 
sulfonamides  and  penicillin  in  the  treatment 
of  scarlet  fever  and  its  complications  make 
the  need  of  immunization  today  less  than  in 
previous  years However  in  certain  seg- 
regated groups  such  as  orphanages,  boarding 
schools,  nursing  schools,  etc.,  immunization 
against  scarlet  fever  may  be  desirable. 

If  and  when  immunizing  preparations  are 
brought  forth  that  will  circumvent  the  ob- 
jections to  the  unmodified  toxin,  they  un- 
doubtedly will  be  more  widely  used  than  the 


presently  available  materials.  Attempts  to 
employ  a tannic  acid  precipitated  scarlet  fe- 
ver toxin  have  been  made^^-^h  It  is  claimed 
that  this  insoluble  toxin  being  slowly  ab- 
sorbed produces  few  toxic  side  effects  and 
gives  a more  prolonged  antigenic  stimula- 
tion. The  dosage  of  this  toxoid  is  750  S.T.D. , 

3.000  S.T.D.  and  10,000  S.T.D.  given  intra- 
dermally  at  two  week  intervals  followed  by  a 
fourth  dose  of  10,000  S.T.D.  after  a four 
week  interval.  Judging  by  the  rather  limited 
literature  available  on  this  product  the  re- 
sults of  immunization  as  determined  by  the 
Dick  test  are  about  equal  to  that  obtained 
by  use  of  the  routine  unmodified  toxin.  Fur- 
ther testing  with  this  product  is  required  be- 
fore it  can  be  recommended. 

Intradermal  immunization  with  unmodifi- 
ed toxin  has  also  been  reported  using  about 

12.000  S.T.D.  every  three  or  four  weeks  for 
five  doses.  This  report  needs  further  con- 
firmation 

Injection  of  antitoxin  for  passive  protec- 
tion is  generally  not  indicated.  In  certain 
instances  such  as  an  intimate  exposure  of  a 
debilitated  child  the  injection  of  a purified 
antitoxin  might  be  indicated  or,  if  available, 

convalescent  scarlet  fever  serum  may  be  used 
(8)^ 

Widespread  administration  of  ‘ sulfonam- 
ides to  persons  in  casual  contact  with  a case 
of  scarlet  fever  is  not  indicated.  In  case  of 
close  and  prolonged  contact  their  use  is  in- 
dicated. Sulfadiazine  in  doses  of  one  gram 
daily  was  found  effective  in  controlling  a 
prolonged  epidemic  of  scarlet  fever  occurring 
at  a Naval  Station  The  same  dosage  may 
be  given  for  five  to  seven  days  to  the  average 
child  with  somewhat  lower  dosage  for  those 
under  one  year  of  age. 
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Whooping  Cough  Immunization* 

HERMAN  M.  JAHR,  M.D. 

Omaha,  Nebr. 


Pertussis  is  considered  the  most  dangerous 
infectious  disease  during  the  first  year  of 
life.  This  is  not  surprising  if  we  recall  that 
at  birth  few  infants  show  any  appreciable 
degree  of  immunity,  and  most  of  them  pre- 
sent a total  lack  of  antibodies  to  H.  pertussis. 
Recent  reports  on  titer  determination  re- 
vealed that  unless  the  mother  had  heen  ac- 
tively immunized  during  the  third  trimester 
of  pregnancy  the  cord  blood  contains  no  anti- 
bodies for  the  protection  of  the  young  or- 
ganism against  this  disease.  If  to  this  dilem- 
ma we  add  the  paroxysms  of  cough,  vomiting 
of  food,  sleeplessness,  and  general  exhaus- 
tion occasioned  by  these  symptoms  we  must 
marvel  at  those  infants  who  retain  the  capa- 
city to  survive  the  prolonged  ordeal.  Any- 
one who  has  seen  a small  baby  struggle  for 
breath  during  one  of  these  paroxysms  of 
coughing  with  anoxia  ranging  from  moderate 
cyanosis  to  generalized  convulsions  will  agree 
that  the  spectacle  is  terrifying. 

Fortunately  whooping  cough  is  now  recog- 
nized as  a preventable  disease.  The  subcu- 
taneous injection  of  a vaccine  made  from  the 
endotoxin  of  H.  pertussis  has  been  establish- 
ed as  efficacious  in  producing  an  active  im- 
munity against  the  disease.  This  may  be 
administered  singly  or  combined  with  other 
products  designed  to  stimulate  antibody  for- 
mation such  as  diptheria  or  tetanus,  or  both. 
In  fact,  many  pediatricians  at  the  present 
time  use  the  triple  combination:  whooping 
cough,  diptheria  and  tetanus  in  toxoid  form, 
plain  or  alum  precipitated. 

There  is  no  unanimity  of  opinion  as  to  the 
time  at  which  these  immunizing  procedures 
should  be  started,  though  all  agree  that  they 
should  be  completed  before  the  child  reaches 
his  first  year.  This  lack  of  unanimity  is 
based  on  the  prevailing  dispute  over  the 
capacity  and  efficiency  on  the  part  of  the 
baby  to  create  antibodies  in  response  to  the 
stimuli.  Sauer,  who  is  one  of  the  best  recog- 
nized students  on  the  subject  and  whose  per- 
tussis vaccine  was  the  first  to  become  gen- 
erally accepted,  maintains  that  if  there  is  any 
response  at  all  before  the  6th  month  it  is 
very  poor.  Sako,  on  the  other  hand,  found 
a good  antibody  response  on  administering 
small  doses  of  pertussis  vaccine  to  very 
young  infants.  He  gave  the  vaccine  to  3793 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October,  1947. 


infants,  all  under  three  months.  There  were 
local  reactions  in  568,  and  in  48  the  reactions 
are  described  as  severe.  In  some  cases,  the 
report  states,  the  infants  developed  a parox- 
ysmal cough  shortly  after  the  innoculation, 
but  this  was  mild  and  short  of  duration. 

Adams  and  his  coworkers  started  their 
inocculations  during  the  newborn  period  and 
found  good  antibody  titers  in  over  50%  of 
their  infants  by  the  end  of  one  month  to  six 
weeks.  The  authors  advise  monthly  injec- 
tions of  the  toxoid  in  order  to  maintain 
more  permanent  immunity  to  whooping 
cough.  They  point  out  that  mothers  im- 
munized in  the  last  trimester  of  pregnancy 
showed  antibodies  in  cord  blood  though  the 
titer  was  considerably  less  than  in  the  moth- 
er’s serum.  They  state  that  the  titer  in  the 
baby  is  gradually  lost  during  the  first  six 
months. 

Cravitz  and  Conley  of  Boston  compared 
the  effectiveness  of  antibody  production  be- 
tween Parke  Davis  Sauer  vaccine  and  Led- 
erle’s  detoxified  pertussis  antigen.  They 
found  that  with  the  Sauer  vaccine  there  was 
an  annual  attack  rate  of  3.7  per  1000  against 
a 29.5  attack  rate  per  1000  with  the  Lederle 
product.  Both  products,  however,  showed  a 
modified  clinical  course  of  the  disease. 

Sauer,  in  a recent  article,  states  that 
whooping  cough  can  be  eliminated  in  any 
community  by  early  diagnosis  and  prompt 
quarantine  of  cases;  by  isolation  of  contacts 
at  least  during  the  incubation  period ; by  im- 
munization of  all  babies  after  the  age  of  6 
months,  and  by  the  administration  of  a stim- 
ulating dose  on  exposure  to  the  disease,  and 
by  routine  stimulating  doses  on  entering 
school.  Pediatricians  generally  give  a stim- 
ulating dose  of  1 cc.  every  other  year  after 
the  initial  inocculation. 


2.5TH  ANNIVERSARY  OF  AMERICAN  COLLEGE 
OF  RADIOLOGY 

The  American  College  of  Radiology  celebrated  the 
twenty-fifth  anniversary  of  its  founding  at  a ban- 
quet Sunday  evening,  June  20  in  the  Sheraton 
Hotel. 

The  affair  also  commemorated  the  50th  anniver- 
sary of  the  discovery  of  radium  by  Professor  Pierre 
Curie  and  his  wife,  Marie,  in  Paris  in  1898. 

Among  the  distinguished  guests  from  abroad, 
who  attended  the  banquet  was  Dr.  Francois  Bac- 
lesse.  Director  of  Roentgen  Therapy,  Curie  Founda- 
tion, Paris,  France. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


THE  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 


On  Friday,  May  28,  1948,  a large  group  : 
of  outstate  and  Omaha  practicing  doctors 
met  to  organize  the  Nebraska  chapter  of  the 
American  Academy  of  General  Practice.  The 
meeting  was  held  in  the  council  rooms  of  the  , 
Douglas  County  Medical  Society  in  the  Medi-  ' 
cal  Arts  Building.  Omaha,  Nebraska.  Of- 
ficers were  elected  and  the  constitution  and  * 
by-laws  adopted. 

The  American  Academy  of  General  Prac- 
tice a national  organization  of  general  prac- 
titioners of  medicine  and  surgery  is  a fast  J 
growing  organization  with  potentialities  of  ^ 
becoming  second  only  to  the  American  Medi-  « 
cal  Association  in  size.  Composed  of  family  | 
doctors  and  reflecting  their  views  of  service  I 
to  the  patient  and  the  nations  health,  the  .4 
academy  was  founded  last  June  at  the  con-  ^ 
vention  of  the  American  Medical  Associa-  | 
tion.  I 

The  basic  philosophy  of  the  Academy  is  to  improve 
standards  and  quality  in  general  practice  among  *. 
the  general  practitioners  who  render  more  than  .j 
80%  of  the  medical  care  furnished  in  this  country  1 
today  which  will  react  to  the  benefit  of  all  the  | 
public  and  all  the  medical  profession.  Its  objects  i 

are  to  (1)  Promote  and  maintain  high  standards  / 
of  general  practice  of  medicine  and  surgery.  (2)  To  J 
encourage  and  assist  young  men  and  women  in  pre-  J 
paring,  qualifying  and  establishing  themselves  in  | 
general  practice.  (3)  To  preserve  the  right  of  the  ® 
general  practitioner  to  engage  in  medical  and  sur-  ^ 
gical  procedures  for  which  he  is  qualified  by  ^ 
training  and  experience.  (4)  To  assist  in  providing  5 
post  graduate  study  courses  for  general  practition- 
ers,  and  to  encourage  and  assist  practicing  physi-  t 
cians  and  surgeons  in  such  training.  (5)  To  ad-  | 
vance  medical  science  and  private  and  public  health.  J 

With  the  tendencies  toward  overspecial- 
ization  and  centralization  in  medicine  a poor 
distribution  rather  than  a scarcity  of  doc- 
tors has  developed  causing  rural  areas  to  be 
poorly  covered.  If  the  rural  problem  is  not 
readjusted,  the  rural  population  will  turn  to 
demand  federal  medicine.  In  an  effort  to 
correct  the  rural  problem  and  prevent  so-  | 
cialized  medicine.  Dr.  Paul  A.  Davis,  Presi- 
dent of  the  National  Academy,  proposes 
these  measures:  (1)  Encourage  communi-  | 

ties  to  take  advantage  of  the  federal  grants 
for  hospital  construction  in  rural  areas. 

(2)  Encourage  medical  schools  to  teach  men  i} 
to  become  good  general  doctors  and  to  treat  || 
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diseases  on  a human  basis.  (3)  Develop 
post-graduate  training  which  will  be  avail- 
able to  physicians  in  rural  communities. 
(4)  Establish  sections  of  general  practice 
in  all  hospitals  and  internships  for  the  gen- 
eral practitioner.  (5)  Encourage  rural  com- 
munities to  make  facilities  available  for  a 
doctor  and  his  family,  such  as  good  schools, 
good  living  conditions  and  hospitals  and 
rural  health  service. 

Certain  things  in  recent  years  have 
aroused  the  family  doctor  to  organizational 
action,  for  example  the  tendency  of  hos- 
pitals in  some  eastern  cities  to  restrict  ad- 
missions only  to  patients  of  specialty  physi- 
cians on  the  staff. 

It  is  felt  that  no  family  doctor  who  has 
stayed  up  all  night  at  the  home  of  a pneu- 
monia patient  should  be  denied  the  treat- 
ment of  that  patient  when  he  is  taken  to  a 
hospital  where  only  specialists’  cases  are 
recognized.  Hospital  beds  are  scarce,  but 
that  is  all  the  more  reason  why  they  should 
not  be  restricted  unfairly. 

The  family  doctor  usually  knows  the  pa- 
tient best  and  can  give  the  personal  under- 
standing and  encouragement  which  in  many 
cases  are  as  important  as  cold  science  and 
laboratory  findings. 

The  Academy  intends  to  carry  on  its  pro- 
gram in  cooperation  with  the  specialty  boards 
and  through  cooperative  efforts  with  the 
American  Medical  Association  and  the  Amer- 
ican Association  of  Medical  Colleges  hopes 
to  raise  the  general  level  of  the  quality  of 
medical  care  throughout  the  country. 

Officers  elected  at  the  Omaha  meeting  were: 
President,  Dr.  Paul  Read,  of  Omaha;  Vice  Presi- 
dent, Dr.  Harold  Benson,  of  Oakland,  Iowa;  Secre- 
tary-Treasurer, Dr.  Esther  McEachen,  of  Omaha; 
Directors,  Dr.  Ben  Ewing,  Omaha,  Dr.  Harvey 
Runte,  DeWitt,  Iowa,  Dr.  Jos.  P.  Drozda,  Omaha; 
Delegates,  Dr.  Harold  Benson,  Oakland,  Iowa,  and 
Dr.  Bernard  Kenney,  Omaha. 


The  Veterans  Administration  has  in  its  custody 
the  majority  of  syphilis  records  of  those  Army  per- 
sonnel who  were  treated  for  this  disease  while  in 
active  service,  and  in  many  instances  can  procure 
informative  data  from  the  syphilis  records  of  other 
than  Army  personnel.  It  is  thought  that  many 
physicians  treating  veterans  for  syphilis  as  private 
patients  would  find  a resume  of  the  syphilis  record 
useful  since  the  details  of  treatment,  results  of 
spinal  fluid  examinations,  and  blood  serologies  are 
incorporated  in  the  records. 

Resumes  of  these  records  are  available  to  phsyi- 
cians  who  are  treating  such  veterans  provided  au- 
thorization for  the  release  of  the  data  is  given  by 


the  veteran.  Requests  for  the  resumes  accompanied 
by  an  authorization  for  the  release  of  the  data, 
dated  and  signed  by  the  veteran,  should  be  ad- 
dressed to  the ' Dermatology  and  Syphiology  Sec- 
tion, Veterans  Administration,  Munitions  Building, 
Washington  25,  D.  C.  It  is  most  important  that  the 
veteran’s  service  serial  number  and  other  identify- 
ing information,  such  as  the  date  of  enlistment,  the 
date  of  discharge,  rank,  and  organization  be  in- 
cluded. 

Ordinarily,  the  resumes  can  be  furnished  in  ap- 
proximately two  weeks  from  the  date  of  the  receipt 
of  the  request  and  signed  authorization. 


The  thirty-fourth  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons  will  be  held  in  Los  Angeles, 
with  headquarters  at  the  Biltmore  Hotel,  from 
October  18  to  22,  1948.  The  program  of  scientific 
sessions  on  subjects  in  the  fields  of  general  surgery; 
eye,  ear,  nose,  and  throat  surgery;  gynecology  and 
obstetrics;  urology;  and  orthopedic,  thoracic,  plastic, 
and  neurological  surgery,  will  be  supplemented  by 
operative  clinics  in  hospitals  in  Los  Angeles  and  vi- 
cinity by  showings  of  operations  by  television  and 
motion  pictures,  and  by  a four-day  hospital  stand- 
ardization conference  for  hospital  personnel,  ac- 
cording to  Dr.  Irvin  Abell  of  Louisville,  Chairman 
of  V the  Board  of  Regents  of  the  College.  There  will 
also  be  extensive  technical  and  scientific  exhibits. 


NEBRASKA  MEDICAL  FEE  SCHEDULE* 

To  County  Chapters  of  the  National  Foundation  for 

Infantile  Paralysis  and  Medical  Advisory  Com- 
mittees of  County  Chapters: 

The  primary  function  of  our  local  county  chapters 
of  the  National  Foundation  for  Infantile  Paralysis 
has  been — and  continues  to  be — good  hospital  care 
for  polio  patients. 

The  medical  profession  has  long  accepted  its  re- 
sponsibility of  providing  medical  care  to  persons 
who  are  unable  to  pay  for  such  services.  Even  be- 
fore the  establishment  of  the  National  Founda- 
tion, patients  with  infantile  paralysis  received 
medical  care  despite  their  inability  to  pay.  How- 
ever, adequate  care  was  not  available  in  many  areas 
due  to  the  inability  of  the  attending  physician  to 
secure  hospitalization  and  adequate  adjunctive 
medical  services  for  his  patients. 

Through  the  efforts  of  the  National  Foundation 
and  its  local  chapters  throughout  the  nation,  much 
has  been  done  to  help  the  physician  to  provide  his 
polio  patients  with  better  hospital  facilities  and 
services  necessary  for  maximum  recovery.  Hos- 
pital bills  and  costs  of  extra  hospital  services,  such 
as  nursing  and  physical  therapy,  represent  the  prin- 
cipal expense  to  patients  with  polio. 

If  a polio  patient  has  need  of  financial  assistance 
with  hospital  care  and  associated  services,  the  local 
chapters  of  the  National  Foundation  are  expected 
to  help  meet  these  costs,  and  many  families  relieved 
of  this  major  expense  are  able  to  pay  thpir  doctor 
bills  themselves.  It  is  believed  that  doctors  gener- 
ally prefer  this  arrangement  since  it  allows  a mini- 
mum of  disturbance  of  the  patient-doctor  relation- 
ship in  this  regard. 

In  instances,  however,  of  families  who  are  medi- 
cally indigent  and  who  are  unable  to  pay  even 

♦Copy  submitted  by  Mr.  Clinton  Bellknap,  Director,  Lincoln. 
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their  doctor  bills  without  working  a financial  hard- 
ship, it  is  recommended  that  chapters  assist  in  pay- 
ing for  physicians’  services  in  accord  with  the  fol- 
lowing fee  schedule,  which  has  been  developed  with 
the  aid  and  guidance  of  the  Nebraska  State  Medical 
Advisory  Committee  for  the  National  Foundation 
and  in  consultation  with  the  head  of  the  Planning 
Committee  of  the  State  Medical  Association. 

It  is  recommended  that  county  chapters  of  the 
National  Foundation  for  Infantile  Paralysis  refrain 
from  entering  into  agreements  with  polio  patients 
or  their  families  to  pay  physicians’  fees  without 
first  contacting  the  attending  physician  to  ascertain 
that  such  a plan  is  acceptable  to  him  and  that  he 
is  willing  to  accept  the  amounts  allowable  within  the 
following  fee  schedule  as  payment  in  full  for  his 
services. 

When  Nebraska  county  chapters  of  the  National 
Foundation  for  Infantile  Paralysis  assume  the  cost 
of  medical  care  for  individual  poliomyelitis  patients, 
allowable  fees  shall  not  exceed  those  set  forth  in  the 
Proposed  Fee  Schedule  for  Governmental  Agencies 
by  the  Nebraska  State  Medical  Association,  as  ap- 
proved May  1,  1947  by  the  House  of  Delegates,  with 
the  following  further  provisions: 

The  physician’s  fee  for  the  care  of  an  anterior 
poliomyelitis  patient,  not  developing  bulbar  compli- 
cations, shall  not  exceed  $75.00  for  the  first  full 
month  of  illness,  or  for  the  acute  stage  if  the  pa- 
tient be  dismissed  prior  to  the  end  of  the  first  full 
month. 

The  physician’s  fees  for  the  care  of  an  anterior 
poliomyelitis  patient  developing  bulbar  complica- 
tions, shall  not  exceed  $100.0  for  the  first  full  month 
of  illness,  or  for  the  acute  stage  if  the  patient 
be  dismissed  prior  to  the  end  of  the  first  full  month. 

The  physician’s  fee  for  hospital  supervision  of  a 
patient  subsequent  to  the  first  full  month  of  illness, 
shall  not  exceed  $20.00  per  month.  (An  exception 
to  this  provision  may  be  considered  by  local  chap- 
ters in  certain  rare  instances  when  the  development 
of  respiratory  or  other  unusual  complications  make 
additional  care  necessary.  In  such  a case  it  is  ex- 
pected that  the  doctor  will  set  forth,  with  sufficient 
clarity,  an  explanation  of  such  additional  necessary 
services). 

The  following  fees  are  allowable  to  certified  spe- 
cialists when  patients  are  referred  for  diagnosis 
only: 

1.  Diagnosis  involving  spinal  puncture,  including 
local  anesthetic  and  obtaining  fluid — $25.00. 

2.  Diagnosis  without  spinal  puncture  procedure 
—$15.00. 

Allowable  fees  to  certified  specialists  for  group 
consultation  at  outlying  hospitals  or  treatment  cen- 
ters: not  to  exceed  $50.00  and  actual  necessary  ex- 
penses for  a trip  within  a radius  of  150  miles,  and 
not  to  exceed  $75.00  per  day  and  actual  necessary 
expenses  if  the  distance  is  greater  than  150  miles. 

In  the  event  County  Chapters  and  their  Medical 
Advisory  Committees  are  confronted  with  unusual 
or  peculiar  situations  needing  special  consideration, 
such  chapters  and  their  Medical  Advisory  Commit- 
tees are  invited  to  refer  their  questions  to  the  of- 
fice of  the  State  Representative  of  the  National 
Foundation  who  may,  in  turn,  present  such  ques- 
tions to  the  State  Medical  Advisory  Committee  of 
the  National  Foundation  for  guidance  and  counsel. 


Physicians  will  be  expected  to  itemize  accounts 
for  which  Nebraska  county  chapters  of  the  National 
Foundation  may  have  agreed  to  accept  responsibil- 
ity, and  the  acceptance  of  payments  made  in  keep- 
ing with  the  schedule  as  set  forth  above  shall  be 
considered  as  payment  in  full  for  such  services. 


NEWS  VIEWS 


RESOLUTION  PASSED  BY  THE  INDIANAPOLIS 
MEDICAL  SOCIETY 

We,  the  members  of  the  Indianapolis  Medical  So- 
ciety, do  hereby  resolve  that  the  welfare  of  the 
medical  profession,  its  scientific  advancement  and 
the  furtherance  of  public  interest  are  continuously 
being  harmed  by  organizations  which  demand  com- 
pulsory attendance  of  physicians  at  meetings. 

To  this  end  we  instruct  our  duly  elected  dele- 
gates to  the  Indiana  State  Medical  Association  to 
introduce  proper  measures  at  the  next  meeting  of 
the  House  of  Delegates  to  the  effect  that  all  or- 
ganizations which  require  compulsory  attendance 
at  their  meetings  no  longer  be  approved  by  the 
American  Medical  Association;  and,  we  further  in- 
struct our  delegates  to  use  their  utmost  influence 
to  obtain  passage  of  such  a resolution  at  the  earliest 
opportunity  before  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  Indianapolis  Medical  Society  furthermore  in- 
structs its  secretary  to  send  a copy  of  this  resolu- 
tion to  every  component  Medical  Society  in  the 
United  States. 


NAVY’S  NEW  MEDICAL  TRAINING  PROGRAM 

The  Surgeon  General  of  the  Navy  has  announced 
the  expansion  of  the  Bureau’s  professional  training 
program  for  reserve  and  regular  medical  officers, 
which  is  similar  to  the  recently  expanded  Army 
medical  training  program.  The  object  is  to  permit 
more  Navy  doctors  to  meet  the  requirements  for 
certification  by  the  various  American  Specialty 
boards,  and  to  encourage  the  young  doctor  to  intern 
under  the  auspices  of  the  Navy.  The  following  are 
the  important  points  in  this  program: 

Graduates  of  Class  A medical  schools  who  have 
been  accepted  for  internship  by  a hospital  approved 
for  such  training  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  A.M.A.  may  be  commis- 
sioned as  lieutenants  (junior  grade),  MC,  USNR, 
and  permitted  to  continue  their  intern  training. 
They  will  receive  all  the  pay  and  allowance  of  the 
rank  while  so  serving.  After  completing  their  in- 
ternships, the  medical  officers  must  remain  on  ac- 
tive duty  for  a period  of  one  year.  If  they  meet  the 
professional,  physical  and  moral  requirements,  they 
will  be  given  every  encouragement  to  transfer  to 
the  regular  Navy. 

Interns  who  have  completed  the  one  year  of  ob- 
ligated service,  and  who  have  transferred  to  the 
regular  Navy,  may  be  considered  for  residency 
training  on  a competitive  basis  with  other  officer 
personnel  of  the  regular  Medical  Corps. 

Resident  physicians  now  in  civilian  hospitals,  or 
those  accepted  for  approved  residency  training,  are 
eligible  for  commissions  in  the  regular  Navy.  TTiose 
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so  commissioned  will  be  assigned  to  duty,  with 
full  pay  and  allowances,  in  the  hospitals  in  which 
they  are  already  a resident,  or  to  which  they  have 
been  accepted  for  residency  training.  Every  at- 
tempt will  be  made  to  permit  residents  holding  com- 
missions in  the  regular  Navy  to  complete  their 
training  in  event  of  an  emergency. 

The  Navy  has  at  the  present  time  400  approved 
residencies  and  fellowships  in  the  various  special- 
ties recognized  by  the  American  Specialty  Boards 
in  Naval  and  civilian  hospitals.  This  educational 
training  involving  the  400  residencies  is  divided 
into  two  programs. 

Program  A.  One  hundred  of  the  above-mentioned 
residencies,  courses,  and  fellowships  will  be  made 
available  for  civilian  physicians  accepting  a com- 
mission in  the  U.  S.  Navy.  An  additional  100 
civilian  physicians  will  be  commissioned  in  the 
U.  S.  Navy  and  permitted  to  pursue  their  own 
course,  fellowship  or  residency,  provided  it  is  ap- 
proved by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association  with 
concurrence  of  the  Specialty  Board.  Upon  accept- 
ance of  the  designated  training,  they  will  be  re- 
quired to  agree  to  remain  in  the  Navy  for  a cer- 
tain obligated  time. 

If  on  original  appointment  a candidate  has  not 
been  approved  for  more  than  one  year  of  training, 
during  the  first  year  of  residency  training  (Pro- 
gram A)  he  may  compete  for  one  of  the  300  resi- 
dencies (Program  B)  available  to  the  Regular 
Naval  medical  officers,  and  if  he  obtains  such  train- 
ing he  will  obligate  himself  to  remain  on  active  duty 
for  an  additional  period  depending  upon  the  amount 
of  time  spent  in  training. 

Program  B.  Three  hundred  residencies,  fellow- 
ships or  courses,  will  be  reserved  for  continuing  the 
Training  Program  as  presently  organized  for  regu- 
lar medical  officers. 

The  obligated  service  following  graduate  medical 
training  (courses,  fellowships  and  residencies)  in 
Naval  hospitals  is  one  year  for  each  year  of  train- 
ing received. 

Information  concerning  any  part  of  the  program 
may  be  obtained  by  writing  to  the  Chief  of  the 
Bureau  of  Medicine  and  Surgery,  Navy  Department, 
Washington  25,  D.  C. 


Infant  mortality  in  the  first  year  of  life  has 
been  strikingly  low  in  recent  years  among  insured 
infants,  with  big  city  policyholders,  regardless  of 
their  location  showing  a better  health  record  than 
those  in  small  towns,  Richard  J.  Learson,  vice 
president  and  actuary  of  the  Western  and  Southern 
Life  Insurance  Company  of  Cincinnati,  said  today, 
speaking  before  the  annual  meeting  of  the  Actu- 
arial Society  of  America  at  the  Hotel  Commodore 
in  New  York  City. 

The  death  rate  among  insured  infants  was  only 
about  one-third  that  for  all  U.  S.  infants  in  their 
first  year. 

Mr.  Learson’s  findings  were  based  on  an  analysis 
of  his  company’s  policies  written  between  1941- 
1946  in  eight  middle  western  states  (Pennsylvania, 
Ohio,  Indiana,  Illinois,  Michigan,  Missouri,  Ken- 
tucky and  West  Virginia)  on  the  lives  of  infants 


under  one  year  of  age.  Nearly  60,000  infants  were 
included  in  the  experience,  half  of  them  being  less 
than  three  weeks  old  when  insured  and  an  appre- 
ciable number  being  insured  at  birth. 

“Increasing  liberalization  in  the  issuance  of  life 
insurance  to  infants  in  recent  years,  both  as  to 
age  at  which  policies  are  issued  and  amount  of 
protection  granted,  raised  some  question  as  to  the 
hazard  involved  in  the  early  weeks  and  months  of 
life,”  Mr.  Learson  said,  “There  has  not  been  much 
insurance  experience  available,  at  the  issuance  of 
policies  at  birth  is  of  relatively  recent  origin,  meet- 
ing a growing  desire  on  the  part  of  parents  to  start 
their  children  on  a thrift  program  when  costs  are  at 
a minimum. 

“This  analysis  indicates  that  there  is  not  only 
no  special  hazard  involved,  but  the  mortality  ex- 
perience among  these  new  bom  babies  who  are  in- 
sured is  much  better  than  the  U.  S.  average.  The 
death  rate  in  the  first  year  of  life  among  these 
insured  infants  has  been  fairly  consistently  38% 
of  the  actual  first  year  infant  death  rate  of  all 
U.  S.  lives.  In  fact,  the  babies  insured  at  birth 
or  during  the  first  day  of  life  showed  a death  rate 
very  nearly  the  lowest  of  all  infant  age  groups. 

“The  experience  showed  that  infant  mortality 
was  much  lower  in  big  cities  than  in  small  towns, 
even  though  all  segments  of  the  big  cities,  includ- 
ing slum  areas,  were  tapped.  This  was  largely  due 
to  the  broad  availability  of  pre-natal  and  hospital 
maternity  care  for  all  income  groups  in  the  big 
city,  in  contrast  with  a wide  lack  of  such  facilities 
in  outlying  regions.” 

Pneumonia  was  shown  to  be  the  leading  cause  of 
death  among  the  insured  infants,  with  congenital 
malformations,  debility  and  prematurity  second  and 
diarrhea  and  enteritis  third,  these  three  groups  ac- 
counting for  nearly  60%  of  all  the  deaths.  The 
causes  of  death  during  the  first  year  of  life  among 
the  insured  infants  were  shown  by  Mr.  Learson’s 
listing  of  claims  on  the  policies  issued  in  the  six 
years  covered: 


Pneumonia  107 

Other  respiratory  diseases 9 

Influenza  18 

Whooping  cough  and  measles 9 

Epidemic  meningitis  10 

Tuberculosis  6 

Diarrhea  and  enteritis  50 

Hernia  7 

Congenital  malformations, 

debility,  prematurity  68 

Other  diseases  of  early  infancy 15 

Accidents  25 

All  other  causes 61 

385 


Most  of  the  policies  issued  on  the  infants 
in  the  group  analyzed  were  for  $1,000  final 
benefit,  graded  up  from  .the  initial  benefit, 
the  over-all  average  being  $1,100  and  90% 
of  all  the  policies  were  on  the  20-payment 
life  plan  the  other  10%  being  endowment 
policies. 
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BOARD  OF  COUNCILORS 
May  4,  1948 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Clayton  Andrews  at  5:15  p.m. 
in  the  Lancaster  Room,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

The  following  members  were  present:  Drs.  War- 
ren Thompson,  Clayton  Andrews,  C.  W.  Way,  A.  A. 
Ashby,  R.  R.  Brady,  C.  H.  Sheets,  H.  S.  Andrews, 
Harvey  L.  Clarke,  Jr.,  Ted  Riddell,  J.  E.  M.  Thom- 
son, President  and  G.  E.  Charlton,  immediate  Past 
President. 

Also  present  were:  Drs.  R.  B.  Adams,  R.  F.  Deck- 
er, R.  W.  Fouts,  H.  S.  Morgan,  K.  S.  J.  Hohlen, 
Earle  Johnson,  and  Mr.  M.  C.  Smith. 

A motion  was  made  that  the  minutes  of  the 
February  meeting  be  accepted  as  published.  The 
motion  was  seconded  and  carried. 

Dr.  Andrews  read  the  request  from  the  Omaha- 
Douglas  County  Medical  Society  for  Honorary 
memberships  for  the  following  doctors:  W,  P. 

Haney,  Omaha;  Otis  Martin,  Papilion;  William 
Windle  Davis,  Omaha;  John  F.  Allen,  Omaha. 

A motion  was  made  and  seconded  that  the  Coun- 
cil recommend  to  the  House  of  Delegates  that  the 
above  men  be  made  honorary  members  of  the  Ne- 
braska State  Medical  Association.  The  motion  was 
carried. 

Dr.  Andrews  read  a communication  from  the 
Southwestern  Nebraska  County  Medical  Society 
recommending  Dr.  Geo.  Hoffmeister,  Imperial,  for 
honorary  membership. 

A motion  was  made  that  the  Council  recommend 
to  the  House  of  Delegates  that  Dr.  Hoffmeister  be 
made  an  honorary  member  of  the  association.  The 
motion  was  seconded  and  carried. 

Dr.  Adams  gave  the  report  of  the  Board  of 
Trustees  relative  to  the  request  of  the  Repayment 
Medical  Care  Committee  for  an  appropriation  of 
$2,000.00  to  be  used  by  Blue  Shield  for  publicity 
purposes;  also  that  an  exhibit  space  be  given  Blue 
Shield  at  the  Annual  Assembly  without  cost  to  the 
organization.  The  Board  of  Trustees  felt  that  the 
expanded  program  as  a whole  should  be  considered 
and  that  since  the  necessary  funds  were  not  now 
available,  the  recommendation  was  made  that  con- 
sideration be  postponed  until  such  a time  as  funds 
could  be  provided,  at  which  time  the  program  would 
be  considered  on  the  basis  of  its  merits  and  that 
then  the  trustees  will  be  guided  by  the  opinion  of 
the  House  of  Delegates.  They  also  recommended 
that  Blue  Shield  should  not  be  given  free  exhibit 
space  due  to  the  fact  that  space  could  not  be  given 
to  other  organizations  such  as  the  Tuberculosis  As- 
sociation, American  Cancer  Society,  etc. 

A motion  was  made  by  Dr.  Ted  Riddell  that  the 
Council  endorse  the  recommendations  of  the  Board 
of  Trustees  and  that  these  recommendations  be  re- 
ferred to  the  House  of  Delegates.  The  motion  was 
seconded  by  Dr.  C.  H.  Sheets  and  carried. 

Dr.  H.  S.  Morgan  reported  in  detail  to  the  Coun- 
cil on  the  Nebraska  Medical  Foundation. 

A motion  was  made  that  the  Council  recommend 
to  the  House  of  Delegates  that  the  Nebraska  Medi- 
cal Foundation  be  approved  and  the  organization 
be  completed  and  placed  in  operation  as  outlined 


in  Dr.  Morgan’s  report.  The  motion  was  seconded 
and  unanimously  carried. 

There  was  general  discussion  regarding  the  liason 
committee  between  the  Nebraska  State  Medical 
Association  and  Nebraska  Medical  Service.  The 
discussion  also  involved  some  of  the  operational 
features  of  Nebraska  Medical  Service. 

A motion  was  made  by  Dr.  Harvey  Clarke  that 
the  Council  recommends  that  the  Blue  Shield  revert 
to  payment  as  originally  contemplated  under  its 
Constitution  and  By-Laws;  namely,  that  payment 
be  made  jointly  to  the  patient  and  doctor.  The  mo- 
tion was  seconded  by  Dr.  Ted  Riddell  and  unanim- 
ously carried. 

Election  of  the  Secretary-Treasurer  was  the 
next  order  of  business. 

Dr.  H.  S.  Andrews  nominated  Dr.  R.  B.  Adams 
to  succeed  himself  as  Secretary-Treasurer  for  a 
term  of  three  years. 

A motion  was  made  by  Dr.  Ted  Riddell  that  the 
nominations  be  closed  and  that  the  secretary  cast 
the  unanimous  ballot  for  Dr.  Adams  as  Secretary- 
Treasurer.  The  motion  was  seconded  and  unanim- 
ously carried. 

Nominations  for  a member  of  the  Board  of 
Trustees  were  called  for  by  Dr.  Andrews. 

Dr.  H.  S.  Andrews  nominated  Dr.  Earle  Johnson 
as  the  member  to  serve  for  the  four-year  term. 

A motion  was  made  by  Dr.  Ted  Riddell  that  the 
nominations  be  closed.  The  motion  was  seconded 
and  carried. 

A motion  was  made  by  Dr.  W.  E.  Shook  that  the 
chair  be  instructed  to  cast  the  unanimous  ballot  of 
the  Council  for  Dr.  Earle  Johnson  as  a member  of 
the  Board  of  Trustees.  The  motion  was  seconded  by 
Dr.  H.  S.  Andrews  and  carried. 

Nominations  for  a member  of  the  Medical-Legal 
Advice  Committee  were  called  for  by  Dr.  Andrews. 

A motion  was  made  by  Dr.  W.  R.  Shook  that  Dr. 
J.  P.  Gilligan  be  re-elected  and  declared  the  unani- 
mous choice  of  the  Council  as  a member  of  the 
Medical-Legal  Advice  Committee.  The  motion  was 
seconded  by  Dr.  C.  W.  Way  and  carried. 

The  Council  adjourned  to  meet  May  5 at  approx- 
imately nine  o’clock  following  the  adjournment  of 
the  House  of  Delegates. 


BOARD  OF  COUNCILORS 
May  5,  1948 

The  Board  of  Councilors  held  their  second  ses- 
sion in  the  Lancaster  Room,  Hotel  Cornhusker,  im- 
mediately upon  adjournment  of  the  House  of  Dele- 
gates. 

The  following  members  were  present:  Drs.  War- 
ren Y.  Thompson,  Clayton  Andrews,  W.  E.  Shook, 
G.  E.  Peters,  C.  W.  Way,  A.  A.  Ashby,  R.  R. 
Brady,  C.  H.  Sheets,  H.  S.  Andrews,  Harvey  L. 
Clarke,  Jr.,  Ted  Riddell,  J.  E.  M.  Thomson,  Presi- 
dent and  G.  E.  Charlton,  immediate  Past  President. 

Also  present  were  Drs.  R.  B.  Adams,  R.  F.  Deck- 
er, R.  W.  Fouts,  H.  W.  Benson,  J.  B.  R^field,  M.  H. 
Carrig,  and  W.  J.  McMartin. 

The  minutes  of  the  first  session  were  reviewed  by 
Dr.  Andrews  and  approved  as  read  before  the 
House  of  Delegates. 

Dr.  Andrews  read  the  following  nominations  as 
Directors  of  Nebraska  Medical  Service: 
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Dr.  John  Duncan,  Omaha 
Dr.  Earle  Johnson,  Grand  Island 
Dr.  Floyd  Rogers,  Lincoln 
Dr.  Elmer  Bantin,  Omaha. 

A motion  was  made  by  Dr.  W.  E.  Shook  that  the 
Council  annrove  the  names  as  read  to  serve  as  dir- 
ectors of  Nebraska  Medical  Service.  The  motion  was 
seconded  by  Dr.  Ted  Riddell  and  carried. 

General  discussion  of  Nebraska  Medical  Service 
and  Blue  Shield  followed. 

Dr.  Andrews  made  the  announcement  that  the 
next  meeting  of  the  Council  would  be  tomorrow 
morning  immediately  following  adjournment  of  the 
House  of  Delegates  and  appointed  Dr.  Ted  Riddell 
to  act  as  chairman  due  to  the  fact  that  it  was  nec- 
essary that  he  be  out  of  the  city. 

A motion  was  made  by  Dr.  H.  S.  Andrews  that 
the  Council  adjourn  until  tomorrow  morning.  May  6. 
The  motion  was  seconded  by  Dr.  W.  E.  Shook  and 
carried. 


BOARD  OF  COUNCILORS 
May  6,  1948 

The  Board  of  Councilors  held  their  third  and  fin- 
al session  in  the  Lancaster  Room,  Hotel  Comhusk- 
er,  Thursday  morning.  May  6,  immediately  follow- 
ing adjournment  of  the  House  of  Delegates. 

The  following  members  were  present:  Drs.  W.  E. 
Shook,  G.  E.  Peters,  W.  R.  Neumarker,  C.  W.  Way, 
A.  A.  Ashbv,  R.  R.  Brady,  C.  H.  Sheets,  Ted  Rid- 
dell, J.  E.  M.  Thomson,  President. 

Also  present  were  Drs.  R.  B.  Adams,  R.  F. 
Decker,  R.  W.  Fouts,  J.  D.  McCarthy,  H.  R.  Miner, 
and  Mr.  M.  C.  Smith. 

The  minutes  of  the  previous  session  were  ap- 
proved. 

The  chair  extended  the  congratulations  of  the 
Council  to  Dr.  J.  D.  McCarthy,  the  new  President- 
Elect. 

Dr.  McCarthy  presented  his  resignation  as  a 
member  of  the  Board  of  Trustees  to  the  Council. 

A motion  was  made  and  seconded  that  Dr.  Mc- 
Carthy’s resignation  be  accepted.  The  motion  car- 
ried. 

Dr.  G.  E.  Peters  presented  his  resignation  as  a 
member  of  the  Board  of  Councilors.  A motion  was 
made  that  Dr.  Peters’  resignation  be  accepted.  The 
motion  was  seconded  and  carried. 

Nominations  from  the  floor  were  called  for  by  the 
chair  for  the  member  of  the  Board  of  Trustees  to 
replace  Dr.  J.  D.  McCarthy.  Dr.  G.  E.  Peters  and 
Dr.  Warren  Thompson  were  nominated. 

A motion  was  made  that  the  nominations  be 
closed.  The  motion  was  seconded  and  carried. 

The  chair  appointed  Drs.  A.  A.  Ashby  and  C.  H. 
Sheets  to  distribute  and  take  up  the  ballots.  A total 
of  8 votes  were  cast,  and  Dr.  G.  E.  Peters  having 
received  a majority  of  votes,  was  declared  elected. 

A motion  was  made  and  seconded  to  adjourn.  The 
motion  carried. 


HOUSE  OF  DELEGATES 
May  3,  1948 

The  fir.st  meeting  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room,  Hotel  Comhusker, 


Lincoln,  Nebraska.  Forty-six  members  were  pres- 
ent. 

The  meeting  was  called  to  order  by  Dr.  Rudolph 
F.  Decker,  Speaker  of  the  House  of  Delegates,  at 
2:15  p.m. 

The  chair  made  the  announcement  that  this  was 
a regular  session  of  the  House  of  Delegates  and 
any  business  ordinarily  coming  before  this  body 
would  be  considered  at  this  time. 

The  report  of  the  Credentials  Committee  was 
called  for  and  Dr.  R.  B.  Adams  stated  that  only  two 
members  were  present;  however,  these  members  had 
examined  the  list  as  made  up  by  the  secretary  and 
made  the  following  report  : 

The  Credentials  Committee  met  and  examined  the  creden- 
tials as  sent  in  by  the  county  societies  and  recommends  to  the 
House  of  Delegates  that  the  list  made  from  the  credentials 
be  accepted  as  the  official  roll  call  of  the  House  of  Delegates. 

R.  B.  ADAMS,  M.D., 

H.  ROYER,  M.D. 

A motion  was  made  that  the  report  be  accepted. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  reading  of  the  min- 
utes of  last  year’s  meeting  be  dispensed  with  and 
that  they  be  approved  as  published.  The  motion  was 
seconded  and  carried. 

The  Council  report  was  called  for  by  the  chair 
and  Dr.  C.  W.  Way,  secretary,  announced  that  the 
minutes  had  been  published  in  the  Nebraska  State 
Medical  Journal. 

General  discussion  followed  and  a suggestion  was 
made  that  in  order  to  expediate  matters  the  chair 
might  appoint  reference  committees  to  study  the 
Council  report,  then  report  back  to  the  House. 

A motion  was  made  that  the  chair  appoint  refer- 
ence committees  to  study  the  Council  report  and  the 
reports  of  the  various  committees  and  bring  their 
recommendations  back  to  the  House.  The  motion  was 
seconded.  After  considerable  discussion  the  question 
was  called  for  and  the  motion  was  lost. 

The  chair  then  ruled  that  evidently  it  was  the 
opinion  of  the  House  that  they  wanted  definite  re- 
commendations on  each  report  and  would  proceed 
accordingly. 

The  report  of  the  Board  of  Trustees  was  reviewed 
by  Dr.  R.  B.  Adams.  He  called  attention  to  the 
Budget  for  1949  and  amended  budget  for  1948;  also, 
the  recommendations  of  the  Board  of  Trustees  that 
the  activities  of  the  association  should  be  expanded, 
and  that  the  House  materially  increase  the  annual 
dues. 

A motion  was  made  that  the  Board  of  Trustees 
report  as  approved  by  the  Council  be  accepted.  The 
motion  was  seconded  and  carried. 

The  Convalescent  Serum  report  was  called  for  by 
the  chair  and  reviewed  by  Dr.  R.  B.  Adams.  He  fur- 
ther stated  that  the  committee,  at  the  wish  of  the 
chairman,  had  been  abolished,  and  it  was  so  recom- 
mended by  the  Council. 

A motion  was  made  that  the  House  approve  the 
action  of  the  Council  in  discontinuing  the  Convales- 
cent Serum  Committee.  The  motion  was  seconded 
and  carried. 

The  Planning  Committee  report  was  read  by  Dr. 
Morris  Nielsen  in  the  absence  of  the  chairman.  Dr. 
Floyd  Rogers. 

A motion  was  made  that  the  report  be  approved. 
The  motion  was  seconded  and  carried. 

The  Cancer  Committee  report  was  reviewed  and 
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special  attention  called  to  the  recommendations  con- 
tained therein.  General  discussion  ensued  and  it  was 
the  opinion  of  the  House  that  more  information  was 
needed  on  some  of  the  recommendations. 

A motion  was  made  that  the  report  of  the  Cancer 
Committee  be  laid  over  until  tomorrow.  The  motion 
was  seconded  and  carried. 

The  Editor’s  report  was  discussed  and  a motion 
was  made  that  the  report  be  approved.  The  motion 
was  seconded  and  carried. 

Dr.  McCarthy  was  called  upon  to  review  the  re- 
port of  the  Delegates  to  the  A.M.A.  and  brought 
special  attention  to  the  recommendations  offered. 

A motion  was  made  that  the  report  of  the  Dele- 
gates to  the  A.M.A.  be  approved  and  adopted.  The 
motion  was  seconded  and  carried. 

The  Prepayment  Medical  Care  Committee  report 
was  called  for  and  Dr.  Offerman  brought  to  the 
Delegates  attention  the  recommendations  in  the  re- 
port. General  discussions  relative  to  a $2,000.00  ap- 
propriation which  was  recommended  followed. 

A motion  was  made  that  this  report  be  tabled  un- 
til we  have  a report  from  the  Board  of  Trustees  and 
Council,  which  would  bring  recommendations  to  the 
House  on  this  matter.  The  motion  was  seconded  and 
carried. 

Attention  was  called  by  the  chair  to  the  report  of 
the  Speakers  Bureau. 

A motion  was  made  that  this  report  be  accepted. 
The  motion  was  seconded  and  carried. 

The  Venereal  Disease  Committee  report  was  the 
next  order  of  business  and  a motion  was  made  that 
the  report  be  accepted.  The  motion  was  seconded 
and  carried. 

A motion  was  made  that  the  report  of  the  Advis- 
ory to  Auxiliary  Committee  be  accepted.  The  mo- 
tion was  seconded  and  carried. 

The  M.C.H.  Committee  report  was  called  for  by 
the  chair  and  Dr.  Morgan  stated  he  had  nothing 
further  to  report  than  that  printed  and  sent  to  each 
member. 

A motion  was  made  that  the  report  be  accepted. 
The  motion  was  seconded  and  carried. 

The  chair  called  for  the  report  of  the  Executive 
Secretary  and  Mr.  Smith  reviewd  his  report  calling 
special  attention  to  some  expanded  activities  of  the 
association  pertinent  at  this  time.  General  discus- 
sion followed  relative  to  the  ways  and  means  neces- 
sary to  carry  out  any  expanded  program  for  the  as- 
sociation and  Mr.  Smith  answered  questions  relative 
to  public  relations  broadcasts,  medical  and  lay  edu- 
cation programs,  establishing  a medical  foundation 
and  setting  up  annual  meetings  of  county  society 
officers. 

Dr.  Benson,  speaking  for  the  Board  of  Trustees, 
stated  it  was  their  thought  that  if  you  do  not  go 
forward  in  any  organization  you  certainly  have  a 
chance  of  going  backward  and  in  recommending  the 
expanded  program  to  the  association  they  were 
filling  the  need  of  the  association  to  push  ahead  and 
not  go  backward. 

A motion  was  made  that  the  House  adopt  Mr. 
Smith’s  report  and  that  the  program  recommended 
be  put  into  effect  when  funds  were  available.  The 
motion  was  seconded  and  carried. 

The  chair  called  for  the  report  of  the  committee 
created  by  the  Council  in  Mid-Winter  session  to 


study  the  nursing  situation.  Dr.  E.  W.  Hancock, 
chairman,  read  his  report. 

Dr.  J.  D.  McCarthy  asked  for  the  privilege  of  the 
floor  and  commended  the  committee  for  their  ex- 
cellent work,  suggesting  that  such  committee  should 
continue  their  study. 

A motion  was  made  that  Dr.  Hancock’s  report  be 
adopted  and  that  this  committee  be  continued  to 
study  this  situation. 

A suggestion  was  made  that  the  report  should  be 
sent  to  the  officers  of  the  nursing  association  and 
Dr.  Hancock  stated  he  would  be  glad  to  see  that 
this  was  done. 

The  chair  asked  for  the  opinion  of  the  House  as 
to  meeting  in  evening  session,  and  a motion  was 
made  and  seconded  that  the  House  of  Delegates  re- 
convene at  8 o’clock  that  evening.  The  motion  was 
carried. 

A five  minute  recess  was  called  by  the  chair  for 
the  purpose  of  selecting  a Nominating  Committee. 

The  meeting  was  again  called  to  order  by  the 
chair. 

The  delegates  from  each  councilor  district  were 
called  upon  to  name  their  selections  for  their  dis- 
tricts. These  selections  were  as  follows: 

1st  District — David  Findley,  Omaha 
2nd  District — E.  W.  Hancock,  Lincoln 
3rd  District — 

4th  District — C.  A.  Pierson,  Pender 
5th  District — Harry  Benson,  Oakland 
6th  District — W.  W.  Noyes,  Ceresco 
7th  District — F.  A.  Mountford,  Davenport 
8th  District — R.  C.  Reeder,  Valentine 
9th  District — R.  D.  Bp^son.  Callaway 
10th  District — Fay  Smith,  Imperial 
11th  District — E.  A.  Harvey,  Ogallala 
12th  District — W.  L.  Howell,  Hyannis 

A motion  was  made  that  these  men  be  selected  as 
the  nominating  committee.  The  motion  was  second- 
ed and  carried. 

The  chair  made  the  appointment  of  Dr.  E.  W. 
Hancock  as  temporary  chairman  of  the  Nominating 
Committee  and  asked  him  to  later  make  the  an- 
nouncements as  to  the  time  the  committee  would 
meet. 

The  chair  called  attention  to  the  Council  recom- 
mendation of  conferring  honorary  membership  on 
the  following  doctors: 

Chester  H.  Waters,  Sr.,  J.  Hellwig,  W.  H.  Taylor, 
J.  M.  Shramek,  Geo.  P.  Pratt,  all  of  Omaha-Douglas 
County  Medical  Society;  and  H.  W.  Francis,  Madi- 
son S^ix  County  Medical  Society. 

A motion  was  made  that  the  above  doctors  be 
elected  to  Honorary  membership  in  the  Nebraska 
State  Medical  Association.  The  motion  was  seconded 
and  carried. 

The  House  stood  adjourned  until  8 p.m. 

The  House  was  again  called  to  order  by  Dr.  Eu- 
dolph  F.  Decker  at  8:30  p.m.  in  the  ballroom.  Hotel 
Comhusker,  Lincoln.  Twenty-two  members  were 
present. 

The  chair  stated  the  first  order  of  business  for 
the  evening  would  be  the  consideration  of  the  Con- 
stitution which  had  laid  over  for  one  year  in  ac- 
cordance with  the  provision  in  the  Constitution. 

It  was  agreed  by  the  House  that  Dr.  McCarthy 
would  review  each  article  calling  attention  only  to 
those  parts  changed  from  the  printed  form  sent  each 
delegate. 

The  draft  of  the  Constitution  which  was  pre- 


Volume  33 
Number  7 


TRANSACTIONS 


249 


sented  at  the  Annual  Assembly  in  1947  was  again 
presented  by  Dr.  McCarthy, 

ARTICLE  1 — no  changes. 

ARTICLE  II — change  word  “purpose”  in  title  to 
“purposes”;  in  first  line,  change  word  “organiza- 
tion” to  “association”. 

A motion  was  made  to  adopt  Article  II  as  correct- 
ed. The  motion  was  seconded  and  carried. 

ARTICLE  III — Section  1 — no  changes.  Section  2 
— no  changes.  Section  3 — the  word  “twelve”  was 
left  out  of  line  1 directly  before  the  words  “council- 
or districts”;  Section  9 in  2nd  sentence  changed  to 
“Section  10”. 

A motion  was  made,  seconded  and  carried,  that  we 
adopt  Article  III  as  corrected. 

ARTICLE  IV — Section  1 — no  change.  Section  2A 
— no  change.  Section  2B — add  the  words  “who  are” 
so  that  the  sentence  will  read:  “Physicians  who  are 
serving  resident  appointments  in  recognized  hospit- 
als in  Nebraska.” 

Section  2C — words  “good  standing”  inserted  in 
two  places  in  this  paragraph. 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Article  IV  as  corrected. 

ARTICLE  V — Sections  1,  2,  3,  4,  — the  word 
“meeting”  in  previous  copy  had  in  every  instance 
been  changed  to  the  word  “session”  or  “sessions”. 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Article  V as  corrected. 

ARTICLE  VI — 1st  paragraph:  Again  attention 

was  called  to  the  fact  that  the  word  “twelve”  was 
left  out  before  the  words  “councilor  districts”.  2nd 
paragraph:  Added  the  sentence  “The  Secretary- 

Treasurer  and  the  Board  of  Trustees  shall  he  elect- 
ed by  the  Board  of  Councilors”.  3rd  Paragraph: 
Added  to  the  sentence,  “Delegates  and  their  alter- 
nates to  the  American  Medical  Association  shall 
assume  office  ‘on  the  ensuing  January  1st  following 
their  election’  ”, 

Section  2 — Paragraphs  1 and  2 were  revised  and 
now  read  as  follows:  “The  President  shall  serve  for 
a term  of  one  year.  Should  the  President  die,  resign, 
or  be  removed  from  office  the  Vice-President  shall 
automatically  become  President.”  “The  Vice-Pres- 
ident* shall  serve  for  a term  of  one  year.” 

Paragraph  3 — add  the  words  “their  terms  to  run 
concurrently”  directly  after  the  word  “each”. 

Paragraph  4 — no  changes. 

Paragraph  5 — deleted  the  words  “elected  by  the 
Council”. 

Section  3 — 1st  paragraph:  Word  “twelve”  again 
left  out  before  the  words  “councilor  district”;  the 
sentence  inserted  “The  Speaker  and  Vice-Speaker 
of  the  House  of  Delegates  shall  be  ex-officio  mem- 
bers without  the  right  to  vote”;  changed  third  sen- 
tence so  that  it  reads:  “The  Councilors  shall  be 

elected  each  for  a term  of  three  years,  so  rotated 
that  one-third,  as  near  as  possible,  shall  be  elected 
each  year”. 

2nd  Paragraph — deleted  words  “Chapter  XI  Sec- 
tion 5”  in  last  sentence.  3rd  Paragraph — omitted  the 
word  “supreme”  before  the  words  “judicial  powers”. 

Section  4 — Paragraph  1:  Second  and  third  lines, 
change  the  words  “a  member”  to  “members”  in 
both  sentences. 

Section  5 — A motion  was  made,  seconded  and  car- 
ried, that  we  delete  paragraph  1 of  this  section. 


2nd  paragraph — change  last  sentence  to  read  “a 
nominee  for  the  office  of  President-Elect  shall  have 
been  a member  of  this  Association  for  at  least  ten 
years  preceding  his  election.” 

3rd  naragraph — again  the  word  “meeting”  was 
changed  to  “session”. 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Article  VI  as  corrected. 

ARTICLE  VII — Sections  1 and  2 — no  changes. 

Section  3 — delete  sentence  “They  shall  be  active 
members  in  good  standing  of  the  Association”. 

Section  4 — added  the  words  “who  is”  and  making 
the  sentence  read:  “An  officer  of  the  Association 
WHO  IS  impeached  by  the  Board  of  Councilors.  . .” 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Article  VII  as  corrected. 

ARTICLE  VIII— Section  1— no  change. 

Section  2 — added  the  words  “introduced  in  the 
House  of  Delegates”  in  4th  sentence,  thus  making 
the  sentence  read:  “All  resolutions  introduced  in  the 
House  of  Delegates  which  call  . . .” 

Section  3 — no  change. 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Article  VIII  as  corrected. 

ARTICLE  IX — Word  “association”  in  original 
draft  was  changed  to  “incorporation”  so  it  reads 
“Articles  of  Incorporation”. 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Article  IX  as  corrected. 

ARTICLE  X — ^no  changes. 

ARTICLE  XI — A motion  was  made  that  we 
change  the  wording  of  the  last  sentence  to  read. 
“A  majority  of  those  voting  shall  decide  the  issue.” 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Chapter  XI  as  corrected. 

ARTICLE  XII — no  changes. 

ARTICLE  XIII — Again  the  word  “meeting”  was 
changed  to  “session”  and  a motion  was  made  to  de- 
lete the  word  “majority”  in  the  second  sentence  so 
that  it  will  read:  “Two-thirds  vote  of  the  House  of 
Delegates  shall  amend  any  article  of  this  Constitu- 
tion”. 

A motion  was  made,  seconded  and  carried,  that 
we  adopt  Chapter  XIII  as  corrected. 

ARTICLE  XIV — Insert  the  date  of  May  3,  1948. 

A motion  was  made'  that  the  Constitution  as  read 
and  amended  be  adopted  effective  as  of  May  3,  1948, 
The  motion  was  seconded  and  carried. 

The  chair  ruled  that  the  elections  for  this  session 
should  be  held  under  the  new  Constitution  as  just 
adopted. 

The  reading  of  the  proposed  Bv-Law  changes  was 
called  for  and  read  by  Dr.  .J,  D.  McCarthy.  The 
chair  ruled  that  they  should  remain  on  the  table 
for  24  hours  to  be  taken  up  at  the  next  session  of 
the  House. 

A motion  was  made,  seconded  and  carried,  to 
adjourn  until  12:30  p.m..  May  4. 


HOUSE  OF  DELEGATES 
May  4,  1948 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr,  Rudolph  F.  Decker,  Speaker 
of  the  House  of  Delegates,  at  12:30  p.m.  in  the 
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Lancaster  Hoorn,  Hotel  Cornhusker,  Lincoln,  Nebr- 
aska. Fifty  members  were  present. 

The  minutes  of  the  preceding  session  were  read 
by  Dr.  R.  B.  Adams,  Secretary,  and  were  approved 
as  read. 

Mr.  Smith  was  given  the  privilege  of  the  floor 
and  introduced  Mr.  Evan  Edwards,  publicity  direc- 
tor of  the  Colorado  State  Medical  Society.  Mr.  Ed- 
wards extended  greetings  to  the  House  from  the 
Colorado  society. 

Dr.  E.  W.  Hancock  made  the  announcement  that 
the  Nominating  Committee  would  meet  at  4:30  p.m. 
in  the  Lancaster  Room.  Also,  that  the  future  meet- 
ings of  this  committee  would  be  announced  in  gen- 
eral session  and  at  the  next  session  of  the  House  of 
Delegates. 

Two  representatives  of  the  3rd  Councilor  District 
were  asked  by  the  chair  to  select  a representative 
on  the  Nominating  Committee. 

The  chair  called  for  the  report  of  the  Council  and 
Dr.  Adams  stated  it  had  not  been  in  session. 

Unfinished  business  was  the  next  order  of  busi- 
ness, and  the  report  of  the  Cancer  Committee  was 
called  for  by  the  chair.  Dr.  Kelly,  chairman,  was  not 
present  so  the  chair  stated  this  report  would  lay 
over  temporarily  until  Dr.  Kelly  appeared. 

Report  of  the  Medical  Service  Committee  was 
called  for  by  the  chair.  Dr.  E.  B.  Reed,  chairman, 
summarized  his  report  for  the  House. 

A motion  was  made  that  the  report  of  this  com- 
mittee be  approved.  The  motion  was  seconded  and 
carried. 

The  report  of  the  Medical-Legal  Advice  Commit- 
tee was  the  next  order  of  business,  and  Dr.  R.  W. 
Fonts  reviewed  his  report. 

A motion  was  made  that  the  report  be  adopted. 
The  motion  was  seconded  and  carried. 

Dr.  H.  S.  Morgan  read  the  report  of  the  Nebr- 
aska Medical  Foundation  Comittee. 

A recommendation  was  made  that  this  report  be 
referred  to  the  Council  for  further  study,  and  then 
referred  back  to  the  House  of  Delegates  for  further 
action. 

A motion  was  made  that  the  recommendation  be 
accepted.  The  motion  was  seconded  and  carried. 

The  chair  called  attention  to  the  House  of  Dele- 
gates to  the  section  in  the  minutes  of  the  Council 
in  which  Dr.  Clayton  Andrews  asked  for  instruc- 
tions from  the  House  of  Delegates  to  present  the 
Fee  Schedule  to  the  Compensation  Commission  for 
study  and  approval. 

A motion  was  made  that  Dr.  Andrews  be  auth- 
orized to  present  the  Fee  Schedule  to  the  Compen- 
sation Commission  for  their  study  and  approval. 
The  motion  was  seconded  and  carried. 

New  business  was  called  for  by  the  chair  and 
none  was  presented. 

The  chair  stated  the  next  order  of  business  then 
would  be  the  presentation  of  the  By-Laws  and  called 
attention  to  the  fact  that  the  House  would  not  be 
in  session  during  the  President’s  address. 

A motion  was  made  that  the  House  work  until 
time  to  attend  the  President’s  address  and  then  re- 
cess, to  convene  again  at  3:30  p.  m.  The  motion  was 
seconded  and  carried. 

The  draft  of  the  By-Laws  was  presented  to  the 
House  of  Delegates  by  Dr.  J.  D.  McCarthy  with 


some  amendments  which  were  discussed  by  the 
House. 

CHAPTER  I— MEMBERSHIP 

Section  1 — no  change. 

Section  2 — second  paragraph:  “A  member  of  this 
Association  automatically  becomes  a member  of  the 
American  Medical  Association.  On  personal  applica- 
tion to  the  American  Medical  Association  a member 
may  become  a Fellow”  was  inserted. 

Section  3 — no  change. 

Section  4 — paragraph  1 — the  following  sentence 
was  inserted:  “Associate  membership  in  this  Associ- 
ation does  not  qualify  a member  for  membership  in 
the  American  Medical  Association.” 

Sections  5,  6,  7 and  8--no  changes. 

A motion  was  made  that  the  proposed  amend- 
ments to  Chapter  I be  adopted.  The  motion  was  sec 
onded  and  carried. 

CHAPTER  II— ASSESSMENTS  AND 
EXPENDITURES 

Section  1 — no  change. 

Section  2 — A motion  was  made  that  paragraph 
1 be  amended  to  read:  “An  assessment  of  $3().0() 
shall  be  levied  against  each  active  member  . . .”  The 
motion  was  seconded  and  carried. 

Paragraph  2 — change  word  “their”  to  “its”  and 
insert  the  words  “at  the  beginning  of”  so  that 
paragraph  will  then  read:  “The  Council,  when  in 
ITS  opinion  such  action  is  expedient,  and  with  the 
sanction  of  the  House  of  Delegates,  may  increase 
or  decrease  Association  dues,  which  will  take  effect 
AT  THE  BEGINNING  OF  the  next  fiscal  year.” 

Paragraph  3 and  4 — in  both,  the  word  “February” 
has  been  changed  to  “March”. 

Section  3 — Insert  the  words  “and  qualifying  for 
membership  in  his  component  society”  directly  after 
the  word  “state”  in  the  second  sentence  so  that  the 
sentence  reads:  “On  return  to  practice  in  this  state, 
and  qualifying  for  membership  in  his  component 
society,  such  member  . . . .” 

Section  4 — 1st  paragraph:  Deleted  the  sentence 

“Emergency  expenditures  may  be  authorized  by  the 
Board  of  Trustees.”  Third  paragraph:  Added  the 

words  “and  the  North  Central  Conference”  directly 
after' the  word  “association”.  Fourth  paragraph:  De- 
leted the  words  “Association  of  American  Medical 
Colleges”. 

A motion  was  made,  seconded  and  carried,  to 
adopt  the  proposed  amendments  to  Chapter  II. 

CHAPTER  III— ETHICS  AND  DISCIPLINE 

Sections  1 and  2 — no  changes. 

Section  3 — change  word  “what  to  “which”. 

Section  4 — change  words  “laid  down”  to  “pre- 
scribed” in  first  sentence  of  first  paragraph. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  III  be  adopted. 

CHAPTER  IV— ANNUAL  SESSION 

Change  word  “assembly”  in  title  and  also  in  Sec- 
tion 1,  paragraph  1,  to  “session”. 

Section  2 — again  change  “assembly”  to  “session” 
in  paragraph  1. 

Paragraph  2 — change  wording  immediately  after 
“five  dollars”  to  read:  “except  residents  and  in- 
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terns  or  members  in  good  standing  of  other  state 
associations”. 

Section  3 — change  first  sentence  to  read:  “Active 
members  registered  at  the  annual  or  special  session 
shall  have  authority  to  create  committees  or  ” 

Section  4 — no  change. 

Section  5 — change  words  “general  meeting”  to 
“scientific  session”;  word  “assembly”  changed  to 
“session”  throughout  section;  add  in  second  para- 
graph after  words  “next  two  ensuing  annual  ses- 
sions and”  the  words  “the  paper  to  have  been 
read”;  change  word  “section”  in  last  sentence  to 
“paragraph”. 

Sections  6 and  7 — no  change. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  IV  be  adopted. 

CHAPTER  V— SPECIAL  SESSIONS 

Words  “meeting”  and  “meetings”  changed  to 
“session”  and  “sessions”  throughout  chapter. 

Sections  1 and  2 — no  changes. 

Section  3 — add  the  words  “of  Councilors”  immed- 
iately following  “the  chairman  of  the  Board”. 

Section  4 — no  change. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  V be  adopted. 

CHAPTER  VI— DELEGATES 

Section  1 — add  words  “who  are”  immediately  fol- 
lowing “fraction  thereof”. 

Section  2 — no  change. 

Section  3 — add  words  “of  component  societies” 
immediately  following  “delegates”. 

Section  4 — add  words  “or  special  session”  immed- 
iately following  words  “at  an  annual”  in  1st  sen- 
tence; in  third  paragraph,  change  word  “provided” 
to  “prescribed”. 

Section  5 — no  change. 

A motion  was  made,  seconded  and  carried  that 
the  proposed  amendments  to  Chapter  VI  be  adopt- 
ed. 

CHAPTER  VII— HOUSE  OF  DELEGATES 
AND  ITS  DUTIES 

Added  the  words  “and  its  Duties”  in  title. 

Section  1 — 2nd  paragraph,  first  sentence,  to  read: 
“It  shall  elect  the  President-Elect,  the  Vice-Pres- 
ident, the  Councilors,  the  Speaker  and  Vice-Speaker 
of  the  House  of  Delegates,  the  Delegates  and  Al- 
ternates to  the  American  Medical  Association  as 
prescribed  in  Article  VI,  Section  1.” 

Second  sentence,  paragraph  2,  to  read:  “Delegates 
and  alternates  shall  be  elected  to  represent  the  as- 
sociation at  meetings  of  other  medical  societies 
which  in  its  judgment  merit  such  recognition.” 

Eighth  paragraph,  add  the  words  “which  shall  be 
approved  by  the  House  of  Delegates”  immediately 
after  the  word  “committees”,  in  the  second  sen- 
tence. 

Tenth  paragraph — changed  to  read:  “It  shall  pro- 
vide for  the  maintenance  of  the  official  Journal 
of  the  Association  and  shall  elect  the  Committee  on 
Journal  and  Publication  as  prescribed  in  Chapter 
XII,  Section  2(D).” 

Section  2 — change  first  word  “Chairman”  to 
“Chairmen”. 

Section  3 — insert  words  “in  good  standing”  in 


fourth  sentence,  paragraph  1,  immediately  follow- 
ing word  “members”. 

Sections  4,  5,  6,  7 — no  change. 

Section  8 — change  last  sentence  in  paragraph  to 
read:  “An  officer  may  be  removed  from  office  by  a 
two-thirds  vote  of  the  members  of  the  House  of 
Delegates”. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  be  adopted. 

At  the  end  of  the  discussion  on  Section  8,  Chap- 
ter VII,  a recess  was  called  by  the  chair. 

^ ^ ^ ^ ^ 

The  House  was  again  called  to  order  at  3:30  p.  m., 
and  the  chair  called  for  the  report  of  the  Cancer 
Committee.  Dr.  James  Kelly  explained  the  purpose 
of  the  Palmer  Findley  Research  Fund  and  recom- 
mended that  the  House  of  Delegates  authorize  the 
Nebraska  Cancer  Research  and  Educational  Group 
to  designate  a certain  sum  of  the  funds  which  they 
spend  each  year  in  cancer  activity  as  the  Palmer 
Findley  Research  Fund. 

A motion  was  made  and  seconded  that  the  re- 
commendation of  the  Cancer  Committee  be  approv- 
ed. the  motion  carried. 

Dr.  McCarthy  then  resumed  the  presentation  of 
the  By-Laws. 

Section  9 — (Chapter  VII)  — no  change. 

A motion  was  made,  seconded,  and  carried  that 
the  proposed  amendments  to  Chapter  VII  be  adopt- 
ed. 

CHAPTER  VIII— ELECTION  OF  OFFICERS 

Section  1 — Delete  entire  second  sentence  in  para- 
graph 1;  add  to  third  sentence,  paragraph  1,  the 
words  “of  the  annual  session”  immediately  follow- 
ing the  words  “second  day”;  second  paragraph  re- 
worded to  read:  “The  Nominating  Committee  shall 
prepare  a ticket  containing  the  name  or  names  of 
candidates  for  each  elective  office,  except  as  other- 
wise provided  in  the  Constitution  and  By-Laws.” 

Section  2 — no  change. 

Section  3 — reworded  to  read:  “All  elections  shall 
be  by  secret  ballot  and  a majority  vote  of  the  dele- 
gates present  shall  elect,  except  that  if  there  be 
more  than  two  nominees,  the  two  receiving  the 
highest  votes  shall  be  declared  the  nominees  and  an- 
other ballot  taken.  If  there  is  only  one  nomination 
for  an  office,  election  may  be  by  acclamation.” 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  VIII  be  adopt- 
ed. 

CHAPTER  IX— DUTIES  OF  OFFICERS  AND 
EXECUTIVE  SECRETARY 

Add  words  “and  Executive  Secretary”  to  title. 

Section  1,  first  paragraph — changed  to  read: 
“The  President  shall  deliver  an  address  during  the 
scientific  session  at  which  his  administration  ex- 
pires. He  shall  appoint,  with  the  approval  of  the 
Board  of  Councilors,  all  committees  not  otherwise 
provided  for  and  shall  fill  all  vacancies  for  the  un- 
expired  terms  on  standing  or  special  committees 
caused  by  death,  resignation,  or  removal.” 

Fifth  paragraph — add  immediately  after  words 
“Board  of  Councilors”  the  following:  “as  prescrib- 
ed in  Chapter  V”. 

Section  2 — add  new  sentence  at  bottom  of  section 
which  reads:  “Appointees  to  these  committees  shall 
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take  office  when  the  President-Elect  is  inaugurated 
as  President.” 

Section  3 — add  new  sentence  after  first  sentence 
which  reads:  “Should  the  president  die,  resign,  or 
be  removed  from  office,  the  Vice-President  shall 
automatically  become  President.  He  shall  be  an  ex- 
officio  member  of  the  House  of  Delegates  without 
the  right  to  vote.” 

Section  4 — no  change. 

Section  5 — add  the  words  “or  at  his  request”  im- 
mediately after  word  “absence”  in  first  sentence; 
change  the  last  sentence  to  read:  “He  shall  be  an 
ex-officio  member  of  the  Council  and  shall  have  the 
same  rights  and  privileges  of  the  Speaker.”;  add 
paragraph  2 which  reads:  “In  the  event  of  death, 
resignation,  removal,  or  disability  of  both  the 
Speaker  and  Vice-Speaker,  the  Council  shall  ap- 
point a Speaker  for  the  current  or  the  next  annual 
session,  at  which  time  a Speaker  shall  be  elected  by 
the  House  of  Delegates.” 

Section  6 — reworded,  content  same. 

Section  7 — paragraph  5 — add  as  the  last  sentence: 
“He  shall  be  a member  of  the  Committee  on  Medi- 
cal Service.” 

Section  8 — add  words  “and  interim”  immediately 
following  word  “annual”  in  first  sentence;  add  com- 
plete new  second  sentence  which  reads:  “They  shall 
be  ex-officio  members  of  the  House  of  delegates  of 
the  Nebraska  State  Medical  Association  without  the 
right  to  vote.” 

Section  9 in  By-Laws  passed  in  1947  was  deleted 
in  1948  copy. 

Now  section  9 (formerly  Section  10  in  1947  copy) 
change  words  “officers”  in  third  sentence  to  word 
“appointees”. 

Section  10 — change  words  “and  delegates  to  .meet- 
ings of”  to  read:  “and  delegates  to  the  American 
Medical  Association  and  selected  medical  meetings 
shall  submit  an  annual  report  of  their  activities  to 
the  Board  of  Councilors  at  its  midwinter  meeting.  .” 
add  to  second  sentence  immediately  after  words 
“Delegates  to  the”  the  following  words:  “annual, 

interim  or  special”;  insert  the  word  “immediate” 
before  word  “publication”  and  delete  the  words 
“next  ensuing  issue  of  the”  thus  making  the  sen- 
tence read,  “Delegates  to  the  annual,  interim,  or 
special  sessions  of  the  American  Medical  Associa- 
tion shall  submit  their  report  to  the  Editor  for  im- 
mediate publication  in  the  Journal  of  the  Nebraska 
State  Medical  Association.” 

A motion  was  made,  seconded  and  carried,  that 
the  amendments  to  Chapter  IX  be  adopted. 

CHAPTER  X 
BOARD  OF  TRUSTEES 

Section  1,  No.  2 — add  after  the  words  “budget  to” 
the  following  words:  “the  House  of  Delegates 

through”  thus  making  the  sentence  read:  “Present 
an  annual  budget  to  the  House  of  Delegates  through 
the  Board  of  Councilors.” 

Section  2 — no  change. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  X be  adopted. 

CHAPTER  XI 
BOARD  OF  COUNCILORS 

Section  1,  paragraph  1 — deleted  the  word  “su- 
preme” before  word  “judiciary”;  paragraph  6 — de- 
lete word  “also”  following  words  “It  shall”;  amend 


fourth  sentence  to  read:  “It  may  call  special  ses- 
sions of  the  House  of  Delegates  of  the  Association 
and  of  the  Board  of  Councilors  as  prescribed  in 
Chapter  V.”;  added  the  following  three  sentences: 
“It  shall  appoint  members  to  the  Committee  on 
Medicolegal  Advice  and  approve  rules  and  regula- 
tions adopted  by  this  committee  relative  to  mal- 
practice.” “It  shall  appoint  the  members  of  the 
Student  Loan  Committee  and  shall  approve  recom- 
mendations for  the  organization  or  new  research  ac- 
tivities.” “The  Board  of  Councilors  shall  fulfill  such 
other  duties  as  prescribed  in  the  Constitution  and 
By-Laws.” 

Section  2.  paragraph  2 — third  sentence  changed 
to  read,  “Impeachment  of  an  officer  shall  require 
two-thirds  vote  of  the  Board  of  Councilors,  which 
must  be  confirmed  by  two-thirds  vote  of  the  mem- 
bers of  the  House  of  Delegates.” 

Section  3 — add  to  third  sentence  immediately  af- 
ter words  “of  the  association”  the  following:  “which 
shall  not,  as  near  as  possible,  conflict  with  the 
scientific  meetings”;  in  the  seventh  sentence  change 
word  “for”  which  immediately  follows  the  word 
“Councilors”  to  “with”. 

Section  4,  first  paragraph,  1st  sentence — change 
word  “censor”  to  “advisor”;  2nd  sentence,  add  im- 
mediately after  word  “visit”  the  words  “as  near  as 
possible.” 

Section  5 — add  words  “as  prescribed  in  Article 
VI,  Section  3”  immediately  after  words  “a  Councilor 
shall  be  elected.” 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  XI  be  adopted. 

CHAPTER  XII 

STANDING  COMMITTEES  AND  THEIR  DUTIES 

Section  1 — add  the  following  sentence:  “The  Pres- 
ident, President-Elect,  and  Secretary-Treasurer, 
shall  be  ex-officio  members  of  all  standing  com- 
mittees without  the  right  to  vote,  except  as  other- 
wise provided  in  the  By-Laws.” 

Section  2 — add  word  “Elect”  after  word  “Pres- 
ident” in  paragraphs  A,  B,  C,  E,  G,  I,  K,  L;  add 
to  paragraph  1 under  1 the  following:  “No  member 
of  the  Board  of  Directors  or  officers  of  the  Nebr- 
aska Medical  Service  shall  be  eligible  for  appoint- 
ment to  this  committee.”;  in  paragraph  L,  after  the 
words  “Retiring  members  may  be  reappointed”  was 
added  the  following:  “but  shall  not  serve  for  more 
than  two  terms.” 

Section  3 — add  the  committee  on  Cardio-Vascular 
Disease.  Section  rearranged  and  entire  third  para- 
graph new. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  XII  be  adopt- 
ed. 

CHAPTER  XIII 
COMPONENT  SOCIETIES 

Sections  1,  2,  3, — no  changes. 

Section  4,  second  paragraph,  change  “February” 
to  “March”. 

Section  5 — change  second  sentence  to  read:  “A 

member  who  has  been  suspended  or  expelled  from 
his  component  society  may  carry  his  appeal  to  the 
Board  of  Councilors  of  this  Association  and  then, 
if  necessary,  to  the  Judicial  Council  of  the  Ameri- 
can Medical  Association. 

Second  paragraph — add  directly  after  the  word 
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“appeals”  in  first  sentence  the  words  “the  Board 
of”. 

Section  6 — no  change. 

A motion  was  made,  seconded  and  carried,  that 
the  proposed  amendments  to  Chapter  XIII  be 
adopted. 

CHAPTER  XIV— THE  JOURNAL 

Section  1 — no  change. 

Section  2 — delete  the  words  “upon  request  of  the 
member”  which  immediately  follows  “Secretary- 
Treasurer”  in  fourth  line. 

Section  3 — no  change. 

Section  4 — add  to  second  sentence  immediately 
following  word  “profession”  the  following:  “and 

shall  be  guided  as  prescribed  in  Chapter  IV,  Sec- 
tions 5 and  7.” 

A motion  was  made  that  the  proposed  amend- 
ments to  Chapter  XIV  be  adopted.  The  motion  was 
seconded  and  carried. 

CHAPTER  XV— RULES  OF  ORDER 

No  changes. 

CHAPTER  XVI— AMENDMENTS 

Change  chapter  to  read:  “These  By-Laws  may  be 
amended  at  any  annual  session  by  a two-thirds  vote 
of  the  members  of  the  House  of  Delegates  present 
and  voting  and  further  provided  that  the  proposed 
amendment  has  been  presented  in  VTiting  in  open 
meeting  of  the  House  of  Delegates  and  has  laid  on 
the  table  for  one  day.” 

A motion  was  made  that  the  chapter  be  so  re- 
written. It  was  seconded  and  carried. 

CHAPTER  XVII— REPEAL 

A motion  was  made  that  the  dates  in  Chapter 
XVII  be  changed  to  read:  “the  4th  day  of  May  A.  D. 
1948”  instead  of  “the  1st  day  of  May  A.  D.  1947”. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  By-Laws  as  a whole 
be  adopted  as  presented  and  amended.  The  motion 
was  seconded  and  carried. 

Dr.  McCarthy  asked  for  permission  of  the  floor, 
thanking  the  delegates  for  their  splendid  attention 
and  expressing  his  appreciation  to  the  other  com- 
mittee members,  Dr.  C.  W.  Way  and  Dr.  J.  D.  Brad- 
ley, for  their  work  and  co-operation  on  this  com- 
mittee report.  He  further  stated  that  he  would  ap- 
preciate a motion  from  the  House  which  would  dis- 
continue the  committee. 

A motion  was  made  that  the  committee  be  dis- 
charged and  that  the  House  extend  its  appreciation 
for  the  work  done.  The  motion  was  seconded  and 
carried. 

The  chair  made  the  announcement  that  the  Board 
of  Councilors  would  meet  in  the  Lancaster  Room 
immediately  following  the  adjournment  of  the 
House  of  Delegates. 

A motion  was  made,  seconded  and  carried,  to  ad- 
journ to  meet  tomorrow  at  8 a.m.  in  the  Lancaster 
Room. 


HOUSE  OF  DELEGATES 
May  5,  1948 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Rudolph  F.  Decker,  Speaker 
of  the  House  of  Delegates,  at  8:15  a.m.,  in  the  Lan- 


caster Room,  Hotel  Cornhusker,  Lincoln.  Forty-four 
members  were  present. 

The  minutes  of  the  May  4th  session  were  read  by 
Dr.  R.  B.  Adams,  and  were  approved  as  read. 

The  report  of  the  Board  of  Councilors  was  read 
by  Dr.  C.  W.  Way. 

The  chair  called  attention  of  the  House  to  the  rec- 
ommendations by  the  Council  of  Drs.  W.  P.  Haney, 
Otis  Martin,  Wm.  Windle  Davis,  John  F.  Allen  and 
George  Hoffmeister  for  Honorary  Memberships  in 
the  Nebraska  State  Medical  Association. 

A motion  was  made  that  these  physicians  be  elect- 
ed to  Honorary  Memberships.  The  motion  was  sec- 
onded and  carried. 

Dr.  R.  C.  Fenstermacher,  Auburn,  was  seated  as 
a member  of  the  Nominating  Committee  from  the 
Third  District. 

The  chair  called  the  attention  of  the  House  to  the 
recommendation  by  the  Council  that  the  considera- 
tion of  a $2,000.00  appropriation  to  the  Nebraska 
Medical  Ser\uce  be  postponed  until  such  time  as 
funds  could  be  provided  and  then  the  proposal 
would  be  considered  on  its  merit;  also  that  the  Blue 
Shield  should  not  be  provided  free  exhibit  space  at 
the  Annual  Assembly. 

A motion  was  made  that  we  adopt  the  report  of 
the  Prepayment  Medical  Care  Committee  subject  to 
the  recommendations  of  the  Board  of  Trustees  and 
Council.  The  motion  was  seconded  and  carried. 

The  chair  called  the  attention  of  the  House  to  the 
recommendation  of  the  Council  that  the  Nebraska 
Medical  Foundation  be  approved  and  organization 
completed  and  placed  in  operation  as  outlined  in  Dr. 
Morgan’s  report. 

A motion  was  made  that  the  House  approve  the 
recommendations  of  the  Council  regarding  the  Ne- 
braska Medical  Foundation.  The  motion  was  sec- 
onded and  carried. 

The  chair  called  the  attention  of  the  House  to  the 
motion  made  by  the  Council  relative  to  payments 
made  by  Blue  Shield. 

A motion  was  made  and  seconded  that  this  rec- 
ommendation be  not  approved. 

Discussion  was  called  for  by  the  chair  and  Dr. 
Offerman  asked  for  the  privilege  of  the  floor  to  give 
detailed  information  pertinent  to  the  subject. 

A motion  was  made  that  the  motion  now  before 
the  House  be  laid  over  until  the  session  tomorrow 
morning.  The  motion  was  seconded  and  carried. 

Dr.  Hancock  made  the  announcement  that  the 
Nominating  Committee  was  to  meet  at  11:00  and 
4:00  today  in  the  Lancaster  Room. 

A motion  was  made  to  adjourn  until  eight  o’clock 
tomorrow  morning.  The  motion  was  seconded  and 
carried. 


HOUSE  OF  DELEGATES 
May  6,  1948 

The  fourth  and  final  session  of  the  House  of  Dele- 
gates was  called  to  order  by  the  Speaker  at  8 a.m.. 
May  6,  1948,  in  the  Lancaster  Room,  Hotel  Corn- 
husker, Lincoln,  Nebraska.  Registration  showed  36 
members  present. 

The  minutes  of  the  previous  session  were  read  by 
Dr.  R.  B.  Adams  and  approved  as  read. 
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Dr.  E.  W.  Hancock  read  the  following  report  of 
the  Nominating  Committee: 

Mr.  Speaker: 

The  Committee  on  Nominations  has  met  in  accordance  with 
instructions  and  now  reports  its  nominations  as  follows : 
President-Elect — J.  D.  McCarthy,  Omaha 
Vice  President — E.  F.  Leininger,  McCook 
Councilors : 

1st  District — J.  R.  Nilsson,  Omaha 
2nd  District — Clayton  Andrews,  Lincoln 
3rd  District — J.  C.  Waddell,  Beatrice 
4th  District — W.  E.  Wright,  Creighton 
Delegate  to  A.M.A. — J.  D.  McCarthy,  Omaha 
Alternate  Delegate  to  A.M.A. — H.  S.  Morgan,  Lincoln. 
Vice  Speaker,  House  of  Delegates  (2  years)  — J.  D. 
Bradley,  Omaha 

Committee  on  Journal  and  Publication — W.  H.  Heine, 
Fremont 

Delegate  to  North  Central  Conference  — Floyed  Rogers, 
Lincoln 

Respectfully  submitted, 

E.  W.  HANCOCK,  Chairman, 

R.  C.  REEDER,  Acting  Secretary. 

A motion  was  made  and  seconded  that  the  report 
of  the  Nominating  Committee  be  accepted.  The  mo* 
tion  carried. 

Nominations  from  the  floor  were  called  for  by  the 
chair  but  none  were  presented. 

A motion  was  made  that  the  rules  be  suspended 
and  the  secretary  cast  the  unanimous  ballot  of  the 
House  of  Delegates  for  the  nominees.  The  motion 
was  seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot  for  the 
nominees  and  the  following  became  the  newly  elect- 
ed officers  of  the  Nebraska  State  Medical  Associa- 
tion: 

President-Elect — J.  D.  McCarthy,  Omaha 
Vice  President — E.  F.  Leininger,  McCook 
Councilors : 

1st  District — J.  R.  Nilsson,  Omaha 
2nd  District — Clayton  Andrews,  Lincoln 
3rd  District — J.  C.  Waddell,  Beatrice 
4th  District — W.  E.  Wright,  Creighton 
Delegate  to  A.M.A. — J.  D.  McCarthy,  Omaha 
Alternate  Delegate  to  A.M.A. — H.  S.  Morgan,  Omaha 
Vice  Speaker,  House  of  Delegates — J.  D.  Bradley, 
Omaha 

Committee  on  Journal  and  Publication — W.  H.  Heine, 
Fremont 

Delegate  to  North  Central  Conference  — Floyd  Rogers, 
Lincoln 

Unfinished  business  was  called  for  by  the  chair 
and  attention  was  called  to  the  motion  of  the 
previous  session  that  the  matter  of  the  method  of 
payment  of  Blue  Shield  and  the  recommendation  of 
the  Council  that  this  organization  go  back  to  the 
joint  payment  plan  be  laid  on  the  table  for  discus- 
sion at  this  session. 

A motion  was  made  that  the  recommendation  of 
the  Board  of  Councilors  be  referred  to  the  Commit- 
tee on  Prepayment  Medical  Care  for  study  and  spe- 
cific recommendations  be  presented  to  the  House  of 
Delegates  at  its  next  annual  session,  and  that  in  the 
future  all  matters  of  policy  be  approved  by  the  Com- 
mittee on  Prepayment  Medical  Care  before  they  are 
placed  into  effect.  The  motion  was  seconded. 

General  discussion  followed  relative  to  whether  or 
not  the  actions  of  the  House  were  binding  on  Neb- 
raska Medical  Service,  and  Dr.  R.  W.  Fouts  asked 
for  permission  of  the  floor  to  discuss  the  problems 
the  A.  M.  A.  were  having  with  Blue  Cross  and  also 
to  read  the  articles  of  incorporation  of  the  Nebraska 
Medical  Service. 

An  amendment  to  the  original  motion  was  offered 
which  added  the  following  sentence:  “And  that  this 
House  requests  the  Board  of  Directors  of  Blue 
Cross  to  continue  joint  payments  until  the  commit- 
tee can  act.”  The  question  was  called  for  on  the  am- 
endment and  the  amendment  lost. 


Question  was  called  for  by  the  chair  on  the  orig- 
inal motion  and  the  motion  carried. 

The  chair  appointed  Drs.  W.  J.  McMartin  and  R. 

S.  Wycoff  to  get  Dr.  J.  D.  McCarthy  and  present 
to  the  House  as  President-Elect. 

DR.  McCarthy:  “There  isn’t  a great  deal  I can 

say.  I thoroughly  appreciate  the  honor  that  you 
have  conferred  upon  me  and  all  I can  do  is  to 
try  to  render  service  as  have  my  predecessors. 
I promise  you  that  the  service  will  at  least  be 
the  utmost  I can  give.  Thank  you  very  much.” 

The  next  order  of  business  was  the  report  of  the 
Council  which  was  read  by  Dr.  C.  W.  Way,  Secretary 
of  the  Council. 

A motion  was  made  that  the  recommendations  and 
actions  of  the  Council  of  May  5,  1948,  be  approved. 
The  motion  was  seconded  and  carried. 

Dr.  J.  E.  M.  Thomson  asked  for  the  privilege  of 
the  floor  and  stated  that  he  had  been  asked  to  ap- 
point a committee  to  cooperate  with  the  Council  on 
National  Emergency  of  the  A.  M.  A. 

A motion  was  made  that  the  President  authorize  a 
special  committee  to  work  with  the  Council  on  Na- 
tional Emergency  of  the  A.M.A.  The  motion  was 
seconded  and  carried. 

Mr.  M.  C.  Smith  read  a resolution  from  the  Utah 
State  Medical  Association  relative  to  the  practice  of 
medicine  in  hospitals.  Dr.  J.  D.  McCarthy  stated 
this  matter  had  been  brought  up  at  the  A.M.A.  and 
so  no  further  action  was  necessary. 

A motion  was  made  that  it  be  the  policy  of  the 
House  of  Delegates  to  meet  annually  on  Monday, 
the  day  preceding  the  calling  of  the  annual  session. 
The  motion  was  seconded  and  carried. 

General  discussion  as  to  the  reapportionment  of 
some  of  the  Councilor  Districts  followed. 

A motion  was  made  that  this  matter  be  referred 
to  the  Planning  Committee  for  investigation  and 
study.  The  motion  was  seconded  and  carried. 

A motion  was  made  and  seconded  that  a vote  of 
thanks  be  given  to  the  Lancaster  County  Medical 
Society  and  the  Hotel  Cornhusker  for  the  excellent 
manner  in  which  they  took  care  of  the  meeting. 

An  amendment  was  offered  to  the  motion  that  we 
include  the  Chamber  of  Commerce  in  the  original 
motion.  This  amendment  was  accepted  and  the  ques- 
tion was  called  for  on  the  original  motion.  The  mo- 
tion carried. 

Fixing  the  place  of  the  next  annual  session  was 
the  next  order  of  business. 

A motion  was  made  that  the  1949  Annual  Assem- 
bly be  held  in  Omaha.  The  motion  was  seconded  and 
carried. 

The  chair  expressed  his  appreciation  to  the 
House  for  the  excellent  attendance  and  attention 
given  during  the  meeting. 

A motion  was  made  to  adjourn  which  was  second- 
ed and  carried. 
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G.  W.  Sullivan,  St.  Edward  (D) 
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Wm.  Nutzman,  Kearney  (A) 
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I.  Lukens,  Tekamah  (D) 

H.  W.  Benson,  Oakland  (A) P P P P 

BUTLER— 

D.  E.  Burdick,  David  City  (D) P 

CASS— 

R.  R.  Andersen.  Nehawka  (D) 

CEDAR-DIXON-DAKOTA- 

THURSTON-WAYNE— 

Walter  Benthack,  Wayne  (D) P P P 

R.  M.  Matson,  Wayne  (A) 

R.  P.  Carroll,  Laurel  (D) P P 

E.  P.  Dorsey,  Hartington  (A) 

Max  Coe,  Wakefield  (D) P P P 

R.  E.  Bray,  Ponca  (A) 

C.  A.  Pierson,  Pender  (D) P P 


E.  V.  Avakian,  Emerson  CA). 
CHEYENNE-KIMBALL-DEUEL— 

C.  B.  Dorwart.  Sidney  (D) 

H.  A.  Cook,  Sidney  (A) 

CLAY— 


H.  V.  Nuss,  Sutton  (D) P P 

COLFAX— 

H.  Dey  Myers,  Jr.,  Schuyler  (D) 

F.  G.  Kolouch,  Schuyler  (A) 

CUSTER— 

R.  D.  Bryson,  Callaway  (D) P P P 

Theo.  Koefoot,  Jr.,  Broken  Bow  (A) 

DAWSON— 

R.  S.  Wycoff,  Lexington  (D) P P P P 

A.  W.  Anderson,  Lexington  (A) 

DODGE— 

R.  T.  Van  Metre,  Fremont  (D) P P P P 

D.  B.  Wengert,  Fremont  (A) 

FILLMORE— 

J.  Bixby,  Geneva  (D) P P P P 

A.  A.  Ashby,  Fairmont  (A) 

FRANKLIN— 

Hal  C.  Smith,  Franklin  (D) P P 

L.  S.  McNeil,  Campbell  (A) 

FOUR  COUNTY— 

Roy  Cram,  Burwell  (D) D D D D 

GAGE— 

D.  H.  PENNER,  Beatrice  (D) P P 

H.  D.  Runty.  DeWitt  lA) 

GARDEN-KEITH-PERKINS— 

E.  A.  Harvey,  Ogallala  (D) P P P P 

F.  M.  Bell,  Grant  (A) 

HALL— 

W.  J.  Arrasmith,  Grand  Island  (D) P 

Earl  Farnsworth,  Grand  Island  (A) 

HAMILTON— 

O.  M.  Troester,  Hampton  (D) P P P p 


HARLAN— 

R.  H.  Kerr,  Alma  (D) 

K.  C.  McGrew,  Orleans  (A) 

HOLT  and  NORTHWEST— 

Harold  J.  Panzer,  Bassett  (D) 


Robert  Reeder,  Valentine  (A) P P P 

HOWARD— 

J.  Y.  Racines,  Palmer  (D) P P P 

Loren  E.  Imes,  St.  Paul  (A) 

JEFERSON— 

R.  L.  Cassel,  Fairbury  (D) P 

JOHNSON— 

Eugene  Van  Ackeran,  Tecumseh  (D)_ 

J.  A.  Lanspa,  Tecumseh  (A) 

LANCASTER— 

W.  C.  Becker,  Lincoln  (D) P P P P 

Sidney  O.  Reese,  Lincoln  (A) 

E.  S.  Wegner,  Lincoln  (D) P P P P 

Fritz  Teal,  Lincoln  (A) 

H.  S.  Morgan,  Lincoln  (D) P P P P 

W.  W.  Carveth,  Lincoln  (A) 

E.  W.  Hancock,  Lincoln  (D) P P P P 

E.  E.  Angle,  Lincoln  (A) 

LINCOLN— 

C.  F.  Heider,  North  Platte  (D) 

G.  F.  Waltemath.  North  Platte  (A) P P P 

MADISON-SIX  COUNTY— 

W.  I.  Devers,  Pierce  (D) P P P P 

J.  A.  Calvert.  Pierce  (A) 

F.  X.  Rudloff,  Battle  Creek  (D) P P 

A.  C.  Barry,  Norfolk  (A) 

H.  W.  Tennant.  Stanton  (D) 

S.  G.  Allen,  Stanton  (A) 

E.  E.  Curtis.  Neligh  (D) P P 

W.  W.  Graham,  Elgin  (A) P 

W.  E.  Wright,  Creighton  (D) P P P P 

R.  E.  Johnson,  Wausa  (A) 

A.  W.  Anderson,  West  Point  (D) P 

W.  D.  Hansen,  Wisner  (A) 

MERRICK— 

NANCE— 

H.  E.  King.  Fullerton  ID) P P 


C.  D.  Williams,  Genoa  (A) 

NEMAHA— 

Edgar  Cline.  Auburn  (D) 

R.  C.  Fenstermcaher,  Auburn  (A) P P P P 

NORTHWEST  NEBRASKA— 

W.  K.  Wolf,  Gordon  (Dl 

R.  L.  Hook,  Rushville  (A) 

NUCKOLLS— 

A.  I.  Webman.  Superior  (D) P P P 

J.  Allen  Trowbridge,  Superior  (A) 


OMAHA-DOUGLAS— 

W.  J.  McMartin,  Omaha  (D) P 

A.  J.  Offerman,  Omaha  (D) P 

E.  J.  Kirk,  Omaha  (A) 

J.  E.  Courtney,  Omaha  (A) 

David  Findley,  Omaha  (D) P 

W.  E.  Kroupa,  Omaha  (A) 

Louis  Moon,  Omaha  (D) 

Sven  Isaacson,  Omaha  (A) P 

M.  E.  Grier,  Omaha  (D) P 

Payson  Adams,  Omaha  (A) 

Donald  Wilson,  Omaha  (D) P 

Sven  Isaacson,  Omaha  (A) 

F.  W.  Niehaus,  Omaha  (D) P 

Chas.  Shramek,  Omaha  (A) 

OTOE— 


W.  C.  Kenner,  Nebraska  City  (D) 

D.  D.  Stonecypher,  Nebr.  City  (A) 


PHELPS— 

H.  A.  McConahay,  Holdrege  (D) P 

Theo.  A.  Peterson,  Holdrege  (A) 

PLATTE— 

E.  E.  Koebbe,  Columbus  (D) P 


C.  H.  Campbell,  Columbus  (A)_ 
POLK— 

H.  S.  Eklund,  Osceola  (D) 

Willard  Blome,  Stromsburg  (A) 
RICHARDSON— 

H.  R.  Miner,  Falls  City  (D)__ 

W.  E.  Shook,  Shubert  (A) 

SALINE— 


L.  W.  Forney,  Crete  (D) P 

Paul  J.  Huber,  Crete  (A) 

SAUNDERS— 

W.  W.  Noyes.  Ceresco  (D) P 

W.  R.  Hill.  Milford  (A) 

SCOTTS  BLUFF— 

W.  Max  Gentry,  Gering  ID) P 

H.  A.  Blackstone,  Bridgeport  (A) 

SEWARD— 

J.  T.  Stanard.  Seward  (D) 

C.  F.  Hille,  Beaver  Crossing  (DV P 

SOUTHWESTERN  NEBRASKA— 

E.  F.  Leininger,  McCook  (D) P 

F.  M.  Karrer,  McCook  (A) 

Kenneth  Brown,  Stratton  (D) 

D.  H.  Morgan.  McCook  (A) 

Faye  Smith,  Imperial  (D) P 


R.  J.  Day,  Imperial  (A) 

B.  I.  Mills.  Maywood  (D) 

Van  Magill.  Curtis  (A) 

Clarence  Minnick,  Cambidge  (D) 

H.  I.  Steams,  Cambridge  (A) 

J.  F.  Premer,  Benkelman  (D) 

G.  A.  Morehouse,  Benkelman  (A) 


THAYER— 

F.  A.  Mountford.  Davenport  (D) P 

Paul  A.  Reed,  Deshler  (A) 

WASHINGTON— 

Morris  Nielsen,  Blair  (D) P 

C.  D.  Howard,  Blair  (A) 

WEBSTER— 

YORK— 

H.  O.  Bell,  York  (D) 

R.  E.  Harry,  York  (A) 

Total  46 
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ARTICLES  OF  INCORPORATION  OF 

NEBRASKA  MEDICAL  FOUNDATION,  INC. 

We,  the  undersigned,  citizens  of  the  United  States 
of  America  and  residents  of  the  State  of  Nebraska, 
do  hereby  associate  ourselves  together  under  the 
Laws  of  the  State  of  Nebraska  for  the  purpose  of 
forming  and  becoming  a charitable  coiiioration,  and 
do  hereby  adopt  the  following  Articles  of  Incorpora- 
tion: 

ARTICLE  I 

The  name  of  the  corporation  is  NEBRASKA 
MEDICAL  FOUNDATION,  INC.,  and  the  place 
where  its  principal  office  for  the  transaction  of  bus- 
iness is  located  in  Lincoln,  Lancaster  County,  Nebr- 
aska. The  name  of  the  Resident  Agent  of  this  cor- 
poration is  M.  C.  SMITH,  whose  address  is  416  Fed- 
eral Securities  Building,  Lincoln,  Nebraska. 

ARTICLE  II 

The  objects  and  purposes  to  be  promoted,  trans- 
acted and  carried  on  by  the  corporation  are: 

To  solicit  and  accept  from  corporations,  associa- 
tions, partnerships,  individual  persons  and  founda- 
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tions  interested  in  the  welfare  of  the  human  race, 
contributions,  gifts,  grants,  funds,  devises  and  be- 
quests of  personal  or  real  property,  or  both,  which 
shall  be  held,  administered  and  expended  exclusive- 
ly for  the  purpose  of  fostering  education  and 
scientific  investigations  in  medicine  and  its  allied 
fields  in  cooperation  with,  or  independently  of,  the 
Schools  of  Medicine  of  the  University  of  Nebraska 
and  of  Creighton  University,  and  in  cooperation 
with  the  faculty,  staff  and  students  thereof  and 
those  associated  therewith,  or  independent  of,  such 
faculty,  staff  and  students. 

A.  To  foster  and  encourage  education  and  learn- 
ing in  the  medical  sciences,  both  pure  and  applied, 
both  in  connection  with  the  Schools  of  Medicine  and 
independently  thereof; 

B.  To  provide  or  assist  in  providing  the  means 
and  machinery  by  which  scientific  discoveries  and 
processes  may  be  developed,  applied  and  patented 
and  the  medical  uses  thereof  determined  commerci- 
ally, and  by  which  such  utilization  or  disposition 
may  be  made  of  such  discoveries  and  processes  and 
patent  rights  or  interests  therein,  as  may  tend  to 
stimulate  and  promote  and  provide  funds  for  fur- 
ther scientific  investigation  and  reseai'ch; 

C.  To  train  persons  for  the  conduct  of  such  in- 
vestigation and  research  and  to  acquire  and  dissem- 
inate knowledge  iru relation  thereto: 

D.  To  make  grants  or  gifts  of  money  or  property 
to  hospitals,  schools  or  other  public  or  private  in- 
stitutions whose  purposes  may  be  similar  to  the  pur- 
pose herein  contained;  to  aid  in  paying  the  salaries 
of  teachers,  staff  employees,  doctors,  nurses,  or  oth- 
er personnel  of  such  institutions;  to  give  or  grant 
such  funds  or  property  for  the  purchase  of  equip- 
ment, the  defraying  of  expenses,  or  for  any  other 
purpose  not  inconsistent  with  the  purpose  herein 
contained. 

E.  To  make  grants,  gifts  or  loans  to  worthy  stu- 
dents for  the  purpose  of  enabling  them  to  secure  an 
education  in  medicine  and  its  allied  fields.  Any  loan 
so  made  shall  be  upon  such  terms  and  conditions 
are  approved  by  the  Board  of  Trustees  of  the  Foun- 
dation, either  with  or  without  interest,  and,  in  order 
that  rural  communities  may  be  better  served,  the 
Board  of  Trustees  shall  be  empowered  to  comprom- 
ise or  cancel  any  such  loans  in  the  event  such  stu- 
dent upon  graduation  is  willing  to  establish  his 
practice  of  medicine  in  a rural  community; 

F.  To  provide  space  and  adequate  facilities  for 
the  special  study  and  treatment  of  patients; 

G.  To  make  or  cause  to  be  made  surveys,  includ- 
ing the  gathering  of  information,  statistics,  and 
preparation  of  reports  with  respect  to  public  health, 
causes  of  disease  and  for  the  purposes  of  promoting 
sanitation  and  measures  for  prevention  of  disease; 
and  for  all  other  purposes  where  the  gathering  of 
information  is  required  to  properly  promote  scientif- 
ic research  for  the  advancement  of  human  know- 
ledge and  the  alleviation  of  human  suffering; 

H.  To  hold,  manage,  sell  and  lease  personal  and 
real  property  and  to  invest  and  re-invest  corporate 
funds  in  any  type  of  property  or  security  which  the 
Board  of  Trustees  may  deem  advisable,  whether  or 
not  such  investments  are  of  the  type  or  character 
authorized  by  the  Laws  of  the  State  of  Nebraska  for 
investment  of  trust  funds,  and  to  enter  into  such 
contracts  and  execute  such  conveyances,  instiaiments 
and  releases  as  may  be  necessary  and  proper  to 


carry  out  the  objects  and  purposes  of  this  corpora- 
tion ; 

1.  Experience  having  proven  that  gifts  for  char- 
itable and  educational  purposes  can  be  more  eco- 
nomically and  advantageously  administered  if  such 
gifts  are  combined  in  a common  fund  under  a uni- 
fied control,  and  in  order  that  Donors  may  have  the 
assurance  that  their  gifts,  either  testamentary  or 
by  deed,  will  be  so  cared  for  and  administered  as  to 
best  accomplish  the  wishes  of  the  Donors,  all 
funds  and  property  granted,  devised  and  bequeathed 
to  the  Foundation  in  trust  shall  be  transferred  to  a 
corporate  trust  institution  located  in  the  State  of 
Nebraska,  to  be  held,  invested  and  managed  by  it  as 
TRUSTEE  as  the  Board  of  Trustees  of  the  Founda- 
tion shall  direct  by  a majority  vote  communicated 
to  the  TRUSTEE  in  writing,  upon  such  reasonable 
terms  and  conditions  as  may  be  mutually  agreeable 
to  the  Board  of  Trustees  of  the  Foundation  and  the 
corporate  TRUSTEE. 

(a)  The  TRUSTEE  shall  be  designated  by  the 
Incorporators  by  written  designation  and  it  shall 
continue  as  the  TRUSTEE  until  such  time  as  it  re- 
signs or  is  removed  by  a two-thirds  (2/3)  vote  of 
the  Board  of  Trustees  of  the  Foundation  and  a 
Successor-Trustee  is  appointed  by  such  Board  mem- 
bers. 

(b)  In  the  absence  of  provision  expressing  the 
intention  of  the  Donor  or  Testator  to  the  contrary, 
the  said  TRUSTEE  shall  be  authorized  to  mingle 
any  property  given  to  the  Foundation  with  other 
property  of  the  Foundation  for  the  purpose  of  in- 
vestment and  re-investment,  without  obligation  to 
retain  any  gift  as  a separate  investment,  or  in  such 
a manner  that  such  property  may  be  afterward 
identified  as  separate  property;  but  any  Testator  or 

* Donor  may  direct  that  any  gift  be  held  as  a separ- 
ate fund,  and  may  designate  such  fund  as  a memor- 
ial fund  in  memoriam  of  a particular  person  or  ev- 
ent, and  in  such  case,  the  TRUSTEE  shall  establish 
a participation  credit  account  for  such  fund  and 
thereafter  shall  at  the  end  of  each  quarter-annuai 
period  adjust  such  participation  credit  account  to  re- 
flect the  net  earnings  or  net  losses  of  the  Trust. 
Such  adjustment  shall  be  made  in  such  proportion 
as  the  balance  of  each  such  participation  credit  ac- 
count at  the  beginning  of  each  quarter-annual  per- 
iod bears  to  aggregate  balance  of  all  funds  so 
mingled.  The  term  “net  earnings”  and  “net  losses” 
as  used  in  this  paragraph  shall  include  all  net  in- 
come from  the  trust  property  so  mingled  and  all 
profits  or  losses  arising  from  the  sale  of  such  prop- 
erty. In  order  to  reflect  at  all  times  the  correct  pro- 
portion of  each  participation  credit  account  to  the 
aggregate  balance  of  all  funds  commingled,  no  such 
participation  credit  account  shall  be  admitted  to  or 
withdrawn  from  the  commingled  common  fund  ex- 
cept at  such  times  as  all  assets  held  in  such  fund 
have  been  revalued  to  accurately  reflect  their  then 
current  market  value,  the  Board  of  Trustees  of  the 
Foundation  to  direct  the  method  of  such  revaluation. 
The  TRUSTEE  shall  determine  the  proper  alloca- 
tion between  principal  and  income  of  the  gain  or 
loss  described  above  and  the  value  of  the  assets  as 
shown  on  the  books  of  the  Trust  shall  be  adjusted  to 
reflect  any  increase  or  decrease  because  of  such  re- 
valuation. 

(c)  Any  Donor  or  Testator  may,  however  provide 
that  any  of  his  funds  shall  be  held  upon  specific 
trusts  without  a commingling,  and  in  such  case  the 
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intentions  of  such  Donor  or  Testator  shall  be  car- 
ried out. 

2.  To  enter  into  contracts  to  trust  agreements 
with  inventors  or  applicants  for,  or  owners  of,  pat- 
ents, or  of  patent  rights,  licenses  or  interests,  for 
the  rendering  of  aid  in  the  obtaining,  perfecting  and 
maintaining  of  patents,  both  foreign  and  domestic, 
and  the  protective,  improvement,  manufacture,  use 
and  disposition  of  patented  drugs,  new  vitamins, 
hormones,  etc.,  and  for  the  disposition  of  the  patent 
rights,  licenses  and  interests  of  the  discover,  upon 
such  terms  and  conditions  and  with  such  provisions 
as  to  application  and  use  of  earnings  and  proceeds 
as  may  be  agreed  upon; 

3.  To  acquire  and  to  sell  and  dispose  of  such  dis- 
coveries, applications  for  patents  and  patents,  both 
foreign  and  domestic,  and  interests  therein,  and 
patent  rights,  licenses  and  privileges  including  ter- 
ritorial rights;  and  to  grant  licenses  to  others  to 
manufacture,  use  and  sell,  or  either,  and  to  itself 
manufacture,  use  and  sell,  or  either,  under  patents, 
both  foreign  and  domestic,  or  under  licenses,  rights 
and  interests  therein;  and  to  receive,  collect  and  en- 
force collection  of  royalties  or  other  consideration 
for  patent  rights  or  interests,  or  devices,  articles  or 
processes,  of  which  disposition  may  be  made  or  con- 
tracted for; 

4.  To  prosecute  infringements  or  invasion  of  any 
patent  or  patent  right  in  which  the  corporation  may 
be  interested,  and  to  defend  against  infringement, 
and  protect  any  such  patent  or  patent  rights. 

Insofar  as  is  not  inconsistent  with  the  charitable 
character  of  this  organization,  in  furtherance  of  the 
powers  and  objectives  above  set  forth,  this  corpora- 
tion shall  have  all  of  the  powers  of  a corporation 
now  or  hereafter  created  under  the  General  Corpor- 
ation Law  of  the  State,  which  a charitable  corpora- 
tion is  permitted  to  have  or  exercise,  but  no  part  of 
the  assets  of  net  earnings  of  the  corporation  shall 
inure  to  the  benefit  of  any  member.  Trustee  or  Of- 
ficer by  reason  of  participating  in  said  association, 
and  no  substantial  part  of  its  activities  shall  con- 
sist of  carrying  on  propaganda  or  otherwise  at- 
tempting to  influence  legislation. 

ARTICLE  III 

This  corporation  shall  commence  when  the  Arti- 
cles of  Incorporation  are  filed  in  the  office  of  the 
Secretary  of  State  and  in  the  office  of  the  County 
Clerk  of  Lancaster  County,  Nebraska,  and  shall 
have  a perpetual  existence  unless  sooner  dissolved 
by  a vote  of  two-thirds  (2/3)  of  its  members. 

ARTICLE  IV 

The  corporation  shall  have.no  capital  stock,  and 
the  minimum  amount  of  capital  with  which  the  cor- 
poration shall  commence  business  shall  be  Ten  Dol- 
lars ($10.00). 

ARTICLE  V 

The  management  of  this  corporation  shall  be 
vested  in  a Board  of  Trustees  who  shall  elect  from 
among  their  members  a Chairman,  a President,  one 
or  more  Vice-Presidents,  a Secretary  and  a Treas- 
urer. The  number  of  Timstees  shall  be  determined 
from  time  to  time  as  is  provided  for  in  the  By- 
Laws  of  the  corporation.  The  Incorporators  shall  be 
re-elected  annually  as  Trustees  so  long  as  they  live 
and  are  competent  to  act.  The  other  Trustees  shall 
consist  of  the  membership  of  the  Council  of  the  Ne- 


braska State  Medical  Association,  for  the  represent- 
atives of  the  medical  profession,  and  lay  members 
to  be  selected  from  the  general  public  of  the  State 
of  Nebraska.  The  initial  Board  of  Trustees  shall  be 
not  more  than  thirty  (30)  in  number  and  shall  serve 
until  their  successors  are  elected  and  qualified.  The 
undersigned  Incorporators  shall  be  the  Board  of 
Trustees  until  new  Trustees  are  elected  as  provided 
herein.  As  soon  as  possible  the  Board  of  Trustees 
shall  elect  the  undersigned  Incorporators,  together 
with  the  Council  members  of  the  Nebraska  State 
Medical  Association,  which  group  shall  then  select 
the  lay  members  to  serve  with  them  as  the  Board  of 
Trustees  of  the  Foundation.  The  Incorporators  to- 
gether with  the  Council  members  of  the  Nebraska 
State  Medical  Association  as  they  are  elected  as 
Council  members  from  time  to  time  shall  be  elected 
as  Trustees  annually,  and  Council  members  shall 
continue  as  Trustees  only  so  long  as  they  are  Coun- 
cil members.  The  lay  members  of  the  Board  of 
Trustees  shall  serve  until  their  successors  are  elect- 
ed and  qualified.  If  a vacancy  occurs  in  the  Board  of 
Trustees,  the  Board  shall  have  the  power  to  elect 
a Successor- Trustee  to  serve  during  the  unexpired 
term.  The  Board  may  also  elect  an  Assistant  Secre- 
tary, Assistant  Treasurer  and  a Director  who  may  be 
paid  a salary,  but  none  of  whom  except  the  Director 
shall  be  members  of  the  Board  of  Trustees. 

The  original  By-Laws  shall  be  adopted  by  the  In- 
corporators and  thereafter  the  Board  of  Trustees 
shall  have  the  power  to  make,  adopt  and  amend  By- 
Laws  not  inconsistent  with  these  Articles  of  Incor- 
poration and  the  Laws  of  the  State  of  Nebraska  by 
a two-thirds  (2/3)  majority  vote  of  the  Trustees. 

The  Board  of  Trustees  shall  have  the  power  to 
appoint  an  Executive  Committee  which  shall  con- 
sist of  not  less  than  nine  (9)  members  of  the  Board 
of  Trustees,  including  the  Incorporators  so  long  as 
they  are  living  and  competent  to  act,  and  three  (3) 
other  members  selected  by  the  Board,  at  least  two 
(2)  of  whom  shall  be  laymen.  The  Executive  Com- 
mittee shall  exercise  all  of  the  powers  of  the  Board 
of  Trustees  when  the  Board  is  not  in  session  unless 
and  to  such  an  extent  as  such  powers  are  limited  by 
the  Board  of  Trustees. 

The  Board  of  Trustees  shall  have  the  power  to 
appoint  such  Advisory  Boards  or  Committees  as 
may  be  provided  for  by  resolution  of  the  Board  of 
Trustees  or  in  the  By-Laws,  to  advise  and  consult 
with  the  Board  of  Trustees  and  to  assist  the  Board 
of  Trustees  in  raising  funds  and  furthering  the  ob- 
jects of  this  corporation. 

ARTICLE  VI 

The  annual  meeting  of  the  corporation  shall  be 
held  at  6:00  p.m.  on  the  same  date  and  at  the  same 
place  as  the  midwinter  meeting  of  the  Council  of  the 
Nebraska  State  Medical  Association.  In  the  event 
such  Medical  Association  meeting  does  not  take 
place  in  any  calendar  year,  the  annual  meeting  of 
this  corporation  shall  be  held  on  the  third  Tuesday 
of  February  of  said  year. 

ARTICLE  VII 

No  person  shall  be  a member  of  this  corporation 
unless  (a)  he  is  a Trustee,  or  (b)  unless  he  is  elect- 
ed a member  by  a majority  vote  of  the  Trustees.  No 
member  shall  have  the  right  to  vote  for,  remove  or 
dictate  the  action  of  the  duly  constituted  Trustees. 
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ARTICLE  VIII 

The  names  and  residences  of  the  Incorporators 
of  this  corporation  are: 

J.  E.  M.  Thomson,  Lincoln,  Nebr. 

Donald  B.  Steenburg,  Aurora,  Neb. 

Harold  S.  Morgan,  Lincoln,  Neb. 

Warren  Thompson,  Omaha,  Neb. 

J.  0.  McCarthy,  Omaha,  Neb. 

M.  C.  Smith,  Lincoln,  Nebraska 

ARTICLE  IX 

Neither  the  private  property  of  the  members  of 
the  corporation  or  any  of  the  Trustees  or  Officers, 
nor  any  of  the  property  of  the  Nebraska  State  Med- 
ical Association  shall  ever  be  subject  to  the  pay- 
ment of  corporate  debts  to  any  extent  whatsoever. 

ARTICLE  X 

On  the  dissolution  of  the  corporation,  no  property 
or  assets  of  the  corporation  shall  ever  pass  to  any 
member  of  the  corporation  or  its  Board  of  Trustees 
or  to  any  private  individual,  but  the  property  and 
assets  of  this  corporation  on  dissolution  shall  be 
distributed  in  a manner  not  inconsistent  with  the 
purposes  for  which  this  corporation  is  organized. 

ARTICLE  XI 

The  Articles  of  Incorporation  may  be  amended  at 
any  annual  meeting  or  at  a special  meeting  called 
for  that  purpose.  All  amendments  must  receive  a 
two-thirds  (2/3)  majority  vote  of  the  Trustees  of 
‘•his  corporation. 


Be  sure  to  ask  your  patients  to  show  their  Blue 
Shield  Identification  Card  when  service  is  re- 
quested, and  copy  the  Group  Number  and  the  Agree- 
ment Number  on  your  record. 


The  Blue  Shield  Plan  helps  your  patients  pay 
you.  It  will  grow  and  serve  you  and  your  patients 
as  experience,  your  co-operation,  and  the  public 
shall  determine. 


It  is  highly  important  that  your  secretary  be 
familiar  with  the  Blue  Shield  contract  and  the 
schedule  of  benefits.  Time  and  effort  will  be  saved 
for  you  and  your  assistant  if  she  has  full  informa- 
tion about  the  Plan. 


“What?”  — “Where?”  — “When?”  — These 
questions  are  being  satisfactorily  answered  on  the 
great  majority  of  physicians’  claim  blanks.  Some, 
however,  fail  to  give  the  complete  diagnosis,  and 
must  be  returned  for  additional  information.  Please 
use  Standard  Nomenclature  approved  by  A.M.A. 


If  you  have  questions  as  to  the  procedures  and 
operation  of  the  Blue  Shield  Plan,  direct  your  in- 
quiries to  the  office.  If  you  are  pleased  with  the 
operation  of  the  Plan,  tell  your  patients. 


You  and  your  colleagues  are  continually  estab- 
lishing public  relations  for  the  medical  profession  1 
and  for  the  Blue  Shield  Plan.  What  your  patients  j 
think  of  you  contributes  to  the  sum  total  of  what  * 
the  public  thinks  of  the  entire  profession.  Like- 
wise, the  success  and  acceptance  of  the  “Voluntary 
Plans”  rests  with  the  individual  physician. 


Why  should  you  enroll  as  a “Participating  Physi- 
cian?” 

1.  Because  Blue  Shield  is  the  only  physician-  « 
sponsored  Plan  in  Nebraska  designed  to  help  your  ^ 
patients  pay  for  medical  care. 

2.  Because  there  are  now  nearly  6(),00()  Nebras- 
kans who  are  relying  upon  their  physician  to  par- 
ticipate. 

3.  Because  there  can  be  no  neutral  position  on 
the  issue  of  “State  Medicine.”  Your  support  of  the 
“Voluntary  way”  will  eliminate  the  necessity  of  the  • 
“compulsory  way.” 

4.  More  than  860  members  of  the  Nebraska  State 
Medical  Association  have  signed  up  as  “Participat-  ^ 
ing  Physicians”  in  the  Blue  Shield  Plan. 


Address  all  correspondence  regarding  Blue  Shield 
and  Blue  Cross  Plans  to  330  City  National  Bank 
Bldg.,  Omaha  2,  Nebraska. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 


May  31,  1948 

Cash  on  hand,  May  1,  1948 $ 60  923.99 

Receipts : 

From  dues  $16,686.50 

From  enrollment  fees 1,931.00 

Taxes  deducted  from  salaries 40.10  48,657.60 


$109,581.59 

Disbursements : 

Claims  paid  $26,325.50 

Administrative  expense  (Regular 

$4,416.56;  Adv.  Campaign  $158.59) — 4,57.^.15 

Salary,  Executive  Director 250.00 

Professional  fee,  E.K.M 125.00 

Medical  Director  1 00.00 

Attorney  100.00 

Advertising  77.20 

Printing  and  stationery 178.00 

Home  office  travel  and  expense 635.01 

Hospital  records  16.00 

Collection  expense  5.00 

Refunds  : 99.25 

Dues  40.29 

Bank  charge  .50 

Postage  

Taxes  paid  32  526.90 


Cash  on  hand.  May  31,  1948 $ 77,054.69 

Bank  Balances,  May  31,  1948: 

Packers  National  Bank,  Omaha $ 70,907.53 

First  National  Bank,  Omaha 1,147.53 

Continental  National  Bank,  Lincoln  5,000.00 


$ 77,054.69  . 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
May  31,  1948 

Assets : 

Cash  in  banks 

Premiums  in  process  of  collection 

U.  S.  Bonds  (cost  plus  accrued 
interest)  


Liabilities : 

Acounts  payable.  Blue  Cross $ 4,483.88 

Accounts  payable,  monthly  invoice: 590.46 

Accrued  payroll  taxes 91.80 


$77,054.69 
. 12,230.90 

74,631.00  $163,916.59 
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BLUE  SHIELD  PLAN 
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Claims  payable : 

Unreported  20,000.00 

Pending  7,247.00 

Accrued  audit  expense 250.00 

Unearned  premiums  51,851.79 


$84,514.93 

Reserves  for  Public  Rela- 
tions Campaign  1,000.000 

Subscribers  4%  Surplus 

Notes  $19,450.00 

Net  income  to  date $58,951.66 


78,401.66 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 


Income : 


From  dues  

Enrollment  fees  paid. 
Interest,  U.  S.  Bonds 


May  31,  1948 

Month 
of  May 

$38,791.15 

1,931.00 


$40,722.15 

Expenses : 

Claims  $29,217.50 


Administrative  expense — 

Regular  4,466.58 

Adv.  Campaign  , 17.30 

Salary,  Executive  Director 250.00 

Medical  Director  100.00 

Professional  fees,  E.K.M 125.00 

Attorney  100.00 

Auditing  125.00 

Advertising,  regular  80.00 

Stationery  26.11 

Printing  411.81 

Home  office  travel  and  expense — 530.21 

Collection  expense  5.00 

Taxes  and  licenses  2.50 


Postage  

Dues  40.29 

Miscellaneous  26.50 

Insurance  


Net  Gain 


5,198.35 


NEWS 


$163,916.59 


NOTES 

Minor  Surgery 

. 58 

7.41% 

765.00 

259 

2.90% 

Hemorrhoids 

9 

1.16% 

450.00 

1.71% 

Nose  and  Throat 

. 12 

1.53% 

391.00 

1.48% 

Eye 

. 10 

1.28% 

265.00 

1.00% 

Transfusions 

. 20 

2.55% 

200.00 

.76% 

Pathology 

- 28 

3.58% 

141.00 

.53% 

Anesthesia 

. 13 

1.66% 

105.00 

.40% 

Radiation  Therapy 

2 

.25% 

30.00 

.11% 

783 

ioo.00% 

$26,381.50 

100.00% 

Recall  of  claim  paid 

in  April. 

—56.00 

Amount  of  claims  in 

process 

$26,325.00 

of  settlement  .i 

5 7,247.00 

Average  cost  ner  case  for  May 

44.41 

Number  per  thousand 

receiving  benefits 

during  May 

15 

5 Months 
to  Date 
$172,265.39 
5,497.00 
83.34 


$177,845.73 


NEWS  NOTES 

Seminars,  institutes  and  workshop  courses 
are  being  developed  in  universities  and  in 
teachers’  colleges  throughout  the  state. 


$128,497.00 

22  273  56  objectives  of  these  study  groups  of 

i,9ii;o8  school  administrators  and  teachers  are:  To 
’5oo!oo  survey  the  school,  home  and  community 
soo’.oo  situations  where  they  will  teach  that  need 
i7?;55  attention;  to  plan  a school  health  program 
2 228’o6  based  on  needs  and  interests  of  the  groups 
i,’i53.'47  whom  they  will  teach;  to  understand  the 
42i5o  services  of  the  local  health  departments  and 
215!26  the  State  Health  Department;  to  know  the 
physicians  and  dentists  in  the  community 
— T- and  to  know  how  to  use  their  services. 


MEMBERSHIP  SUMMARY— MAY,  1948 


Subscribers 

Dependents 

Total 

Membership,  May  1,  1948 

Additions 

Less  Terminations 
Net  Gain 

21,691 

1,243 

420 

823 

30,150 

51,841 

Membership,  June  1,  1948 

. 22,514 

31,294 

53,808 

Groups  enrolled  during  May  . 

71 

Groups  cancelled  during  May. 

12 

Number  of  active  groups,  June  1,  1948  . 

1,310 

MAY  ENROLLMENT  BY  COUNTY 


Adams  268 

Box  Butte  13 

Buffalo  7 

Butler  1 

Cass  3 

Cherry  6 

Cheyenne  99 

Clay  2 

Cuming  1 

Custer  2 

Dawes  76 

Dawson  14 

Dodge  20 

Douglas  307 

Furnas  3 

Gage  31 

Garden  11 

Greeley  1 


Hall  44 

Holt  8 

Jefferson  1 

Keith  25 

Keya  Paha  1 

Lancaster  100 

Lincoln  110 

Madison  14 

Otoe  5 

Phelps  3 

Platte  2 

Red  Willow  1 

Richardson  3 

Sarpy  5 

Scotts  Bluff  52 

Washington  3 

Webster  1 


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 
May,  1948 


Number  of  claims 

paid 

594 

Number  of  services 

rendered 

. _ 783 

Females 

448 

Males 

335 

Subscribers 

314 

Dependents 

469 

Type  of  Service 

Number 

Per  Cent 

Amt.  Pd. 

Per  Cent 

Appendectomies 

_ 47 

6.00% 

$ 4.712.50 

17.86% 

Gynecology 

42 

5.36% 

3,452.50 

13.09% 

Tonsillectomies 

91 

11.62% 

3,185.00 

12.07% 

General  Surgery 

87 

11.11% 

2,782.50 

10.55% 

Orthopedics 

71 

9.07% 

2,434.50 

9.23% 

Obstetrics 

39 

4.98% 

2,055.00 

7.79% 

X-rays 

_ 156 

19.92% 

1,310.50 

4.97% 

Medical 

66 

8.43% 

1,222.00 

4.63% 

Gall  Bladders 

7 

.89% 

1,050.00 

3.98% 

Herniotomies 

9 

1.16% 

1,000.00 

3.79% 

Urology 

16 

2.04% 

830.00 

3.15% 

DEPT.  OF  HEALTH,  STATE  OF  NEBRASKA 

Following  are  the  dates  for  these  study  groups  in 
Nebraska: 

May  24 — June  11,  Omaha  University. 

June  3 — July  2,  Midland  College  Seminar,  Fre- 
mont. 

June  1 — ^July  29 — State  Teachers  College,  Peru. 

June  and  July,  University  of  Nebraska,  Lincoln. 

July  5 — July  9,  Hastings  College,  Hastings. 

July  12 — ^July  30 — State  Teachers  College,  Chad- 
ron. 

July  19 — August  6,  State  Teachers  College. 
Wayne. 

July  22 — August  6,  Midland  College,  Fremont. 

July  31 — August  21,  Wesleyan  University,  Lin- 
coln. 

July  31 — August  21,  State  Teachers  College, 
Kearney. 


PROJECTS  APPROVED  BY  STATE  AGENCY 


Bed  Capacity  Total  Cost 

Federal 

City  and  County 

Estimated 

Estimated 

Funds 

Albion,  Boone  County 

20 

$165,000.00 

$ 55,000.00 

Rushville,  Sheridan 

18 

151,200.00 

50,400.00 

Kimball,  Kimball 

24 

208,280.00 

69,026.67 

West  Point,  Cuming 

75 

689,525.00 

223,175.00 

Chappell,  Deuel 

14 

154,565.00 

51,021.67 

Wahoo,  Saunders 

28 

262,500.00 

82.500.00 

Oakland,  Burt 

20  ' 

200,000.00 

66,666.67 

Callaway,  Custer 

9 

46,050.00 

15,350.00 

Neligh,  Antelope 

24 

173,274.00 

56,424.66 

Crawford.  Dawes 

18 

152,884.00 

43,070.75 

O’Neill,  Holt 

25 

288.000.00 

94.666.67 

Wakefield,  Dixon  _ _ 

18 

159,100.00 

52,433.33 

Grant,  Perkins 

_ - 20* 

25.000.00 

8,333.33 

Scottsbluff,  Scotts  Bin 

ff  -107* 

237,680.00 

79,226.66 

Gothenberg,  Dawson 

25 

149.650.00 

48.550.00 

Crete,  Saline 

25 

204,500.00 

66.666.67 

Seward.  Seward 

23 

218,000.00 

70.000.00 

* Equipment  Only 
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HUM  AX  IXTEREST  TALES 


Nebr.  S.  M.  Jour. 
July.  1948 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  Stete 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  P.  A.  De  Ogny,  formerly  of  Milford,  has  mov- 
ed to  Lincoln. 

Dr.  and  Mrs.  William  P.  Yoachim,  Fairbury,  are 
visiting  Canada. 

Associated  with  Dr.  C.  R.  Watson  of  Mitchell  is 
Dr.  Edwin  Loeffel. 

Dr.  R.  B.  Rundquist,  formerly  of  Newman  Grove, 
has  located  at  Wayne. 

Dr.  J.  F.  Premer  of  Benkleman  has  retired  aft- 
er 40  years  of  practice. 

Dr.  Lucien  Stark  of  Norfolk  addressed  the  High- 
land Women’s  Club  of  Hoskins  in  May. 

Dr.  James  B.  Blair  of  Omaha  is  taking  residency 
in  surgery  at  Veteran’s  Hospital,  Lincoln. 

Dr.  Alfred  J.  Brown,  Omaha,  attended  the  ses- 
sions of  the  American  Surgical  Association  at 
Quebec. 

Dr.  Harold  Gifford,  Omaha,  attended  the  meeting 
of  the  American  Ophthalmological  Society,  Hot 
Springs,  Va. 

Dr.  Paul  Barnes  of  the  Norfolk  State  Hospital 
staff  has  recently  elected  a member  of  the  American 
Psychiatric  Association. 

After  18  years  of  practice  Dr.  M.  G.  Welch  of 
McCook  has  retired  to  his  60  acre  mountain  ranch 
in  Deer  Creek,  Littleton,  Colo. 

Dr.  and  Mrs.  R.  Russell  Best,  Omaha,  recently  re- 
turned from  an  eastern  trip  where  Dr.  Best  attend- 
ed the  American  Surgical  Association  meeting. 

Associated  with  Dr.  G.  E.  Peters,  Randolph,  is 
Dr.  D.  D.  Haase  who  recently  completed  his  intern- 
ship at  the  Clarkson  Memorial  Hospital  in  Omaha. 

Dr.  Dwight  Brigham,  recently  retired  from  the  U. 
S.  Army  Medical  Corps,  is  now  serving  a residency 
in  Pediatrics  in  Childrens  Memorial  Hospital,  Oma- 
ha. 

Dr.  and  Mrs.  Herbert  Davis  of  Omaha  returned 
from  an  eastern  trip  through  Canada  where  Dr. 
Davis  attended  a meeting  of  the  American  Surgical 
Association. 

Dr.  Samuel  Z.  Faier,  Ft.  Smith,  Ark.,  formerly  of 
Omaha,  has  been  elected  to  active  fellowship  in  The 
American  Laryngological,  Rhinological  and  Otolagi- 
cal  Society,  Inc. 

Following  his  discharge  from  the  U.  S.  Army 
Medical  Corps,  Dr.  Walter  Cotton  is  now  serving  a 
residency  in  obstetrics  and  gynecology  at  the  Uni- 
versity Hospital  in  Iowa  City. 

Dr.  Francis  L.  Simonds,  Omaha,  addressed  the 
Lucas  County  Medical  Society  of  Chariton,  Iowa,  on 
“Diagnosis  by  X-ray  of  Chest”,  and  “Diagnosis  by 
X-ray  of  Gastro-Intestinal  Tract.” 

Dr.  W.  J.  McMartin  of  Omaha  recently  returned 
from  a two  week  trip  to  Boston,  Mass,  where  he  at- 
tended a meeting  of  the  American  Urological  Assoc- 
iation. Dr.  Charles  McMartin  presided  at  the  ses- 
sions. 

Dr.  A.  W.  Abts  of  Humphrey  announces  the  as- 
sociation with  him  of  Dr.  Robert  Herpolsheimer.  Dr. 


Herpolsheimer  is  a native  of  Seward,  Nebr.,  and  a 
graduate  of  the  University  of  Nebraska  College  of 
Medicine. 

Dr.  J.  E.  M.  Thomson,  President  of  the  Nebraska 
State  Medical  Association  will  join  seven  other 
members  of  the  mission  unit  sponsored  by  the  Uni- 
tarian Service  Committee  to  conduct  surgical  clinics 
in  Poland  and  Finland  this  summer. 

Participating  in  the  sessions  of  the  Six  County 
Medical  Society  in  Norfolk  on  June  4 were  Dr. 
Wayne  Hull  who  spoke  on  “Allergies  in  Medicine;” 
Dr.  Don  J.  Wilson  on  “Allergies  of  Skin,”  and  Dr. 
A.  J.  Offerman  on  “Prepayment  Medical  Care.”  All 
speakers  are  from  Omaha. 

The  Ceresco  Commercial  Club  on  June  6,  1948 
sponsored  an  open  house  reception  for  Dr.  and  Mrs. 
Wm.  W.  Noyes  who  have  completed  a fifty  year  res- 
idence in  the  community.  The  event,  the  announce- 
ment reads,  “is  being  given  in  appreciation  of  his 
untiring  service  to  residents  of  this  territory.” 

Dr.  Earl  C.  Sage,  chairman  of  the  department  of 
Obstetrics  and  Gynecology,  University  of  Nebraska 
College  of  Medicine,  Omaha,  was  guest  speaker  at 
the  Minnesota  State  Medical  Association,  June  8, 
1948  held  in  Minneapolis.  He  gave  two  obstetric 
manikin  demonstrations  through  the  courtesy  of  the 
division  of  Maternal  and  Child  Health,  section  of 
Special  Service  of  the  Minnesota  Department  of 
Health. 

Nebraska  was  well  represented  at  the  Rocky 
Mountain  Regional  Conference  of  the  Council  on 
Medical  Service  of  the  American  Medical  Associa- 
tion held  in  Denver  May  19  and  20,  1948.  The  fol- 
lowing Nebraskans  took  part  in  the  program:  E.  F. 
Leininger,  M.  D.  McCook  was  on  a panel  discussion 
on  “The  Past  and  Future  of  State  Rural  Health 
Programs.”  Dr.  E.  J.  Kirk  of  Omaha  delivered  an 
address  on  “The  Growing  Importance  of  Industrial 
Health  and  Preventive  Medicine  in  Industrial  Medi- 
cal Services.”  Dr.  Harold  C.  Lueth,  Dean  of  the 
College  of  Medicine,  University  of  Nebraska,  deliv- 
ered a paper  on  “Medicine  in  the  Next  Emergency.” 
Dr.  Lueth  is  a member  of  the  Council  on  National 
Emergency  Medical  Service.  Dr.  A.  J.  Offerman, 
Omaha,  spoke  on  “Prepayment  Medical  Care,  Past 
and  Future.” 


PHYSICAL  MEDICINE  USED  IN  PARALYSIS 

Marked  success  in  the  treatment  of  hemiplegia, 
which  is  a paralysis  of  one  side  of  the  body  due  to 
brain  hemorrhage,  through  the  use  of  physical  medi- 
cine is  reported  by  Comdr.  Edward  W.  Lowman 
(MC),  U.S.N.,  of  the  Department  of  Physical  Medi- 
cine, U.  S.  Naval  Hospital,  Philadelphia. 

Physical  medicine  includes  the  employment  of 
the  physical  and  other  effective  properties  of  ultra- 
violet and  infra-red  rays,  the  use  of  heat,  cold, 
water,  electricity,  massage,  manipulation,  exercise 
and  mechanical  devices  for  diagnosis  and  treatment 
of  disease. 

Writing  in  the  May  29  issue  of  The  Journal  of 
the  American  Medical  Association,  Comdr.  Lowman 
reports  that  out  of  18  chronic  cases  of  paralysis  due 
to  brain  hemorrhage,  12  learned  to  walk  again  after 
undergoing  an  intense  program  of  physical  medi- 
cine for  118  days,  while  three  showed  definite  im- 
provement. There  was  no  improvement  in  the  con- 
dition of  the  remaining  three. 

(Continued  on  page  xxi) 
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For  the  treatment  of  the  spastic  colon  the  author 

suggests  diet,  elimination  of  the  nervous  element 

aud  “bulk  producers.”  As  examples  of  these  he 

lists  “agar-agar,  in  finely  powdered  form,  in  flakes,  or  in 

cereal-like  form;  derivatives  of  psyllium  seed, 

such  as  Metamucil 


— “encourages  elimination  by  the  formation  of  a 
soft,  plastic,  water-retaining  gelatinous  residue 
in  the  lower  bowel. ”f 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago 
ovata  (50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


S EARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


Metamucil  is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
*Glafke,  W.  H.:  Spastic  Colon,  M.  Clin.  North  America  26:805  (May)  194Z, 

^Council  on  Pharmacy  and  Chemistry:  New  and  Nonofficial  Remedies,  1947 , Philadelphia, 
J . P.  Lippincott  Company,  1947,  p.  320.  ‘ 
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Burt  (5) Isaiah  Lukens,  Tekamah Harry  W.  Benson,  Oakland 
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Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

Holt  and  Northwest  (8) W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) R.  P.  Luce,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) Eugene  VanAckeran,  Tecumseh — J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) Paul  A.  Royal,  Lincoln R.  R.  Rembolt,  Lincoln 

Ijincoln  (11) SRinley  Drasky,  North  Platte G.  T.  Anderson,  North  Platte 
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Merrick  (5) R.  R.  Douglas,  Clarks E.  T.  Zikmund,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa Ed  R.  Slavik,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) E.  G.  DeFlon,  Chadron JR.  D.  Sinclair,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) .lames  Kelley.  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) Glenn  Burbridge,  Nebr.  City C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 
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Scotts  Bluff  (12) Kenneth  Ohme,  Mitchell J.  B.  Shrock,  Scottsbluff 

Seward  (6) C.  F.  Hille,  Beaver  Crossing Richard  D.  Smith,  Seward 
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Webster  (10) Wm.  Wegrnann,  Bladen S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 
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EQUIPMENT  for 
SALE! 

Owing  to  failing  health  necessitating  me 
to  seek  another  climate  and  retire  from  the 
practice  of  medicine,  will  sell  my  equipment 
as  follows: 

Monocular  Bausch  & Lomb  3Iicroscope. 

Diathermy,  good  as  new  and  all  accessories. 

Large  made  to  order,  steel  surgical  cabinet. 
Filled  with  the  finest  of  surgical  instruments, 
many  of  them  purchased  personally  in  Stock- 
holm, Germany  and  other  European  countries. 
Finest  of  steel. 

15  Section  Library. 

Electric  sterilizer,  dressing  tables. 

One  leather  upholstered  Yale  examining  and 
operating  chair. 

Large  selection  of  aluminum  and  other 
splints. 

Full  equipment  of  laboratory  tables  and  all 
“ accessories;  in  fact,  articles  too  numerous  to 
mention.  These  will  better  be  seen  to  be  prop- 
erly appreciated. 

Hal  C.  Smith,  M.D. 

FRANKLIN,  NEBRASKA 


PHYSICAL  MEDICINE  USED  IN  PARALYSIS 
(Continued  from  page  260) 

In  10  additional  new  cases,  nine  of  the  patients 
learned  to  walk  again  after  67  days  of  treatment, 
and  improvement  was  noted  in  the  other  patient. 

Commenting  on  the  results  of  the  treatment.  Com- 
mander Lowman  says  that  “the  early  intensive  and 
intelligent  use  of  physical  medicine,  with  emphasis 
on  therapeutic  reconditioning  exercises,  assures  a 
potentially  good  prognosis  in  the  rehabilitation  of 
patients  with  uncomplicated  hemiplegia.” 

The  program  of  rehabilitation  employed  by  the 
Navy  doctor  was  begun  from  two  to  four  weeks 
after  the  onset  of  the  acute  illness. 

The  first  stages  included  massage,  application  of 
beat  and  therapeutic  baths,  followed  by  active  ex- 
ercises in  bed  when  voluntary  motion  was  possible. 

Efforts  to  learn  to  walk  again  were  begun  early, 
usually  within  two  to  eight  weeks  after  treatment 
was  started.  This  was  a gradual  process,  beginning 
with  sitting  up  in  bed  and  placing  the  feet  on  the 
floor  from  the  bedside,  and  concluding  with  exer- 
cises in  the  gymnasium. 

The  gymnastics  program,  which  was  conducted 
under  the  supervision  of  a trained  physical  thera- 
pist, consisted  at  first  of  simple  mat  exercises  and 
ultimately  of  more  difficult  ones  on  bars,  stationary 
bicycles  and  other  devices. 

This  program  varied  somewhat  for  each  patient, 
depending  on  his  physical  and  mental  condition. 

According  to  Commander  Lowman,  the  greatest 
factor  in  the  success  of  the  rehabilitation  treatment 
is  “cooperation  on  the  part  of  the  patient,  fostered 
by  his  desire  to  regain  his  independence.” 


4 OBJECT; 
DRAINAGE 

In  discussing  the  management  of 
chronic  cholecystitis  without 
stones,  Albrecht  states: 

“The  object  of  the  medical 
procedure  is  to  assist  in  drain- 
ing an  infected  organ.”* 

The  specifie  hydrocholeretic 
action  of  Decholin  (chemically 
pure  dehydrocholic  acid)  accom- 
plishes this  purpose. 

Deeholin  induces  bile  secretion 
which  is  thin  and  copious,  flush- 
ing the  passages  from  the  liver  to 
the  sphincter  of  Oddi,  and  carry- 
ing away  infectious  and  other 
accumulated  material. 

How  Supplied  : Decholin  in  3^ 
gr:  tablets.  Packages  of  25,  100, 

500  and  1000. 

‘Albrecht,  F.  K.:  Modern  Management  in  Clinical 
Medicine,  Baltimore,  The  Williams  and  Wilkins 
Co.,  1946,  p.  170. 


Dachoiin 

BRAND  • REG.  U.  S.  PAT.  OFF. 

AMES  COMPAIVY,  INC. 

ELKHART,  INDIANA 
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COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 
SURGERY  Intensive  Course  in  Surgical  Technique, 
Two  Weeks,  starting  July  19.  Aug.  16,  Sept.  27. 
Surgical  Techni(iue,  Surgical  Anatomy  and  Clinical 
Surgery,  Four  Weeks,  starting  Aug.  2,  Sept.  13. 
Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks, 
starting  August  16.  September  27. 

Surgery  of  Colon  and  Rectum,  One  Week,  starting 
September  20.  October  18. 

Surgical  Pathology  Evers’  Two  Weeks. 

FRACTURES  AND  TRAUMATIC  SURGERY— Intensive 
Course.  Two  Weeks,  starting  October  25. 
GYNECOLOGY — Intensive  Course.  Two  Weeks,  starting 
September  13,  October  11. 

Vaginal  Approach  to  Pelvic  Surgery,  One  Week, 
starting  September  27. 

OBSTETRICS — Intensive  Com"se,  Two  Weeks,  starting 
September  27,  October  25. 

UROLOGY  — Intensive  Course,  Two  Weeks,  starting 
September  27. 

MEDICINE  — Intensive  Course,  Two  Weeks,  starting 
October  11. 

Personal  Course  in  Gastroscopy,  Two  Weeks,  start- 
ing July  12.  September  27. 

Electrocardiography  and  Heart  Disease,  Two  Weeks, 
starting  August  2. 

Electrocardiography  and  Heart  Disease,  Four  Weeks, 
starting  September  13. 

DERMATOLOGY — Formal  Course,  Two  Weeks,  start- 
ing October  4. 

Clinical  Course  Every  Two  Weeks. 
OPHTHALMOLOGY  — Intensive  Course.  Two  Weeks, 
starting  September  20. 

Refraction  Methods,  Four  Weeks,  starting  Oct.  11. 
Ocular  Fundus  Diseases,  One  Week,  starting  Nov.  15. 
OTOLARYNGOLOGY  — Intensive  Course,  Two  Weeks, 
starting  October  18. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE.  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar,  427  South  Honore  Street.  Chicago  12.  Illinois 


Laboratories  of 
Clinical  Pathology 


731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 

TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


BILHUBER-KNOLL  CORP. 

ORANeE,  ...  NEW  JERSEY. 


COUNCIL  ACCEPTED 


More  Comfort  for  the 
Cardiac  Patient 

Prescribe  Theocalcin  I to  3 tablets  t.i.d., 
to  diminish  dyspnoea^  reduce  edema  and 
bring  comfort  to  your  cardiac  patients. 
Theocalcin  is  a well  tolerated  diuretic 
and  myocardial  stimulant. 

Theocalcin  (theobromine-calcium  salicylate)  is 
available  in  grain  tablets  and  as  a powder. 
Theocalcin  Trade  Mark  reg.  U.  S.  Pat.  Off. 
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CLASSIFIED  ADS 


PHYSICIAN  VETERAN — Now  completing 
surgical  residency  with  6 months  surgical 
pathology  desires  to  become  affiliated  with 
active  surgeon  in  Omaha  or  vicinity.  Creigh- 
ton graduate  1945,  National  Board  of  Medical 
Examiners.  Write  Box  No.  81,  c/o  Nebraska 
State  Medical  Journal,  416  Federal  Securities 
Bldg.,  Lincoln  8,  Nebr. 


^/DiViorSURGICAL 

COMPANY,  Inc. 


Laboratory  center  for  Micro- 
scopes, Photo-electric  Colori- 
meters, Sedimentation  Appa- 
ratus, Centrifuges,  Labora- 
tory Glassware. 

Write  for  Information 

Medical  Arts  Building,  Omaha.  Nebr. 

Phone  ATlantic  .5825 


/friends 


will  want 


REPRINTS 

of  your  article 
in  this  Journal 


Let  us  furnish  them 
for  you. 

— Write  for  Prices  — 

The  Huse  Publishing  Co. 

The  Norfolk  Daily  News 
Office  Supplies  — Blank  Books 

Norfolk,  Nebraska 

Our  Voice  of  the  Air—  WJAG 
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MIDWEST 
FARM 

1445  N Street 

LAND  MANAGEMENT  and 

Land  management  that  builds  the  land  and  shows  increased  income. 
Investments  that  are  sound  in  any  market. 

We  now  have  two  excellent  farms  that  are  worth 
the  money  and  are  certain  inflation  hedges. 

Call  US  regarding  your  farm  management  problems  or  for  a good 
land  investment. 


SERVICE 

Phone  2-5604 

LAND  INVESTMENTS 


SURGERY  HELPFUL  IN  EARLY  LUNG  CANCER 

Patients  suffering  with  cancer  of  the  lung  have 
a good  chance  of  recovering  if  the  malady  is  diag- 
nosed early  enough  to  be  treated  by  surgery,  Ed- 
ward D.  Churchill,  M.D.,  of  Boston,  reports  in  the 
May  29  issue  of  The  Journal  of  the  American  Medi- 
cal Association. 

“The  constructive  results  of  surgical  extirpation 
are  favorable  when  compared  with  other  visceral 
malignant  tumors,  and,  more  important,  steady  im- 
provement is  being  recorded,”  according  to  Dr. 
Churchill,  who  adds  that  one  or  two  out  of  every 
lung  cancer  can  be  treated  surgically. 

Discussing  the  operative  mortality  rate  of  the 
disease,  he  says  that  this  has  been  steadily  reduced 
as  technical  problems  were  solved  and  more  favor- 
able stages  of  the  disease  recognized. 

Much  progress  is  also  being  made  in  the  diagnosis 
of  lung  cancer,  the  Boston  physician  reports,  adding 
that  “there  are  many  reasons  to  believe  that  the 
time  lag  between  onset  and  recognition  will  be  still 
further  reduced.” 

Cancer  of  the  lung  is  almost  as  common  as  can- 
cer of  the  stomach.  Its  greatest  incidence  is  in  men 
(80  to  85  per  cent  of  all  cases)  between  the  ages 
of  40  and  70. 

Dr.  Churchill  says  nothing  is  known  about  the 
cause  of  the  disease  that  can  be  translated  into 
effective  preventive  measures. 

In  contrast  to  the  suggestion  by  some  investi- 
gators that  there  is  a relationship  between  cigarette 
smoking  and  lung  cancer,  he  says  that  “a  careful  re- 


cording of  the  smoking  habits  of  patients  with  the 
disease  provides  no  factual  evidence  on  which  ad- 
vice to  give  up  smoking  can  be  based.” 

Since  so  little  is  known  about  the  cause  of  can- 
cer, physicians  must  at  present  depend  upon  early 
detection,  rather  than  prevention,  as  a means  of 
elimination  of  the  disease.  According  to  Dr. 
Churchill,  the  responsibility  for  early  diagnosis  of 
lung  cancer  rests  not  only  with  the  general  practi- 
tioner, but  with  all  physicians  regardless  of  their 
specialty. 

In  this  connection,  he  cautions  that  the  early  signs 
of  lung  cancer  may  be  so  commonplace  that  they 
may  not  be  taken  seriously  by  either  the  patient  or 
his  physician. 

Among  the  commoner  symptoms  of  the  disease  is 
a cough  which  “hangs  on”  in  an  unaccustomed  man- 
ner. This  is  the  first  symptom  in  over  half  of  all 
lung  cancer  cases,  and  is  a common  manifestation 
sooner  or  later  in  90  per  cent  of  all  cases. 

Other  symptoms  include  blood  in  the  sputum,  oc- 
curring in  40  to  50  per  cent  of  all  cases,  loss  of 
weight,  pain  in  the  chest,  wheezing  and  swelling  of 
the  fingers  and  toes. 

X-ray  screening  is  considered  the  only  practical 
way  for  the  physician  to  detect  lung  cancer  in  the 
apparently  well  population,  since  this  method  dis- 
closes growths  which  may  be  present  on  the  out- 
side parts  of  the  lung.  According  to  the  report, 
the  increased  use  of  x-ray  screening  for  tuberculosis 
as  a public  health  measure  is  bringing  a few  of 
these  asymptomatic  cases  to  light. 
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EXECUTIVE  SESSIONS  OF  A.M.A. 

HOUSE  OF  DELEGATES 

Anyone  familiar  with  the  principles  of  or- 
ganization of  the  American  Medical  Associ- 
ation is  justly  proud  of  the  democratic  pro- 
cedure carried  on  in  the  operation  of  the 
Association.  Its  policies  are  created  by  the 
House  of  Delegates  which  consist  of  repre- 
sentatives from  all  constituent  state  associa- 
tions. No  one  who  respects  representative 
forms  of  administration  can  justly  criticize 
this  procedure.  It  is  a matter  of  economy  in 
time  and  in  space.  The  system  has  worked 
well  over  the  years  and  no  one  can  truthfully 
say  that  the  House  of  Delegates  of  the  AMA 
has  at  any  time  overlooked  the  functions  for 
which  it  was  created.  Fellows  of  the  Associa- 
tion who  felt  like  attending  any  or  all  of  the 
sessions  of  the  House  were  never  questioned, 
and  officers  of  state  and  county  societies 
were  always  welcomed.  Indeed  there  is 
hardly  a medical  society  on  a state  local  level 
which  has  not  actively  encouraged  its  offi- 
cers to  attend  sessions  of  the  House  of  Dele- 
gates. 

So  important  has  this  phase  of  organiza- 
tion become  that  the  American  Medical  As- 
sociation itself  is  now  sponsoring  a special 
meeting  of  secretaries  and  presidents  of 
county  medical  societies  in  connection  with 
its  annual  sessions.  The  theory  behind  these 
meetings  is  to  give  the  officers  the  oppor- 
tunity of  learning  first  hand  the  methods  of 
medical  organization.  It  is  highly  desirable, 
everyone  believes,  that  such  officers  possess 
full  knowledge  of  what  is  going  on  in  medi- 
cine in  order  that  they  may  be  in  position  to 
acquaint  their  constituent  members  of  these 
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happenings.  Secretaries  and  editors  of  state 
medical  associations  have  long  enjoyed  the 
privileges  of  attendance  in  the  House  of 
Delegates  with  the  obvious  intention  of  keep- 
ing themselves  informed  and  thus  be  in  a 
position  to  carry  out  their  functions  with  a 
maximum  degree  of  knowledge  thus  attain- 
able. 

In  common  with  all  policy  making  bodies 
it  is  necessary  for  the  House  of  Delegates  of 
the  American  Medical  Association  to  go  into 
executive  session  from  time  to  time.  As  is 
true  of  most  organizations  problems  arise 
which  call  private  consideration  and  not  un- 
til a solution  is  found  are  these  problems  dis- 
cussed publicly.  No  one  in  his  right  mind 
will  question  the  privilege  of  the  House  of 
Delegates  to  go  into  executive  session  when 
the  occasion  calls  for  it.  However,  under  our 
system  of  democratic  practice,  we  believe  it 
pertinent  to  ask  what  constitutes  an  execu- 
tive session  of  the  House.  If  as  the  defini- 
tion now  stands  the  executive  session  is  lim- 
ited to  voting  delegates  and  such  officers  of 
the  American  Medical  Association  who  are  not 
voting,  it  is  our  opinion  that  an  injustice  is 
being  committed  against  all  others  who  on 
their  own  time,  and  either  at  their  own  ex- 
pense or  at  the  expense  of  their  constituent 
societies  come  to  attend  sessions  of  the 
House  of  Delegates.  We  contend  that  the 
House  of  Delegates  of  the  American  Medical 
Association  by  its  present  method  is  defeat- 
ing its  own  purposes  to  a great  extent  by 
withholding  official  information  from  those 
on  whom  they  rely  for  distribution  of  such 
information  intelligently.  So  far  as  we  can 
see  there  is  nothing  to  keep  secret  even  if 
it  could  be  so  kept  from  the  members  of  the 
American  Medical  Association.  Far  from 
enlisting  the  confidence  and  aid  of  the  con- 
scientious visitors  the  House  of  Delegates  it 
is  actually  bringing  about  an  estrangement 
as  well  as  loss  of  interest. 
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If,  as  happened  at  the  last  sessions  of  the 
House,  presidents  and  secretaries  of  state 
associations,  and  editors  of  state  medical 
journals  are  forced  to  vacate  the  House 
every  few  minutes  because  of  executive  ses- 
sion, to  sit  around  in  the  lobby  and  wait  un- 
til the  session  is  over,  we  venture  to  say  that 
soon  the  general  sessions  also  will  be  limited 
to  voting  members  only. 

This  Journal  urges  the  House  of  Delegates 
of  the  American  Medical  Association  to 
amend  the  definition  of  “executive  session” 
in  such  a way  that  officers  of  constituent 
medical  societies  may  be  enabled  to  attend 
these  sessions  and  thus  keep  themselves  and 
their  members  at  home  enlightened  on  the 
problems  which  are  common  to  all  practicing 
l)liysicians. 


MEDICINE  OF  THE  YEAR 

Elsewhere  in  the  Journal  will  be  found  an 
announcement  of  Medicine  of  the  Year,  an 
annual  review  of  medical  progress  to  be  is- 
sued as  a supplement  to  the  Nebraska  State 
Medical  Journal  appearing  early  in  1940.  The 
Association  has  provided  this  feature  for  its 
members  in  the  belief  that  it  constitutes  a 
valuable  educational  opportunity  at  small 
expense  and  one  which  will  be  a distinct 
benefit  to  all  who  subscribe.  The  contribu- 
tors are  all  men  of  outstanding  reputation 
in  their  field,  distinguished  as  teachers  and 
medical  writers.  Their  names  guarantee  a 
comprehensive  and  critical  account  of  the 
significant  and  important  events  in  medi- 
cine during  the  preceding  year,  well-written 
and  of  practical  interest  to  every  physician. 
The  cost  is  nominal. 

The  arrangement  by  which  this  Annual 
Revlev/  is  made  available  to  members  of  the 
Nebraska  State  Medical  Assn.,  requires  that 
a certain  proportion  of  the  members  sub- 
scribe to  this  service  if  it  is  to  be  provided. 
The  value  of  the  service  is  sufficient  reason 
for  subscribing.  However,  because  of  the 
short  time  remaining  in  which  to  ascertain 
the  number  of  subscribers,  it  is  urged  that 
subscriptions  be  entered  promptly  in  order 
that  a sufficient  number  are  obtained  to  in- 
sure that  the  annual  will  be  available  to  all 
who  wish  it.  SUBSCRIBE  NOW! 


A U.  S.  A.  SAVINGS  BOND 
IS  A SOUND  INVESTMENT 


REPORT  OF  DELEGATES  TO  AMERICAN 
MEDICAL  ASSOCIATION  CONVENTION 
Chicago,  Illinois  — June  21-25,  1948 

Dr.  J.  D.  McCarthy  and  the  undersigned  were  in 
attendance  for  the  full  session  of  the  American 
Medical  Association,  June  21  to  25,  1948,  as  your 
delegates. 

The  House  of  Delegates  met  every  day  for  the 
entire  session  and  much  was  accomplished.  The 
Judicial  Council  submitted  a revised  Code  of  Ethics, 
which  was  gone  over  section  by  section  and  adopted. 

The  Committee  on  Revision  of  the  Constitution 
and  By-Laws,  after  two  years  of  work,  submitted 
its  final  draft  which  was  carefully  gone  over  and 
adopted  section  by  section  and  approved. 

Addresses  were  heard  by  Surgeon-General  Swan- 
son of  the  navy,  who  stressed  the  need  of  physi- 
cians for  the  navy.  General  Hawley  gave  an  in- 
teresting address  in  which  the  comparison  of  volun- 
tary and  government  compulsory  health  insurance 
was  brought  out.  He  stressed  the  seriousness  of 
the  situation  and  urged  immediate  presentation  of 
a united  front  for  medical  care  and  service  on  a 
national  level.  Both  addresses  were  interesting  and 
very  informative. 

A standing  unanimous  vote  of  thanks  was  given 
to  Dr.  R.  W.  Fonts  for  his  services  as  Speaker  of 
the  House  of  Delegates.  Dr.  Ernest  Irons  was 
elected  President-elect  and  Dr.  R.  W.  Fonts  was 
elected  Vice  President.  Dr.  J.  D.  McCarthy  was 
elected  to  the  Council  on  Medical  Service.  The  As- 
sociation, through  its  committees,  spent  $300,000 
for  Public  Relations.  A representative  of  the  Brit- 
ish Medical  Association  brought  greetings  and 
thanks  for  our  help  in  their  fight  on  socialized 
medicine. 

Dr.  H.  P.  Washburn,  St.  Paul,  Minnesota,  Presi- 
dent of  the  American  Dental  Association  was  pre- 
sented and  gave  a brief  talk.  Dr.  Olin  West,  for- 
mer Secretary  of  the  American  Medical  Association 
was  present  in  the  House  of  Delegates,  and  Dr. 
George  Lull  introduced  his  new  assistant  secre- 
tary, Dr.  Ernest  Howard,  who  responded  briefly. 
Dr.  Isaac  Abt  of  Chicago  was  awarded  the  Distin- 
guished Service  Award. 

The  most  prominent  subjects  for  discussion  were, 
blood  banks  and  the  code  of  ethics.  Under  the  code 
of  ethics,  the  unethical  contract  practice  and  the 
free  choice  of  physician  were  discussed,  and  under 
general  practice,  the  specialty  boards,  especially  in 
liberalizing  the  requirements  in  order  to  give  a 
more  equal  distribution  of  internes  and  residents, 
were  discussed. 

A detailed  report  of  the  transactions  of  the  House 
of  Delegates  will  soon  be  published  in  the  Journal. 

K.  S.  J.  HOHLEN,  Delegate. 


CORRESPONDENCE 

To  The  Editor: 

Due  to  the  fact  that  several  inquiries  have 
been  received  as  to  how  much  “fur  flying” 
occurred  in  the  meetings  of  the  A.  M.  A. 
House  of  Delegates  at  the  recent  session, 
and  because  the  subject  matter  supposed  to 
provoke  the  carnage  was  considered  by  the 
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Reference  Committee  in  Executive  Session 
and  later  reported  to  the  House  in  Executive 
Session,  supposed  to  be  more  or  less  secret, 
I am  prompted  to  call  attention  to  the  edi- 
torial comment  in  various  medical  Bulletins 
and  Journals,  as  well  as  some  lay  periodicals. 
Some  State  Medical  Societies  had  become 
exercised  to  the  point  where  resolutions  were 
passed  by  their  respective  organizations  and 
brought  to  the  A.M.A.  House  of  Delegates. 

Contrary  to  the  predictions  of  some  of  our 
crusaders,  the  whole  affair  proved  to  be  a 
“tempest  in  a teapot”  and  was,  without  a 
doubt  in  my  opinion,  due  to  the  deliberate 
spreading  of  misinformation  with  reference 
to  the  A.  M.  A.  deserting  the  Blue  Shield  and 
Blue  Cross  Plans  in  reinsuring  their  seven 
hundred  employees  for  sickness  and  hospital 
benefits  earlier  in  the  year,  I believe  in 
March,  1948. 

Those  present  at  the  Wednesday  luncheon 
during  the  Nebraska  State  Medical  Associa- 
tion meeting,  will  recall  the  theme  of  the  ad- 
dress by  Dr.  Feierabend,  pinch-hitting  for 
Dr.  Paul  Hawley,  who  was  unable  to  be  pres- 
ent. You  recall  that  he  was  introduced  as 
one  of  Dr.  Hawley’s  bosses,  the  inference  be- 
ing that  Dr.  Feierabend  was  one  of  the 
policy-making  Board  for  the  coordination  of 
Blue  Cross  and  Blue  Shield  activities  "on  a 
National  scale. 

The  Speaker  announced  that  for  the  past 
few  years  he  had  assumed  a dual  role — that 
of  an  orthopedic  surgeon  and  that  of  a 
preacher.  During* the  course  of  his  remarks, 
he  shifted  from  one  role  to  the  other,  and  I 
believe  it  was  at  the  time  he  was  preaching 
that  he  made  the  statement  implying  that  all 
was  not  well  with  A.  M.  A.  Headquarters  and 
“there  would  be  some  ‘fur  flying’  at  Chicago 
the  week  of  June  20th.”  This  statement  was 
made  in  connection  with  the  discussion  that 
A.  M.  A.  had  turned  down  the  Chicago  Med- 
ical Service  in  the  insuring  of  its  employees. 

Later  the  speaker,  in  answer  to  some 
questions  admitted  that  he  was  in  possession 
of  some  information  which  he  had  failed  to 
give  in  his  address.  His  remarks  had  left  his 
hearers  with  the  impression  that  the  officers 
of  the  A.M.A.  were  derelict  in  their  duty 
and  perhaps  had  wantonly  flouted  Associat- 
ed Medical  Care  Plans  by  failing  to  insure 
their  employees  in  The  Chicago  Medical 
Service  Plan.  The  fact  is,  that  coverage  in 
The  Chicago  Medical  Service  was  not  avail- 


able at  the  time  the  new  policy  was  issued, 
and  was  not  available  at  the  time  Dr.  Feiera- 
band  was  speaking. 

No  “fur-flying”  was  reported  in  the  Com- 
mittee. When  the  complete  story  was  given 
to  the  Reference  Committee,  there  appeared 
to  be  no  justification  for  the  introduction  of 
the  resolutions  criticizing  the  A.M.A.  and  the 
report  was  adopted  without  discussion,  other  ' 
than  a statement  by  Delegate  Rollo  K.  Pack- 
ard, President  of  Chicago  Medical  Service. 
Dr.  Packard  stated  that  because  of  some 
wrong  impressions  that  had  been  pretty  gen- 
erally circulated,  he  felt  that  in  justice  to 
everyone  concerned,  he  should  inform  the 
House  of  Delegates  that  the  first  policy  had 
been  issued  by  Chicago  Medical  Service  just 
the  day  before — June  23,  1948.  Their  policy 
was  not  available  prior  to  that  date. 

I suggest  that  any  of  our  colleagues  who 
feel  the  urge  to  “preach,”  tell  all  the  facts. 
Activities  such  as  previously  mentioned,  lead 
only  to  discontent,  discord,  and  distrust. 
They  should  not  be  countenanced  by  anyone 
anywhere,  anytime — ^particularly,  the  medical 
profession. 

ROY  W.  FOOTS,  M.D.,  Omaha. 

Retired  Speaker  of  the  House 
of  Delegates, 

Vice  President  of  the  American 
Medical  Association. 
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James  E.  M.  Thomson 


T.  I.  W.  T. 
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Dear  Members  of  the  Nebraska  State  Medi- 
cal Association 


It  is  Sunday  afternoon,  June  27,  1948.  I 
have  done  the  last  of  my  packing.  I hope 
that  my  three  bags  are  within  the  66  pounds 
allowed  for  overseas  air  travel.  To  prepare 
for  a three-month  jaunt  away  from  home, 
covering  parts  of  two  seasons  (July,  August 
and  September),  your  wardrobe  must  be 
varied — particularly  when  September  will  be 
spent  in  Scandinavia  where  the  cool  weather 
comes  rather  early.  Then  there  are  slides, 
motion  picture  films,  lecture  notes  and  so 
forth. 


Oh,  I did  not  say  what  this  was  all  about. 
You  recall  that  in  1946 1 had  the  privilege  of 
taking  part  in  a Medical  Teaching  Mission  to 
Czechoslovakia.  This  year,  seven  distinguish- 
ed professors  from  leading  medical  schools 
in  this  country,  four  professors  from  Eng- 
land, Sweden,  Switzerland  and  Czechoslovak- 
ia and  yours  truly  representing  the  specialty 
of  Orthopaedic  Surgery,  are  going  to  take 
part  in  a Medical  Teaching  Mission  to  Poland 
and  Finland.  Once  more  “behind  the  Iron 
Curtain”  I intend  to  keep  my  nose  clean  of 


politics,  and  try  to  bring  to  the  faculties  of  | 
their  medical  colleges  what  advances  have  , 
been  made  in  our  specialty  during  the  past  ; 
eight  or  nine  years. 

I can  assure  you  that  preparing  for  such  a i 
Mission  is  quite  a task  for  a country  doctor 
who  is  not  constantly  in  the  teaching  game. 
However,  the  resident  training  program  we 
conduct  has  been  of  tremendous  help  in  keep-  | 
ing  alerted  to  the  trends  in  medicine. 

So  much  for  my  junketing.  You  will  prob--  i; 
ably  hear  more  when  I get  there  if  they  let  ' 
“TIWTS”  out  from  behind  the  curtain.  i 

NEW  YORK  j 

Disraeli  once  said,  “The  more  extensive  a j 
man’s  knowledge  of  what  has  been  done,  the  : 
greater  his  power  of  knowing  what  to  do.”  ■ 
So  true  is  that  that  in  our  practice  of  medi-  | 
cine  without  extensive  knowledge  of  the  past  ! 
experiences  of  others,  we  cannot  successfully  ; 
deal  with  the  intricate  problems  in  diagnosis  j 
and  treatment.  A doctor  with  neither  a li- 
brary  nor  an  adequate  fund  of  current  medi-  l| 
cal  literature  can  never  expect  to  give  the  ;; 
service  his  community  deserves.  He  would  ■ 
be  like  a painter  blinded  by  his  lack  of  know-  f 
ledge  of  blending  basic  colors  into  thrilling  ; 
pictures.  Knowledge  of  past  experience  is  |i 
also  essential  for  the  appreciation  of  the  ac-  I 
tivities  of  organized  medicine.  Maintaining  j 
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the  principles  of  ethical  free  practice  and 
ideals  laid  down  by  our  predecessors  must  be 
kept  in  the  foreground  if  we  are  to  appraise 
adequately  the  fantastic  ideas  and  implica- 
tions that  are  often  cloaked  in  beautiful 
robes  of  social  uplift.  Far  too  often  the  ul- 
terior motives  of  bureaucratic  control  of 
medicine  cloud  the  horizon  and  dim  the  real 
purpose  of  the  picture  that  is  painted. 

Perhaps  our  teaching  institutions  stress 
too  vigorously  the  science,  and  pay  too  little 
attention  to  the  art.  The  oath  of  Hippocrates 
appears  forgotten  in  the  zealous  application 
of  the  scientific  approach.  A recent  informal 
survey  confirmed  the  fact  that  little  consid- 
eration is  given  to  the  art  of  practicing  of 
medicine  in  our  medical  schools.  If  the  sacred 
patient-doctor  relationship  were  stressed  in 
a practical  manner  during  the  teaching  of 
the  undergraduate,  a greater  realization  of 
of  the  importance  of  maintaining  this  free 
and  holy  contact  which'comes  nearer  to  God- 
ly atmosphere  than  any  worldly  intercourse 
in  our  civilization  would  be  achieved.  It  is 
something  that  cannot  be  regulated  by  gov- 
ernment supervision  or  regimentation.  It  is 
fundamental  to  the  accurate  understanding 
of  the  philosophy  of  a productive  life  and 
responsibility  toward  our  fellow  man. 

We  are  all  fully  aware  of  the  importance 
of  Social  Security  in  giving  ultimate  protec- 
tion, but  the  great  trouble  is  that  a Federal 
Security  as  we  know  it,  tends  to  degrade  and 
lend  itself  to  shiftlessness.  It  is  not  some- 
thing for  which  we  must  assume  the  respon- 
sibility ourselves,  if  it  is  to  be  value  and 
economically  sound. 

I met  a man  on  the  plane  enroute  to  New 
York  who  expressed  a fine  platitude  regard- 
ing responsibility.  He  uses  it  in  his  inter- 
views with  young  chemists  seeking  employ- 
ment after  graduation.  All  are  looking  for 
“responsible  positions”,  but  he  cautions 
them  that  “responsibility  is  not  given,  it  is 
assumed”.  So  it  is  with  social  security  if  it 
is  to  be  an  economic  upbuilding  factor  in  our 
democratic  sphere  of  life. 

We,  as  doctors,  have  a great  responsibility 
in  creating  a sentiment  in  our  communities 
that  we  are  truly  interested  in  the  welfare  of 
our  patients.  We  should  assume  the  leader- 
ship in  all  health  programs.  No  matter  what 
may  arise,  we  should  have  the  answer  and 
help  carry  the  program  through. 

I recently  had  a letter  from  a woman  in 
one  of  our  communities.  She  was  wondering 


what  could  be  done  in  regard  to  sewage  in 
her  town.  They  had  sewers  but  most  of  the 
people  used  or  preferred  outside  privies. 
Since  flies  are  a supposed  carrier  of  polio- 
myelitis, they  were  fostering  a potential  ep- 
idemic. That  woman  had  a sound  idea.  I 
turned  the  letter  over  to  our  public  health 
committee  and  the  local  medical  profession. 
This  is  something  concrete  for  them  to  solve, 
and  it  forms  a real  challenge  to  hundreds  of 
other  communities. 

I recently  heard  of  a community  of  7,000 
population  in  New  Jersey  which  solved  their 
garbage  disposal  problem  and  the  fire  haz- 
ard problem  by  developing  a combined  fire 
and  garbage  disposal  department.  The  gar- 
bage trucks  were  fitted  with  fire  equipment. 
The  firemen  were  not  the  domino,  checker- 
playing, sitting  type — but  they  were  actively 
engaged  as  garbage  gatherers  working  a full 
day  every  day.  They  knew  the  fire  hazards 
of  the  community  and  corrected  them.  The 
fact  that  they  really  worked  at  a job  made  it 
possible  to  pay  them  a higher  wage,  and  a 
more  desirable  group  of  men  were  employed. 
This  led  not  only  to  better  health  conditions, 
but  a protection  to  property  was  added.  This 
same  community  which  is  near  New  York, 
employs  retired  New  York  policemen  on  a 
part-time  basis  to  direct  their  traffic  during 
rush  and  school  hours.  It  has  cut  their  pedes- 
trian-accident problem  to  almost  nothing. 

Now,  we  as  doctors  have  a great  oppor- 
tunity and  challenge  in  solving  our  local 
health  and  welfare  problems.  Positive  ac- 
tions can  bring  health  security  for  our  citi- 
zens and  esteem  for  our  profession. 

From  Warsaw  next  month. 

J.  E.  M.  THOMSON,  M.D. 


TO  CARRY  OUT 
ITS  AIMS  THE 
NEBRASKA  MEDICAL 
FOUNDATION  NEEDS 
YOUR  SUPPORT  NOW! 


Prostatitis:  Especially  As  It  Relates  to 
Cause,  Treatment  and  Sig'nificance"' 

ROY  B.  HENLINE,  M.D. 

New  York,  N.  Y. 


Infections  of  the  prostate  are  so  common 
that  they  immediately  assume  considerable 
importance  both  to  the  general  practitioner 
and  the  urologist.  There  has  been  a miscon- 
ception, carried  on  for  years  from  one  text- 
book to  another,  that  these  infections  are  the 
result  of  a venereal  disease.  Consequently, 
they  have  been  regarded  as  “not  respect- 
able”. This  is  far  from  true,  but,  as  a result 
of  this  impression,  patients  often  delay  for 
varying-  periods  of  time  before  seeking  ad- 
vice and  treatment.  Especially  is  this  true  in 
smaller  communities,  where  knowledge  of  a 
prostatic  infection  may  leave  a question  of 
one’s  moral  character.  Thus,  not  only  may 
the  local  condition  be  neglected,  but  various 
psychic  factors  may  become  manifest  in  the 
patient.  Text-books  and  the  medical  profes- 
sion have  been  partly  to  blame  for  this;  and 
I would  like  to  stress  the  point  that  a very 
small  percentage  of  prostatic  infections  are 
related  to  venereal  disease. 

Infection  of  the  prostate  and  seminal  ves- 
icles may  present  a clinical  picture  varying 
from  that  of  an  acutely  ill  patient  to  that  of 
one  who  is  unaware  of  a smoldering  infec- 
tion. The  symptoms  and  diagnosis  of  an 
acute  prostatitis  present  little  difficulty ; but 
the  insidious  onset  and  absence  of  symptoms 
pointing  to  the  urinary  tract  in  many  chronic 
infections  may  fail  to  attract  the  patient’s  or 
the  physician’s  attention  to  the  prostate  as 
the  source  of  infection.  Although  usually  not 
dangerous  to  life,  chronic  prostatic  infections 
may  cause  suffering  and  inconvenience  out 
of  all  proportion  to  the  actual  gravity  of  the 
disease. 

Chronic  prostatic  infections  are  more  com- 
mon than  is  generally  believed.  Hinman 
states  that  35  per  cent  of  all  adult  males  have 
infected  prostates.  They  occur  more  fre- 
quently in  middle  life  — that  is,  between  the 
ages  of  30  to  50.  The  manifestations  may  be 
so  capricious,  with  no  symptoms  referable  to 
the  prostate,  that  it  becomes  a matter  of 
chance,  during  routine  examination,  to  un- 
cover the  prostate  as  the  source  of  infection. 
A cardinal  principle  of  surgery  is  violated  in 
treating  these  patients  by  massaging  an  in- 
fected area;  yet  much  clinical  evidence  has 

♦Read  before  the  loth  Annual  Session  of  the  Omaha  Mid- 
West  Clinical  Society,  October  28.  1947. 
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accumulated  to  justify  such  treatment,  since 
most  patients  may  thus  be  relieved  of  their 
infection. 

ETIOLOGY 

The  prostate  may  become  infected  from  a 
local  urethral  infection,  or  the  prostatic  con- 
dition may  be  secondary  to  an  infection  ot 
the  upper  urinary  tract  with  infected  urine, 
or  infections  may  reach  the  prostate  through 
the  blood  stream  or  lymph  channels.  By  far 
the  greater  percentage  of  infections  are  pro- 
duced from  within  the  body  rather  than  from 
primary  foci  in  the  urethra. 

The  most  common  organisms  found  in 
prostatic  infections  are  various  types  of  cocci 
or  the  colon  bacillus.  Often  they  occur  to- 
gether. The  great  majority  of  patients  give 
no  history  of -gonorrhea ; and,  if  they  should 
have  such  previous  history,  so  many  years 
have  elapsed  since  this  infection  that  gonorr- 
hea is  rarely  considered  to  be  the  cause  of 
prostatitis.  Some  of  these  infections  fail  to 
show  any  bacteria  either  by  smear  or  culture. 

Distant  Foci  of  Infection  — It  is  a well- 
recognized  clinical  fact  not  only  that  chronic 
prostatitis  may  be  the  focus  of  infection 
which  produces  metastatic  disease  in  remote 
parts  of  the  body,  but  that  the  prostate  may 
itself  be  infected  from  foci  in  other  parts  of 
the  body.  It  is  accepted  by  most  urologists 
that  the  prostate  may  be  infected  from  the 
teeth,  tonsils,  intestinal  tract,  respiratory 
tract,  furuncles  and  other  sources. 

The  method  by  which  these  bacteria  reach 
the  prostate  has  not  been  proved.  In  some 
instances  the  bacteria  are  in  the  blood 
stream  and  are  carried  directly  to  the  pros- 
tate, producing  an  infection.  However,  it  is 
common  for  the  prostate  to  be  infected  by 
bacteria  which  have  been  excreted  from  the 
kidney.  The  bacteria  enter  the  blood  stream 
from  various  foci  of  infection,  are  excreted 
from  the  kidney  through  the  bladder,  after 
which  some  bacteria  lodge  in  the  prostatic 
ducts,  eventually  to  produce  an  infection. 
There  is  considerable  evidence  to  substanti- 
ate this  theory.  It  is  not  uncommon  for  pa- 
tients presenting  symptoms  of  prostatic  in- 
fection actually  to  have  a demonstrable  in- 
fection in  one  or  both  kidneys.  One  suspects 
a kidney  infection  if,  with  the  urine  voided  in 
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two  separate  glasses,  each  specimen  contains 
an  equal  number  of  pus  cells.  On  the  other 
hand,  an  intermittent  or  mild  kidney  infec- 
tion may  be  present  which  is  not  conclusively 
demonstrable  by  voided  specimens  of  urine. 

Mild  kidney  infections  rarely  present  symp- 
toms referable  to  the  kidney  itself,  but  usual- 
ly manifest  themselves  only  by  bladder 
symptoms.  Such  recurring  attacks  of  pyelo- 
nephritis may  go  unrecognized,  or  be  passed 
off  by  the  patient  as  a “cold  in  the  bladder”. 
Needless  to  say,  there  is  no  such  thing  as  a 
cold  in  the  bladder,  and  such  symptoms  are 
almost  invariably  the  result  of  urinary  infec- 
tion. 

Sexual  Factors.  — Much  has  been  written 
on  the  relationship  of  sexual  abuses  to  chron- 
ic prostatitis.  Horseback  or  bicycle  riding, 
alcohol,  sexual  overindulgence,  withdrawal, 
prolonged  sexual  excitement,  masturbation 
and  prolonging  the  sexual  act  have  all  been 
considered  factors  in  the  production  of 
chronic  prostatitis.  Undoubtedly,  each  may 
be  a predisposing  factor  by  causing  conges- 
tion of  the  prostate.  However,  congestion 
alone  will  not  produce  an  infected  prostate; 
bacteria  must  invade  the  gland  in  some  man- 
ner. Such  sexual  irregularities  may  logically 
be  considered  to  produce  a fertile  field  for 
the  growth  of  bacteria  once  they  have  in- 
vaded the  prostate.  The  path  of  the  invading 
organism  is  uncertain,  but  the  frequent  con- 
tact of  this  congested  gland  with  voided 
urine  may  result  in  the  deposition  of  patho- 
genic organisms  and  the  production  of  a 
prostatic  infection. 

SYMPTOMS 

Acute  prostatitis  is  ushered  in  by  severe 
urinary  distress.  The  voided  urine  is  cloudy 
from  pus,  since  an  accompanying  urethritis 
and  cystitis  are  usually  present.  Urethral 
discharge  may  be  profuse  or  absent,  depend- 
ing on  the  drainage  from  the  prostatic  ducts. 
Pain,  fever,  chills  and  frquent,  difficult  urin- 
ation are  present  in  varying  degrees.  Com- 
plete urinary  retention  may  occur  and,  when 
it  does,  is  suggestive  of  the  formation  of  an 
abscess. 

The  symptoms  of  chronic  prostatitis  and 
seminal  vesiculitis  may  not  so  readily  attract 
attention  to  the  affected  area.  In  many  in- 
stances, attention  is  directed  to  the  prostate 
by  the  history  and  urinary  symptoms ; on  the 
other  hand,  the  absence  of  urinary  symptoms 
and  findings  may  fail  to  suggest  a prostatic 
infection.  In  general,  the  subjective  symp- 


toms may  be  divided  into  three  groups : 
(1)  predominantly  urinary  symptoms,  (2) 
symptoms,  resulting  from  chronic  prostatic 
infection,  referable  not  to  the  prostate  or 
urinary  tract  but  to  distant  parts  of  the 
body,  and  (3)  some  form  of  sexual  dysfunc- 
tion. 

Patients  with  predominantly  urinary 
symptoms  (group  1)  comprise  the  largest 
number.  The  symptoms  immediately  attract 
attention  to  the  urinary  tract  as  the  source 
of  infection.  A mild  urethral  discharge  may 
be  the  only  presenting  symptom  of  chronic 
prostatitis,  and  these  patients  are  fearful 
that  they  have  contracted  gonorrhea.  The 
urethral  discharge  is  frequently  caused  by  an 
infected  prostate  or  seminal  vesicle  spilling 
some  of  its  organisms  into  the  urethra,  to 
produce  a urethritis.  A careful  microscopic 
examination  of  such  a urethral  discharge  is 
imperative  before  one  is  justified  in  making 
a diagnosis  of  gonorrhea.  The  character  of 
this  discharge  is  extremely  variable,  but  the 
discharge  is  usually  less  in  quantity  and 
more  “sticky”  or  thinner  than  that  present 
in  gonorrheal  urethritis.  Such  a discharge 
is  found  in  almost  40  per  cent  of  cases.  Fre- 
quency of  urination  is  often  present  and  sug- 
gests the  posterior  urethritis  so  frequently 
encountered  in  prostatic  infections.  Any  type 
of  urinary  symptoms  may  be  present  in 
chronic  prostatitis,  but  none  are  pathogno- 
monic of  the  disease.  The  intimate  relation- 
ship of  the  prostate  to  the  bladder  neck 
would  lead  one  to  expect  an  infection  of  the 
gland  to  produce  urinary  symptoms.  These 
may  be  quite  severe,  very  mild  or  entirely 
absent.  Pain  of  varying  degree  may  also  be 
present  in  the  prostate.  It  is  usually  mild, 
although  at  times  it  is  described  as  really 
severe.  Pain  caused  by  the  prostate  may  be 
referred  to  the  perineum,  urethra,  penis  or 
rectum,  and  may  be  aggravated  by  sitting  on 
a hard  chair. 

In  group  2 are  patients  who  may  be  classi- 
fied as  having  a “silent  prostate,”  since  there 
are  no  symptoms  referable  to  the  urinary 
tract  or  the  prostate,  yet  the  prostate  and 
seminal  vesicles  may  be  the  foci  of  infection 
for  some  distant  lesion.  Among  the  common 
lesions  for  which  the  prostatic  infection  may 
be  responsible  are  arthritis,  bursitis,  myosi- 
tis, neuritis  and  iritis.  When  searching  for 
foci  of  infection,  the  prostate  and  seminal 
vesicles  should  be  considered  as  routinely  as 
the  teeth,  tonsils  or  sinuses.  Early  recogni- 
tion of  such  a focus,  before  irreparable  dam- 
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age  has  been  done,  is  important.  Pain  from 
prostatic  infection  is  usually  referred  to  the 
lower  lumbar  region  or  perineum,  but  may 
occur  any  place  in  the  pelvic  region  or  down 
the  legs.  These  vague  symptoms  are  so  com- 
mon that  one  should  routinely  examine  the 
prostate  as  a possible  source  of  infection  in 
patients  manifesting  them. 

These  indefinite  pains  may  be  so  slight 
that  the  patient  may  be  unaware  that  he  is 
not  quite  normal.  He  may  attribute  them  to 
“rheumatism”  or  a “strain,”  and  it  is  aston- 
ishing how  long  these  discomforts  will  be 
endured  before  the  patient  seeks  advice  as  to 
the  real  cause  of  his  trouble.  The  effect  on 
the  nervous  system  may  become  quite  defi- 
nite and  true  neuroses  may  make  their  ap- 
pearance. The  patient  becomes  restless,  com- 
plains of  lack  of  concentration  and  may  feel 
that  he  is  becoming  prematurely  senile.  His 
anxiety  as  to  the  future  and  the  constant 
feeling  of  ill  health  may  provoke  other  varied 
symptoms.  Gastrointestinal  manifestations 
may  appear,  and  “dyspepsia”  or  flatulence 
may  be  prominent.  Unfortunately,  in  many 
of  these  cases  there  is  nothing  either  in  the 
history  or  in  the  symptoms  to  suggest  a 
chronic  prostatic  infection  as  the  cause  of  the 
disturbances. 

Symptoms  of  sexual  dysfunction  (group 
3)  are  fairly  common ; but  in  view  of  the  fact 
that  the  prostate  is  a sexual  gland,  and  con- 
sidering the  prevalence  of  prostatic  infec- 
tion, it  is  remarkable  that  sexual  symptoms 
are  not  more  frequent  and  severe  than  they 
are.  Undoubtedly  some  sexual  disorders  are 
caused  or  aggravated  by  chronic  prostatitis, 
since  treatment  of  the  prostate  occasionally 
results  in  considerable  benefit  of  the  sexual 
symptoms.  However,  so  many  factors  are 
involved  in  most  sexual  dysfunctions  that  it 
is  difficult  to  evaluate  the  primary  cause. 
Certainly  one  should  investigate  the  prostate 
carefully  and  attempt  to  rid  it  of  any  infec- 
tion. According  to  Kretschmer,  premature 
ejaculations,  loss  of  desire  and  weak  erec- 
tions are  most  commonly  complained  of  by 
patients  manifesting  chronic  prostatic  infec- 
tions. 

DIAGNOSIS 

In  acute  prostatitis  and  seminal  vesiculitis 
any  manipulation  by  rectum  must  be  gentle, 
and  massage  and  stripping  are  contraindi- 
cated. The  history  usually  gives  presumptive 
evidence  of  an  acute  infection,  and  urinary 
symptoms  are  referable  to  the  lower  urogen- 
ital tract.  Acute  febrile  reactions  depend  on 


the  severity  of  the  attack.  The  urine,  even 
when  voided  in  three  glasses,  is  usually  cloudy 
from  pus.  Careful  rectal  palpation  will  reveal 
a swollen,  hot,  tense  prostate.  Instrumenta- 
tion should  be  avoided  until  the  acute  symp- 
toms have  subsided,  but  repeated  gentle  pal- 
pation of  the  prostate  may  be  necessary  for 
the  diagnosis  of  prostatic  abscess. 

The  diagnosis  of  chronic  prostatitis  is  bas- 
ed on  the  findings  of  rectal  examination  and 
the  microscopic  examination  of  expressed 
prostatic  fluid.  The  voided  urine  frequently 
contains  shreds  and  occasionally  some  pus, 
although  it  may  be  entirely  normal.  The 
history  may  yield  no  evidence  of  a prostatic 
infection,  and  careful  rectal  palpation,  with 
repeated  massages,  may  be  necessary  to  ob- 
tain pus  in  the  prostatic  fluid.  The  first 
gentle  prostatic  massage  may  express  the 
fluid  from  those  ducts  which  are  uninfected, 
and  the  strippings  may  appear  normal  under 
the  microscope.  The  infected  ducts  may  be 
temporarily  closed  by  pus  and  debris,  and 
two  or  three  or  even  four  examinations,  at 
three  to  five-day  intervals,  may  be  required 
to  obtain  strippings  from  all  the  prostatic 
ducts.  Thus  one  may  be  uncertain  of  the 
presence  of  pus  in  the  prostatic  fluid  obtain- 
ed from  a single  examination. 

Many  different  positions  for  the  patient  to 
assume  for  palpation  or  massage  of  the  pros- 
tate have  been  recommended.  I prefer  to 
have  the  patient  kneel  on  a table,  with  the 
buttocks  extended  and  the  head  down  to  a 
level  with  the  knees.  With  the  patient  in  this 
position  the  physician  may  palpate  the  pros- 
tate and  seminal  vesicles  more  completely, 
with  less  pain  to  the  patient.  The  gloved 
finger,  well  lubricated,  should  be  inserted 
very  slowly  past  the  rectal  sphincter.  When 
this  careful  procedure  is  followed,  the  patient 
will  be  less  likely  to  draw  away  from  the 
examiner,  and  he  will  be  extremely  grateful 
for  one’s  gentleness.  The  shock  of  suddenly 
dilating  the  rectal  sphincter  may  be  much 
greater  than  that  of  massaging  the  prostate. 

Often  there  is  a decided  discrepancy  be- 
tween the  gross  palpable  changes  in  the  pros- 
tate and  the  degree  of  infection  manifested 
in  the  strippings.  The  examining  finger  may 
detect  no  gross  change  in  the  size  or  consis- 
tency of  the  prostate,  yet  it  may  be  infected. 
More  frequently  the  prostate  is  one  or  more 
of  the  following:  enlarged,  irregular  in  out- 
line, nodular,  boggy,  indurated,  with  an  oc- 
casional area  of  softness,  and  surrounded  by 
adhesions  from  periprostatic  inflammation. 
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Normally  the  two  lateral  lobes,  which  are 
palpable  by  rectum,  should  be  smooth  on  the 
surface,  firm  in  consistency,  with  a dividing 
median  sulcus,  and  freely  movable  from  side 
to  side.  Each  lobe  should  be  about  the  size 
of  the  distal  phalanx  of  the  thumb. 

The  normal  fluid  expressed  from  the  pros- 
tate is  opalescent,  slightly  alkaline  to  litmus, 
filled  with  minute,  translucent,  lecithin 
bodies  (somewhat  smaller  than  red  blood 
cells),  and  contains  some  epithelial  cells,  a 
few  corpora  amylacea,  often  spermatozoa 
and  less  than  10  leukocytes  per  high  power 
field.  One  should  not  be  misled  in  obtaining 
a normal  secretion  on  the  first  examination, 
particularly  if  rectal  palpation  gives  evidence 
of  an  abnormal  prostate. 

The  diagnosis  of  chronic  prostatitis  is  es- 
tablished with  the  finding  of  an  increased 
number  of  leukocytes  in  the  prostatic  strip- 
pings, particularly  if  they  are  seen  in  clumps. 
It  is  usual  for  the  quantity  of  lecithin  bodies 
to  be  decreased  in  the  presence  of  many  pus 
cells  and,  as  improvement  occurs,  the  leuko- 
cytes decrease  in  number  and  the  lecithin 
bodies  increase. 

It  should  again  be  stressed  that  the  pros- 
tate deserves  to  be  considered  a possible  fo- 
cus of  infection  quite  as  much  as  the  teeth  or 
tonsils.  The  prostate  is  more  likely  to  be 
overlooked  when  urinary  symptoms  are  not 
present  and  the  voided  urine  is  normal. 
Every  physician  is  aware  that  the  small, 
buried  tonsil  is  as  dangerous  a focus  of  infec- 
tion as  the  huge  gland  with  infected  follicles. 
The  prostate,  too,  may  be  harboring  an  infec- 
tion which  may  be  absorbed  by  the  blood 
stream,  and  yet  none  of  the  infected  material 
may  escape  through  the  prostatic  ducts  to 
produce  urinary  symptoms  and  give  evidence 
of  infection  in  the  voided  urine.  Every  prac- 
titioner should  make  proper  examination  of 
the  prostate  a routine  procedure  when 
searching  for  a focus  of  infection. 

COMPLICATIONS 

The  mere  finding  of  an  abnormal  prostate, 
by  rectal  palpation  and  pus  in  the  strippings 
from  it,  should  not  conclude  an  investigation. 
Although  the  diagnosis  of  chronic  prostatitis 
is  thus  established,  one  should  seek  the  cause 
of  the  infection  and  attempt  to  eliminate  fac- 
tors which  may  prevent  its  ready  response  to 
treatment.  Response  to  local  treatment 
should  not  be  expected  when  the  prostate  is 
being  constantly  reinfected  from  an  infected 


tooth  or  tonsil  unless  the  source  of  the  infec- 
tion is  first  eliminated.  Neither  wull  a pros- 
tate respond  to  local  treatment  when  a pos- 
terior urethritis,  urethral  stricture,  cystitis 
or  renal  infection  is  present  without  ade- 
quate treatment  of  the  complicating  condi- 
tion. 

In  the  presence  of  an  acute  or  a subacute 
infection  of  the  prostate,  it  is  unwise  to  ex- 
amine the  remainder  of  the  urinary  tract. 
Even  in  the  presence  of  chronic  prostatitis  it 
frequently  is  better  to  treat  this  infection  for 
a reasonable  time  before  resorting  to  a more 
thorough  study  of  the  urinary  tract.  How- 
ever, one  should  not  persist  with  local  treat- 
ment, when  satisfactory  response  is  not  ob- 
tained, without  seeking  some  coexisting  com- 
plication. In  fact,  such  complications  are  so 
common  that  many  urologists  prefer  to  con- 
sider chronic  prostatitis  as  a symptom  or  a 
secondary  infection  from  some  focus,  the 
finding  and  elimination  of  which  is  essential 
to  adequate  and  peiTnanent  relief.  To  dis- 
cover the  origin  of  such  a primary  infection 
often  requires  diligent  and  persistent  search, 
but  the  problem  should  constantly  be  before 
one  while  treating  chronic  prostatic  infec- 
tion. 

Besides  the  teeth  and  tonsils,  the  intestin- 
al tract,  gall-bladder,  cutaneous  infections  or 
perirectal  infections  may  be  the  source  of  an 
infected  prostate.  Within  the  urinary  tract 
almost  any  infective  process  may  produce  a 
prostatic  infection  and  prevent  the  response 
of  the  latter  to  treatment.  Among  the  more 
common  causes  are  urethral  strictures  (often 
of  large  caliber),  lesions  of  the  urethra, 
chronic  urethritis,  urinary  retention  from 
hyperplasia  or  a fibrous  bladder  neck,  vesical 
diverticula,  prostatic  calculi,  chronic  renal  in- 
fections, tuberculosis,  diabetes  and  syphilis. 
Careful  observation  of  the  voided  urine,  pre- 
ferably in  two  or  three  glasses,  should  be 
made  on  each  visit.  Evidence  of  infection  in 
the  second  and  third  glasses  is  suggestive  of 
an  infection  of  the  upper  urinary  tract,  yet 
such  evidence  may  not  be  obtained  at  all 
times,  as  is  the  case  when  an  intermittent 
pyelonephritis  is  present.  A test  for  residual 
urine  should  be  made  from  time  to  time.  In 
short,  when  symptoms  of  chronic  prostatitis 
are  not  relieved,  and  the  strippings  do  not 
show  definite  improvement  within  six  weeks 
after  a biweekly  course  of  prostatic  massage 
has  been  instituted,  one  should  carefully 
search  the  urinary  tract  for  an  explanation 
of  the  unsatisfactory  response.  To  persist 
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with  massage  for  prolonged  periods  is  rarely 
necessary,  and  suggests  that  a focus  of  infec- 
tion has  been  overlooked. 

Failure  to  establish  normal  sexual  hygiene 
may  interfere  with  improvement  in  chronic 
prostatic  infections.  On  the  other  hand,  the 
most  careful  and  diligent  search  may  fail  to 
reveal  the  source  of  the  infection  in  chronic 
prostatitis. 

Before  the  diagnosis  of  chronic  prostatitis 
can  be  properly  established,  it  is  necessary  to 
rule  out  other  lesions  of  the  prostate.  A 
tuberculous  prostate  usually  presents  an  ir- 
regular, nodular  surface  to  palpation.  It  is 
almost  always  secondary  to  tuberculosis  else- 
where in  the  urogenital  tract,  and  careful 
search  may  reveal  tubercle  bacilli  in  the 
urine  or,  less  frequently,  in  the  prostatic 
strippings.  Prostatic  calculi  may  be  sus- 
pected by  palpating  crepitation  within  the 
prostate,  and  can  be  confirmed  by  x-ray  ex- 
amination. Advanced  carcinoma  of  the  pros- 
tate presents  a stony-hard  induration.  Early 
carcinoma  is  also  hard,  but  may  be  limited  to 
a small  pea-sized  area  readily  palpated  at 
rectal  examination.  These  conditions  should 
be  ruled  out,  if  possible,  before  treatment  is 
undertaken.  A hard  nodule  in  the  prostate 
may  require  surgical  perineal  exposure  with 
biopsy  to  confirm  the  diagnosis. 

TREATMENT 

Acute  Prostatitis.  — The  treatment  of 
acute  prostatitis  is  by  heat,  protection  from 
trauma,  and  the  antibiotics ; and  that  of  sub- 
acute and  chronic  prostatitis  is  by  massage. 
The  sulfonamides  and  penicillin  are  often 
helpful  in  either  condition,  but  cannot  be  re- 
lied on  to  the  exclusion  of  local  treatment. 

Acute  prostatitis,  whatever  the  cause,  is 
best  treated  by  complete  bed  rest  for  all  feb- 
rile cases  and  the  avoidance  of  foods  which 
irritate  the  urinary  tract.  Sexual  excitation 
should  be  avoided,  and  all  local  treatment, 
such  as  urethral  or  bladder  irrigations  and 
rectal  manipulation,  should  be  discontinued. 
Heat  is  beneficial  and  may  be  obtained  by 
hot  sitz  baths.  The  bowels  should  be  kept 
well  open  to  avoid  the  pressure  of  a hard 
stool  against  the  prostate.  Only  the  most 
gentle  palpation  should  be  done  to  diagnose 
the  development  of  a prostatic  abscess.  The 
sulfonamides  or  penicillin  are  usually  very 
effective  in  relieving  acute  prostatitis.  The 
ui’inary  output  should  be  measured  and 
maintained  at  a minimum  of  1,500  cc.  daily. 


Chronic  Prostatitis.  — The  treatment  of 
chronic  prostatitis  revolves  around  the  prin- 
ciple of  establishing  adequate  drainage  of  the 
infected  prostatic  ducts.  In  some  instances 
this  is  readily  accomplished;  in  others  it  is 
difficult  to  attain,  while  in  cases  presenting 
pronounced  sclerotic  changes  the  establish- 
ment of  drainage  of  all  infected  areas  may  be 
impossible  with  any  type  of  local  treatment. 

Local  Treatment.  — Once  the  diagnosis  of 
chronic  prostatitis  has  been  established,  mas- 
sage of  the  prostate  by  the  rectum  is  the 
most  important  single  measure  to  be  etn- 
ployed  in  its  treatment.  Although  massage 
of  an  infected  area  may  seem  unphysiologic, 
urologists  have  achieved  considerable  success 
in  the  systematic  treatment  of  these  infec- 
tions. This  method  of  treatment  is  univers- 
ally adopted  by  all  urologists,  yet  some  dif- 
ference of  opinion  exists  as  to  the  frequency 
with  which  such  massage  should  be  carried 
out.  As  a rule  we  massage  the  prostate 
twice  a week,  and  as  the  amount  of  pus  di- 
minishes the  treatments  are  given  less  fre- 
quently. 

The  first  object  of  prostatic  massage  is  to 
increase  the  blood  supply  to  the  prostate  and 
in  this  way  aid  in  carrying  away  infection 
and  stimulating  absorption.  The  second  pur- 
pose is  to  evacuate  pus,  bacteria  and  debris 
from  the  prostatic  ducts.  Too  frequent  or  too 
vigorous  massage  may  defeat  these  purposes 
and  may  even  produce  an  acute  infection  in 
the  prostate  or  epididymes. 

Some  urologists  prefer  to  massage  the 
seminal  vesicles  and  prostate  before  the  pa- 
tient voids  his  urine,  after  which  the  urine 
flushes  the  prostatic  fluid  from  the  urethra. 
Others  instil  an  antiseptic  solution  into  the 
bladder  and  posterior  urethra  after  prostatic 
massage  with  the  expectation  that  some  of 
the  solution  may  find  its  way  into  the  emp- 
tied prostatic  ducts.  Still  others  instil  an 
antiseptic  solution  into  the  bladder  through 
a catheter  before  massaging  the  prostate, 
hoping  thereby  to  prevent  the  expressed  in- 
fected material  from  infecting  the  bladder  or 
urethra.  Although  each  method  may  have 
some  advantage  in  certain  instances,  voiding 
after  massage  is  satisfactory  in  most  cases. 

Massage  of  both  the  seminal  vesicles  and 
the  prostate  should  always  be  performed  to- 
gether. With  the  patient  kneeling  in  the 
knee-chest  position,  the  gloved  index  finger, 
well  lubricated,  is  gently  and  slowly  inserted 
into  the  rectum  as  far  as  possible.  Pressure 
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is  begun  above  the  prostate  on  one  side  as 
the  finger  is  withdrawn  to  the  prostate.  This 
is  repeated  several  times  and  followed  by  the 
same  procedure  over  the  other  vesicle.  The 
finger  is  then  brought  down  to  the  prostate 
and  several  strokes  are  made  over  the  gland 
on  either  side  from  the  uppermost  part  of  the 
prostate  downward  and  toward  the  midline. 
The  massage  is  concluded  by  several  strokes 
over  the  midline  to  express  the  fluid  from  the 
main  ducts  into  the  urethra.  The  prostatic 
fluid  appears  at  the  urethral  meatus  and  is 
collected  on  a glass  slide  for  examination. 
While  gentleness  is  imperative  during  the 
first  few  massages,  more  firm  pressure  may 
be  required  in  those  cases  which  fail  to  re- 
spond to  treatment. 

The  next  most  important  element  in  the 
local  treatment  of  chronic  prostatitis  is  the 
search  for  and  treatment  of  urethral  stric- 
ture. This  is  particularly  necessary  if  symp- 
toms of  a chronic  urethritis  are  present.  The 
great  frequency  with  which  prostatitis  is 
associated  with  urethral  stricture  should 
lead  one  to  search  for  both  lesions  in  every 
patient.  Often  the  treatment  of  either  the 
urethral  stricture  or  the  prostatic  infection 
is  continued  without  searching  for  its  associ- 
ated lesion.  Urethral  dilation  is  never  under- 
taken in  an  acute  urethritis,  but  in  the  pres- 
ence of  a few  shreds  and  pus  cells  in  the 
urine  the  passage  of  sounds  is  very  benefi- 
cial. Even  when  a definite  stricture  cannot 
be  found,  dilations  will  serve  to  promote  bet- 
ter drainage  from  the  prostatic  ducts.  It  is 
preferable  to  pass  but  one  sound  at  a single 
treatment  and  not  repeat  the  procedure  more 
than  once  a week.  Too  enthusiastic  treat- 
ment may  produce  complications  and  retard 
the  favorable  progress  of  the  disease.  If  care 
is  used  in  the  passage  of  urethral  instru- 
ments, any  subsequent  increase  in  symptoms 
may  be  considered  to  result  from  the  activat- 
ing of  a dormant  infection  in  the  urethra  or 
prostate,  and  not  to  be  caused  by  the  passage 
of  a sterile  instrument  into  the  bladder.  In- 
crease in  the  urethral  discharge  may  follow 
instrumentation  of  the  urethra,  or  chills, 
fever  and  sweats  may  supervene  from  stir- 
ring up  a smoldering  infection  in  the  genital 
tract. 

The  value  of  urethral  dilations  is  common- 
ly seen  in  chronic  prostatic  infections  with 
symptoms  of  posterior  urethritis.  Recently 
a patient  had  been  treated  by  prostatic  mas- 
sage twice  weekly  for  six  weeks.  His  symp- 
toms failed  to  subside  and  he  was  relieved 


only  after  the  passage  of  sounds.  Further- 
more, his  prostatic  infection  began  to  im- 
prove more  promptly  after  his  urethral  dila- 
tions. 

The  use  of  strong  solutions  and  astrin- 
gents has  fallen  into  disrepute.  Vaccines 
have  seldom,  if  ever,  added  anything  of  value 
to  the  treatment  of  these  cases. 

Other  complications  in  the  urinary  tract, 
besides  urethral  stricture,  may  prevent  one 
from  obtaining  a satisfactory  response  from 
local  treatment  to  the  prostate.  One  of  the 
most  neglected  areas  of  the  male  genital 
tract  is  the  urethral  meatus.  The  meatus  is 
the  narrowest  portion  of  the  urethral  canal 
and  may  act  as  a dam  to  prevent  complete 
elimination  of  the  urine  from  the  urethra.  In 
the  presence  of  prostatic  or  urethral  infec- 
tion it  is  imperative  that  a meatotomy  be 
done  at  an  early  stage.  While  there  are  many 
other  reasons  why  prostatic  infections  will 
not  respond  to  local  treatment,  such  as  pol- 
yps of  the  urethra,  prostatic  calculi  and 
granulation  tissue,  such  conditions  require 
urethroscopic  manipulation  or  surgery  for 
their  adequate  treatment  and  this  should  be 
carried  out  by  a competent  urologist. 

The  prostate  may  become  infected  from  a 
distant  focus  of  infection.  Cabot  believes 
that  95  per  cent  of  such  cases  are  secondary 
to  infections  in  the  teeth  and  tonsils.  Acute 
upper  respiratory  or  intestinal  infections 
may  also  produce  a prostatic  infection.  If  the 
original  focus  is  discovered  and  removed,  the 
prostatic  infection  will  then  become  the  pri- 
mary focus  of  infection;  but  if  the  prostatic 
infection  is  treated,  without  removing  the 
original  focus,  the  response  to  treatment  will 
be  slow  and  recurrences  likely.  In  treating 
such  cases,  the  elimination  of  the  original 
focus,  followed  by  adequate  treatment  of  the 
prostate,  is  indicated. 

Severe  local  and  distant  reactions  may  oc- 
cur following  massage  of  a prostate  which  is 
the  seat  of  a focal  infective  prostatitis.  When, 
following  prostatic  massage,  an  exacerbation 
of  symptoms  occurs  in  a case  of  arthritis, 
iritis,  neuritis  and  the  like,  it  suggests  that 
the  prostatic  infection  is  responsible  for  the 
distant  lesion.  Very  gentle  massage  should 
be  carried  out  for  the  first  few  treatments, 
since  vigorous  treatment  may  occasion  such 
a severe  general  and  focal  reaction  that  ir- 
reparable damage  may  result.  These  reac- 
tions are  probably  due  to  specific  toxins 
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forced  into  the  blood  of  a patient  already  sen- 
sitive to  them. 

Chronic  prostatitis  is  frequently  present  in 
patients  presenting  symptoms  of  sexual  dys- 
function. The  role  that  such  infection  plays 
in  the  production  of  these  symptoms  is  not 
thoroughly  established.  Certainly,  treatment 
of  the  infection  is  followed  by  improvement 
in  symptoms  in  some  cases,  while  others 
show  no  response.  The  complexity  of  symp- 
toms and  the  multitude  of  causes  for  sexual 
disturbances  call  for  a thorough  study  of  the 
individual  case  and  the  institution  of  appro- 
priate treatment.  When  a diseased  prostate 
is  discovered,  it  should  be  treated  in  order  to 
eliminate  at  least  one  factor  in  the  produc- 
tion of  sexual  symptoms.  Glandular  therapy, 
encouragement  and  psychotherapy  are  other 
forms  of  treatment  which  may  be  beneficial. 

General  Treatment. — Patients  with  chron- 
ic prostatitis  are  urged  to  avoid  highly  sea- 
soned foods,  spices  and  alcohol  of  any  sort. 
It  has  been  proved  that  alcohol  taken  by 
mouth  will  show  its  presence  in  the  prostatic 
secretion  and,  hence,  should  be  totally  avoid- 
ed. On  the  other  hand,  the  sulfonamides  also 
make  their  appearance  in  the  prostatic  secre- 
tion and,  therefore,  will  be  a definite  adjunct 
in  the  treatment  of  these  infections.  While 
one  cannot  expect  the  sulfonamides  to  reach 
the  deep  processes  of  these  infections  in  the 
prostate,  the  administration  of  the  drugs  at 
intervals  is  very  beneficial  when  combined 
with  local  treatment. 

Advice  concerning  sexual  relations  should 
depend  on  the  severity  of  the  infection.  It  is 
often  wise  to  avoid  sexual  excitement  when 
symptoms  are  moderately  acute ; yet  regular 
sexual  habits  should  be  urged  when  the 
symptoms  have  begun  to  respond  to  treat- 
ment. Irregular  sexual  practices  and  overin- 
dulgence should  be  avoided.  Massage  may 
take  the  place  of  sexual  hygiene  in  the  early 
stages  of  treatment,  but  is  at  best  a poor  sub- 
stitute for  it.  The  quantity  of  prostatic  fluid 
expressed  by  massage  is  much  less  than  is 
contained  in  a normal  ejaculate.  Normal  in- 
tercourse should  aid  in  the  treatment  of  non- 
specific prostatitis,  and  should  be  permitted 
while  massage  is  being  carried  out. 

PROGNOSIS 

The  response  to  treatment  in  chronic  pros- 
tatitis and  seminal  vesiculitis  may  be  slow, 
and  the  patience  of  both  the  patient  and  the 
physician  may  be  taxed  to  the  utmost.  Per- 
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sistent  massage  may  be  required  for  long 
periods,  but  should  be  spaced  with  vacations 
from  treatment.  The  goal  should  be  the 
elimination  of  pus  from  the  prostatic  strip- 
pings. In  general,  the  outlook  in  the  treat- 
ment of  these  patients  is  good,  provided  the 
cooperation  of  the  patient  can  be  maintained. 
It  is  better  to  discuss  the  possibility  of  pro- 
longed treatment  with  the  patient  at  the  out- 
set so  that  discouragement  may  be  avoided 
at  a later  period. 

The  prognosis  in  chronic  prostatitis  de- 
pends largely  on  the  cause  and  the  degree  to 
which  the  infection  has  progressed.  If  the 
cause  can  be  ascertained  and  corrected,  and 
the  prostate  is  soft  and  boggy,  the  outlook 
should  be  good.  If  the  origin  of  the  infection 
is  vague,  and  the  infection  has  progressed  to 
the  formation  of  considerable  scar  tissue  in 
the  prostate  or  to  the  development  of  a fi- 
brous bar  or  prostatic  calculi,  conservative 
treatment  will  likely  not  eliminate  the  infec- 
tion. 

One  should  constantly  seek  the  origin  of 
the  infection,  whether  it  is  from  an  acute 
local  source  or  a distant  focus,  since  elimina- 
tion of  such  an  area  materially  alters  the 
prognosis.  In  many  instances,  this  is  diffi- 
cult to  ascertain  and  study  of  the  patient 
may  be  required  for  some  time  to  arrive  at  a 
conclusion.  In  some  cases,  careful  diligent 
search  for  the  cause  may  be  unavailing.  Re- 
peated urine  examinations  may  lead  one  to  a 
suspected  source  of  infection. 

If  the  prostate  has  been  the  seat  of  pro- 
longed inflammatory  changes,  it  will  prob- 
ably not  return  to  normal.  However,  treat- 
ment and  periodic  observations  may  keep  the 
infection  to  a minimum  and  prevent  the  re- 
currence of  symptoms.  When  careful,  com- 
plete search  for  complications  fails  to  dis- 
close any  contributing  factor  to  the  cause  or 
continuance  of  a prostatic  infection,  and 
when  repeated  courses  of  prostatic  massage 
fail  to  eliminate  pus  cells  from  the  strippings 
completely,  and  when  definite  symptoms  ref- 
erable to  the  prostate  are  absent,  local  treat- 
ment should  be  discontinued.  If  sufficient 
damage  to  the  prostate  has  occurred,  such  as 
the  production  of  fibrosis  at  the  vesical  orif- 
ice or  symptom-producing  prostatic  calculi, 
surgery  may  be  indicated. 

The  outlook  for  patients  with  sexual  dys- 
function is  difficult  to  evaluate.  A multitude 
of  factors  may  be  responsible  for  the  symp- 
toms complained  of  by  these  patients.  Al- 
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though  chronic  prostatitis  may  be  a factor, 
there  are  almost  invariably  other  factors  of 
even  greater  importance  to  evaluate  and 
treat.  Among  these  may  be  mentioned  hypo- 
tension, low  metabolic  rate  and  vitamin  de- 
ficiency. Psychotherapy  is  frequently  in- 
dicated, and  this  treatment  may  often  be  in- 
telligently performed  by  the  urologist. 

SUMMARY 

1.  Chronic  prostatic  infections  are  com- 
mon during  middle  age,  and  only  a small  per- 
centage occur  from  venereal  disease.  More 
commonly,  they  develop  from  a focus  of  in- 
fection elsewhere  in  the  body. 

2.  Urinary  and  genital  symptoms  may 
attract  one’s  attention  to  the  prostate  as  the 
seat  of  an  infection.  However,  in  a large 
group  of  cases,  no  urinary  or  local  symptoms 
are  present,  and  only  by  routine  examination 
of  the  prostate  is  it  found  to  be  infected  and 
producing  symptoms  elsewhere  in  the  body. 


3.  The  diagnosis  of  chronic  prostatitis  is 
made  by  rectal  palpation  and  the  finding  of 
pus  in  the  expressed  prostatic  secretion  by 
microscopic  examination. 

4.  The  origin  of  the  prostatic  infection 
should  be  carefully  sought  for  and  eliminat- 
ed. Prostatic  massage,  with  intermittent 
sulfonamide  therapy,  will  frequently  eradi- 
cate the  infection,  although  prolonged  treat- 
ment may  be  required. 

5.  When  such  infections  do  not  respond  to 
the  above  treatment,  a careful  urological  ex- 
amination is  indicated  to  determine  the  rea- 
son for  the  failure  of  local  therapy. 

6.  Infection  of  the  prostate  is  so  common 
that  routine  examination  of  this  gland 
should  be  undertaken  as  frequently  as  that 
of  the  teeth  and  tonsils.  Most  cases  can 
adequately  be  cared  for  by  the  general  prac- 
titioner, but  should  be  referred  for  thorough 
urological  study  if  they  do  not  respond  to 
local  treatment. 


^ ^ ^ 


NEW  PHILOSOPHY  ON  HAIR 

The  man  with  the  receding  hairline  and  balding 
pate  can  console  himself  with  the  thought  that  the 
hair  he  has  lost  wasn’t  good  for  much  to  begin 
with,  according  to  an  article  in  the  current  issue  of 
Hygeia,  the  health  magazine  of  the  American  Medi- 
cal Association. 

Miss  J.  V.  Sheppard,  Oak  Ridge,  Tenn.,  author  of 
the  article,  says  that  hair  has  little  practical  use. 
It  is  not  much  more  than  a limp,  vegetative 
growth,  made  up  of  a pouchlike  root  imbedded  in  the 
skin  and  a long  shaft  which  is  composed  of  homy, 
skin-like  cells,  and,  so  far  as  is  known,  it  does 
not  receive  nourishment  from  the  body. 

Those  who  bemoan  their  paucity  of  hair  as  indica- 
tive of  a lack  of  manliness  may  also  take  solace 
from  Miss  Sheppard,  who  says  that  the  notion  that 
a lot  of  hair  in  men  expresses  physical  strength  or 
virility  is  ancient  superstition. 

Primitive  people  believe  that  their  hair  contains 
a sacred  spirit,  and  among  many  tribes  there  is  a 
taboo  against  hair-cutting.  Caesar  made  the  Gauls 
trim  their  locks  as  a token  of  submission  and  the 
American  Indians  scalped  their  victims  to  deprive 
them  of  spirits  supposedly  inhabiting  the  hair. 

For  those  who  are  still  unconsoled  by  all  of  this 
and  feel  that  baldness  adds  nothing  to  their  appear- 
ance, Miss  Sheppard  sounds  a discouraging  note. 

The  cure  of  baldness,  she  says,  depends  largely  on 


the  cause.  If  it  is  the  senile  type,  which  results 
from  the  deterioration  of  all  body  cells,  there  is  no 
hope  of  restoring  the  hair. 

The  outlook  is  also  dark  for  premature  baldness, 
most  of  which  is  inherited  and  for  which,  according 
to  the  article,  “there  is  no  hope”  of  cure. 

For  baldness  due  to  the  presence  of  microbes  in 
the  scalp,  little  can  be  done  to  restore  the  lost  hair, 
but  early  treatment  under  the  advice  of  a physician 
can  do  much  to  prevent  further  loss.  The  microbes 
which  cause  baldness  thrive  in  oily  scalps,  and,  in 
this  connection,  the  writer  recommends  daily  care  of 
the  hair  and  scalp,  including  adequate  brushing  and 
shampooing,  as  a good  preventive  measure. 

Hormone  therapy  is  no  panacea  for  hair  restora- 
tion, either.  Miss  Sheppard  says,  except  in  some  in- 
stances of  proved  disorders  of  the  thyroid,  pituitary 
or  sex  glands,  in  which  case  application  of  hormone 
preparations  may  be  of  some  help. 

As  a solution  of  the  problem  of  the  depleted  pate, 
the  writer  suggests  that  we  concentrate  not  so  much 
on  cures  for  baldness,  but  on  establishing  “a  new 
philosophy  of  hair”  in  which  its  cosmetic  importance 
is  played  down  much  more  than  at  present. 

And,  oh  yes,  if  you  have  nothing  to  do  on  a rainy 
day.  Miss  Sheppard  suggests  that  you  try  to  count 
the  hairs  on  your  head,  if  any.  If  you’re  a blond, 
you’ll  find  you  have  around  140,000,  while  if  you’re 
a brunette,  you’ll  average  only  about  100,000. 


Convulsive  Disorders:  Modern  Concepts — 
Diagnosis  and  Treatment'" 

ERNEST  KELLEY,  M.D. 

Omaha,  Nebraska 


It  is  estimated  that  there  are  over  one  half 
million  epileptics  in  the  United  States.  Some 
put  it  at  600,000,  others  at  700,000,  so  that 
there  is  approximately  one  case  of  epilepsy 
in  every  two  hundred  of  our  population.  The 
ancients  knew  about  epilepsy  and  theorized 
as  to  its  causation  and  cure  just  as  we  do, 
but,  naturally,  in  their  more  primitive  way. 
A description  of  an  epileptic  attack  is  to  be 
found  in  the  Bible  in  St.  Luke  9:38-39.  The 
father  of  an  epileptic  boy  appealed  for  help 
for  his  epileptic  son,  describing  his  seizure 
thus:  “All  at  once  a spirit  seizes  him  and  he 
suddenly  cries  out,  and  it  convulses  him  until 
he  foams  at  the  mouth,  and  it  leaves  him, 
after  a struggle,  badly  bruised”.  Among 
primitive  peoples,  the  convulsive  disorders, 
like  all  other  diseases,  were  regarded  in  their 
ignorant,  superstitious  way  as  occurring  be- 
rause  the  victim  was  possessed  of  some  evil 
spirit  or  witch  craft  from  which  he  needed 
to  be  freed.  Trephine-like  openings  were 
made  in  the  heads  of  victims  of  convulsive 
disorders,  with  the  view  of  freeing  them 
from  such  spirits  or  witchery,  as  is  attested 
by  the  finding  of  mutilated  skulls  in  the 
burial  places  of  these  ancient  people. 

All  down  through  the  ages  a little  know- 
ledge has  been  acquired  here  and  there,  to 
gi'adually  evolve  a little  more  rational  under- 
standing of  what  is  involved  in  the  contem- 
plation of  convulsive  disorders.  Many  years 
back,  the  famous  English  neurologist,  Hugh- 
lings  Jackson,  postulated  a definition  of  epi- 
lepsy as  a sudden  excessive  and  unruly  dis- 
charge of  neuronal  cells.  This  viewpoint  re- 
mained in  the  hypothetical  category  until 
evidence  of  a more  tangible  sort  was  brought 
forward  in  the  discovery  of  brain  waves  in 
1931  by  Hans  Berger,  who  gave  us  the  elec- 
troencephalograph. The  encephalogr aphic 
machine  reproduces  and  amplifies,  some  ten 
million  times,  the  brain  waves,  spontaneously 
produced  in  the  cerebral  cortex,  and  among 
all  of  the  revelations  brought  out  through 
the  persistent  and  diligent  use  of  the  electro- 
encephalograph, probably  the  most  signifi- 
cant ones  have  been  in  the  field  of  the  con- 
vulsive disorders. 

In  spite  of  all  of  this,  one  still  encounters, 
occasionally,  gross  lack  of  understanding  of 
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modern  information  about  these  disorders. 
I am  thinking  of  a man  here  in  Omaha  who 
developed  grand  mal  epilepsy  in  his  adoles- 
cence, who  was  believed  by  his  physician  to 
have  produced  his  malady  through  mastur- 
bation, and  was  advised  both  by  his  physic- 
ian and  clergyman  to  marry  as  a means  of 
escape  or  cure  of  his  malady.  The  modern 
concept  of  the  epileps’.es  is  tremendously  dif- 
ferent from  these  previously  mentioned  ideas 
of  our  ancestors  in  the  medical  world,  and 
yet,  with  all  the  knowledge  that  we  possess, 
we  still  have  to  penetrate  beyond  the  iron 
curtain  of  lack  of  information,  to  be  able  to 
fully  and  completely  understand  and  explain 
all  of  the  reasons  for  a simple  fit. 

The  electroencephalograph  conclusively 
demonstrates  that  the  brain  waves  of  the 
epileptic,  and  often  of  his  progenitors  as  well 
as  his  siblings  and  other  near  relations,  are 
distinctly  characteristic  and  classically  dif- 
ferent from  the  brain  waves  of  human  be- 
ings not  so  afflicted.  This  is  an  important 
adjunct  to  our  armamentarium,  because  it 
takes  us  considerably  closer  to  the  final  goal 
of  understanding.  The  interpretation  of  the 
encephalographic  tracings  in  the  epilepsies 
has  been,  by  some,  that  the  paroxysmal 
dysrhythmia  that  occurs  is  the  cause  of  the 
syndrome.  It  strikes  me  that  a more  con- 
servative interpretation  might  be  that  parox- 
ysmal dysrhythmia  encephalographically  oc- 
curs in  epilepsies  and  is  part  and  parcel  of 
the  clinical  manifestation,  rather  than  a 
satisfactorily  demonstrated  etiologic  expla- 
nation of  the  disease.  Because  of  this,  it 
seems  apparent  that  there  is  need  for  much 
further  research  before  the  final  solution  is 
found.  That  such  research  is  in  process  is 
evidenced  by  the  untiring  efforts  and  prolific 
writings  of  such  men  as  Lennox,  Cobb,  Gold- 
stein and  McFarland.  At  the  psychiatric 
meeting  in  Boston,  Strecker  discussed  the 
subject  in  a fanciful  sort  of  way,  postulating 
that  convulsive  attacks  might  be  atavistic 
and  constitute  a return  to  the  amphibean 
stage  of  our  development.  In  support  of  his 
hypothesis,  he  called  attention  to  swimming 
like  motions  occurring  spontaneously  in  the 
new  born,  and  showed  by  slow  motion  movies 
the  similarity  between  swimming  motions 
and  convulsive  movements  in  immersed  rats 
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and  rats  that  had  been  given  metrazol.  This 
was  an  interesting  viewpoint  that  strikes  me 
as  being  more  philisophical  than  conclusively 
a clinical  explanation. 

The  problem  of  the  epileptic  patient  is  one 
that  not  only  involves  his  malady,  as  such, 
but  it  also  involves  his  social  status,  his  ca- 
pacity for  employment,  and  his  personal  ad- 
justment to  his  environment,  handicapped 
as  he  is.  It  is  my  viewpoint  that  the  wise 
general  practitioner  who  sees  these  patients 
first  and  last,  even  though  he  avails  himself 
of  the  additional  help  of  a neurologist  or  a 
neurosurgeon,  must  take  into  account  these 
several  factors  that  confront  the  patient. 
Obviously  his  epilepsy  must  be  adequately 
treated  medically.  Too,  some  form  of  rela- 
tively safe,  gainful,  employment  should  be 
sought  for  the  patient.  Also,  he  should  have 
the  helpful  suggestions  calculated  to  render 
him  able  to  meet  his  daily  life  problems  with 
as  complete  adjustment  as  possible,  to  make 
for  a feeling  of  equanimity,  of  social  adjust- 
ment and  personal  security. 

The  medical  attack  on  this  problem  can  be 
capably  pursued  with  our  present  day  medical 
agents.  It  is  a far  cry  from  the  rattlesnake 
venom  that  I remember  administering  in 
1910  and  1911,  to  the  phenobarbital,  dilantin 
sodium,  messantoin  and  tridione  of  today. 

The  bromides  were  used  effectively  and 
for  a long  time.  They  should  no  longer  be 
used,  except  for  short  periods  not  to  exceed 
two  weeks,  unless  bromide  blood  level  checks 
are  regularly  made.  Too  frequently  bromides 
alone  produce  toxic  psychoses  that  are  even 
more  disturbing  than  the  malady  for  which 
they  are  given. 

The  use  of  phenobarbital,  since  1912,  is 
well  established  as  to  its  effectiveness.  There 
are  occasional  cases  which  manifest  evi- 
dences of  toxicity,  and  one  should  be  cautious 
at  first,  until  it  is  demonstrated  that  the  in- 
dividual is  not  phenobarbital  sensitive.  It 
does  not  suffice,  merely  to  order  a half  grain 
of  phenobarbital  three  times  a day,  and  ex- 
pect full  and  complete  results  from  that  pro- 
gram. The  drug  should  be  timed  in  such  a 
manner  that  it  fits  the  situation.  For  exam- 
ple: In  a patient  whose  seizures  occur  noc- 
tumally,  it  would  be  folly  to  drug  him  during 
the  day  only.  In  such  a patient,  depending 
on  his  age  and  physique,  three  fourths  of  a 
grain  to  a grain  and  a half  given  only  at 
bedtime  would  be  indicated.  The  same  rule 
would  apply  to  the  individual  who  has  his 


seizure  immediately  on  or  soon  after  waking. 
Likewise,  the  patient  whose  attacks  occur 
during  the  forenoon,  predominantly,  should 
have  his  medication  timed  to  fit  that  kind 
of  schedule.  This  bit  of  routine  is  too  often 
overlooked  or  disregarded. 

Dilantin  sodium  has  acquired  a most  prom- 
inent place  as  an  anti-convulsant.  It  also 
presents  toxic  symptoms  to  some  patients. 
These  toxic  symptoms  may  be  found  in  skin 
eruptions,  in  gastric  discomfort,  or  in  inco- 
ordination. Merritt  and  Putnam,  who 
brought  out  Dilantin,  were  of  the  view  that  a 
reservoir  of  the  drug  should  be  established, 
so  that  it  was  held  in  the  body,  ready,  and  in 
sufficient  amount,  when  the  convulsive 
threshold  was  so  lowered  that  a seizure  was 
imminent.  Dilantin  has  the  advantage  that 
it  may  be  combined  with  phenobarbital  or 
Tridione,  when  indicated.  Dilantin  sodium 
is  effective  against  grand  mal  seizures  and 
particularly  against  psychomotor  attacks, 
the  latter  being  that  type  in  which  amnesia 
is  the  predominating  symptom.  The  patient 
may,  during  such  an  attack,  perform  auto- 
matic movements,  such  as  running,  button- 
ing or  unbuttoning  his  clothing,  chewing 
motions,  or  he  may  become  violent  and  have 
to  be  restrained.  His  movements  are  semi- 
purposeful in  appearance,  but  he  has  no 
knowledge  or  recollection  of  them  after  the 
attack,  because  he  has  been  out  of  touch  with 
his  environment. 

Tridione,  brought  out  in  the  last  two  or 
three  years,  is  of  particular  value  in  the  petit 
mal  attacks.  It  is  also  of  value  in  certain 
personality  disorders  that  accompany  epilep- 
sy in  some  patients.  Tridione  has  a toxicity 
in  some  patients  that  is  to  be  avoided.  Like 
all  similar  dmgs,  it  should  be  used  cautious- 
ly. The  average  dose  is  0.3  grams,  three  or 
four  times  a day,  and  it  should  be  increased 
or  diminished  in  amount,  according  to  the 
age  and  weight  of  the  individual  to  whom 
it  is  given,  as  well  as  the  effectiveness  in 
the  control  of  the  petit  mal  seizures  for 
which  it  is  given. 

Other  drugs  are  said  to  be  useful  in  the 
handling  of  epileptic  states,  such  as  Mesan- 
toin,  brought  out  by  the  Sandoz  Chemical 
Company,  and  Mebarol,  which  is  a barbitu- 
rate used  in  Europe  more  than  in  America, 
but  I have  no  experience  with  either  of  these 
drugs. 

Taylor,  in  New  Jersey  State  Hospital,  has 
been  using  electro-shock  in  the  handling  of 
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patients  afflicted  with  epilepsy,  by  which 
method  the  patient  has  his  convulsion  at  a 
convenient  specified  time,  rather  than  at 
some  more  inconvenient  time. 

Besides  the  drug’  treatment,  the  diet  is 
important,  as  it  has  been  shown  that  alkalo- 
sis lowers  the  convulsive  threshold,  so  the 
ketogenic  diet  has  been  much  used.  The  de- 
hydration diet  is  considered  to  be  effective, 
also,  in  epileptic  people.  The  ketogenic  diet 
is  particularly  of  value  in  children,  and  in 
it  the  food  must  be  weighed  and  the  calories 
calculated,  so  that  ample  protein  is  furnish- 
ed, but  that  the  grams  of  fat  must  treble 
the  grams  of  carbohydrate  and  protein.  In 
the  dehydration  diet,  the  total  fluid  intake 
should  be  about  twenty  ounces  per  day. 
These  diets  should  be  tried,  and  if  they  in- 
fluence the  frequency  of  seizures  favorably, 
they  may  be  continued.  The  dehydration 
diet  is  not  popular  with  patients. 

A seemingly  separate  and  important  entity 
that  belongs  in  this  category,  is  pyknolepsy. 
In  this  disturbance,  the  patient  has  petit  mal 
like  attacks,  beginning  in  early  childhood, 
and  lasting  until  late  adolescence  or  adult 
age  when  they  spontaneously  cease.  I have 
seen  such  patients  with  as  many  as  95  or  100 
attacks  per  day.  Tridione  is  said  to  control 
them  well,  though  since  the  discovery  of  Tri- 
dione, I have  not  yet  had  an  opportunity  to 
use  it  in  such  a case.  Previously,  pyknolepsy 


responded  to  a preparation  known  as  bromo- 
adonis,  the  objection  was  in  its  bromide  con- 
tent. 

To  summarize,  every  epileptic  patient 
should  have  a careful  history,  with  the  view 
of  determining  whether  he  has  the  genetic  or 
acquired  type  of  epilepsy.  He  should  have  a 
complete  neurologic  examination  calculated 
to  bring  out  suggestive  evidence  of  old 
trauma,  tumor,  abscess,  foreign  body,  or 
other  types  of  damage  to  the  brain.  His 
physical  status  should  be  closely  investi- 
gated. He  should  have  x-ray  studies  of  his 
head,  a lumbar  puncture  with  pressure  meas- 
urements and  serological  tests,  and  finally, 
he  should  have  the  benefit  of  an  electroen- 
cephalographic  examination  to  discover  and 
classify  the  characteristic  epileptic  brain 
waves.  After  all  this  is  done  and  the  diagno- 
sis made,  the  diet  and  medication  ordered, 
the  patient  must  be  instructed  to  avoid  any 
acts  that  would  endanger  his  life  were  he  to 
have  a seizure  while  so  engaged.  This  should 
include  driving  a car  or  motorcycle,  riding 
horseback,  climbing  in  high  places,  swim- 
ming, working  over  a fire,  or  working  about 
moving  machinery. 

The  foregoing  should  suggest  as  com- 
plete utilization  of  the  knowledge  that  we 
have,  in  the  handling  of  the  epileptic  states, 
and  in  the  promotion  of  additional  research 
to  bring  about  the  final  complete  under- 
standing of  this  symptom  complex. 
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GENERAL  HEALTH  HAS  LITTLE  EFFECT 
ON  TOOTH  DECAY 

Observing  that  a group  of  Filipino  children  in 
poor  general  health  had  much  better  teeth  than 
a group  of  local  children  in  Hawaii  in  excellent 
health,  Dr.  Nils  P.  Larsen,  Honolulu,  says  in  the 
July  3 issue  of  The  Journal  of  the  American  Medi- 
cal Association  that  dietary  factors  are  probably  the 
determining  element  in  freedom  from  tooth  decay. 

Dr.  Larsen’s  paper,  entitled  “Tooth  Decay  in  Re- 
lation to  Diet  and  General  Health,”  was  based 
on  extensive  studies  made  of  more  than  1,000  chil- 
dren living  on  sugar  plantations  in  Hawaii  and  100 
children  who  were  brought  in  from  the  war-torn 
Philippines. 

Although  tooth  decay  in  general  is  higher  among 
children  on  a diet  with  a high  carbohydrate  con- 
tent— Dr.  Larsen  emphasized  that  this  is  not  al- 
ways the  case;  that  some  children  on  such  diets 
have  very  good  teeth. 

The  reported  observations  in  Hawaii  suggest  that 
other  factors  than  the  acid  base  balance  or  vitamin 
A may  account  for  the  striking  difference  in  decay 
in  the  various  groups  of  children  observed. 


“Heredity,”  he  says,  “does  not  seem  to  play  an 
important  role  in  this  condition.  Hawaiians  on  the 
Polynesian  diet  for  800  years  had  excellent  teeth, 
while  first  generation  Hawaiians  on  the  Oriental 
diet  of  rice  had  poor  teeth.  Filipino  children  in  the 
Philippines  had  little  tooth  decay,  while  Filipino 
children  in  Hawaii  had  much.” 

Indications  are,  Dr.  Larsen  said,  that  it  is  not 
sugar  or  vitamin  intake  themselves  which  deter- 
mine tooth  decay  or  lack  of  it,  but  rather  whether 
certain  protective  substances,  such  as  fluorine  or 
oxalate,  are  added  to  the  diet. 

“The  Hawaiians  on  their  ancient  diets  consumed 
much  seafood  which  is  high  in  fluorine,”  Dr.  Larsen 
says.  “They  probably  also  swallowed  more  ocean 
water,  which  is  high  in  fluorine.  They  also  ate 
much  taro  and  poi  which  is  high  in  oxalate — a pos- 
sible tooth  decay  preventive,  as  might  be  vitamin  K 
which  is  present  in  raw  sugar  cane.” 

Dr.  Larsen  indicated  the  possibilities  are  strong 
that  peoples  with  the  best  teeth  are  those  whose 
diet  consists  of  a combinations  of  foods  whose  chem- 
ical makeup  prevents  the  over  activity  of  acid-form- 
ing bacteria.  Such  diets  contain  not  only  fluorine 
and  oxalate,  but  foods  with  a high  alkaline  residue. 
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The  cause  of  a convulsive  disorder  may  re- 
side in  any  of  several  different  organs  or 
systems  of  the  body,  and  may  be  post-trau- 
matic, infectious,  chemical,  psychic,  neoplas- 
tic, degenerative,  toxic,  endocrine,  disturbed 
physiology,  or  may  be  unknown.  Sympto- 
matic seizures  from  any  etiological  factor  in 
all  probability  arise  from  some  primary 
pathogenic  factor  lying  within  the  cortical 
tissue  itself  — an  inherited  inferiority  of 
nervous  structure  resulting  in  instability  of 
the  higher  cerebral  centers.  Individuals  with 
this  inherited  tendency  are  primarily  the 
ones  who  react  with  symptomatic  seizures  to 
the  various  disorders  mentioned  in  the  fol- 
lowing paragraphs. 

In  considering  a subject  of  this  magnitude 
it  will  be  necessary  to  merely  mention  the 
less  common  causes  and  to  spend  most  of  the 
time  in  elaborating  on  the  ones  that  are  more 
common  and  of  greater  importance  to  the  pa- 
tient. 

We  may  see  convulsive  seizures  after  skull 
injuries  with  brain  damage.  These  include 
skull  fractures,  ruptured  meningeal  arteries 
with  hematoma,  concussion  often  with  pete- 
chial brain  hemorrhages,  and  laceration  of 
the  brain.  These  are  not  too  difficult  to  rec- 
ognize as  there  is  always  the  history  or  evi- 
dence of  injury.  Examination  of  the  spinal 
fluid  may  be  helpful  in  determining  the  type 
of  injury  to  the  brain  by  the  findings  of  in- 
creased pressure  or  bloody  fluid. 

There  are  other  types  of  cerebral  damage 
which  are  not  as  easily  recognized  as  the  in- 
juries. The  most  common  cerebral  lesions  in 
adults  which  may  cause  convulsive  seizures 
are  those  due  to  arteriosclerosis.  These  in- 
clude cerebral  hemorrhage,  vascular  throm- 
bosis and  degeneration  or  softening  of  brain 
tissue.  The  existence  of  any  of  these  lesions 
may  first  be  manifested  by  a convulsive  sei- 
zure, followed  by  paralysis  or  other  neuro- 
logic signs.  Repeated  convulsive  seizures 
which  first  occur  after  the  onset  of  middle 
age  are  most  often  due  to  degenerative 
changes  associated  with  arteriosclerosis. 
These  seizures  simulate  grand  mal  or  petit 
mal  epilepsy  and  are  differentiated  chiefly 
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by  the  patient’s  age  and  characteristic  elec- 
troencephalographic  patterns.  The  presence 
of  a brain  tumor  must  always  be  considered 
and  sometimes  can  be  ruled  out  only  by  pneu- 
moencephalogram. 

We  may  see  convulsive  seizures  due  to 
spasm  of  the  vessels  of  the  brain  in  middle 
age  or  elderly  individuals.  Cerebral  arterio- 
spasm  may  result  in  the  same  clinical  picture 
as  any  arteriosclerotic  lesion  and  is  differen- 
tiated by  its  transient  nature  and  complete 
recovery.  This  is  ordinarily  associated  with 
the  finding  of  arterial  hypertension  and  is 
commonly  described  as  one  of  the  manifesta- 
tions of  hypertensive  crisis.  Concommitant 
clinical  manifestations  are  headache,  nuchal 
rigidity,  dizziness  and  disorientation. 

Presenile  or  Alzheimer  type  of  psychosis, 
due  to  general  obliterative  endarteritis  of  the 
brain  cortex  may  be  another  cause  of  symp- 
tomatic seizures. 

There  are  various  intracranial  infections 
which  may  cause  convulsive  seizures.  These 
include  brain  abscesses  — either  primary  or, 
more  commonly,  metastatic,  venous  sinus 
thrombosis  — most  commonly  of  the  lateral 
or  cavernous  sinuses,  meningitis  and  ence- 
phalitis of  the  various  types.  Brain  abscess,, 
in  absence  of  local  penetrating  injury,  is 
most  commonly  a metastatic  lesion;  pulmo- 
nary infections  are  the  most  common  source. 
Subacute  bacterial  endocarditis  or  septicemia 
from  any  focus  may  result  in  brain  abscess. 
Convulsions  due  to  meningitis  or  encephalitis 
may  occur  during  the  acute  febrile  stage  of 
the  disease,  and  be  due  to  fever,  exudation  or 
the  acute  inflammatory  process,  or  may  oc- 
cur in  later  years  and  be  due  to  scarring  or 
degenerative  changes.  Venous  sinus  throm- 
boses are  complications  of  adjacent  infec- 
tions in  the  eye,  ear,  nose  or  throat. 

Primary  or  metastatic  tumors  of  the  brain, 
meninges,  or  skull  may  cause  convulsive  sei- 
zures indistinguishable  from  idiopathic  epi- 
lepsy except  by  careful  neurological  examina- 
tion and  special  diagnostic  procedures.  Brain 
tumor  may  occur  in  any  age  group  and  must 
always  be  considered  in  every  patient  who 
has  one  or  more  convulsive  seizures.  Such 
patients  should  be  repeatedly  examined  with 
this  possibility  in  mind.  In  the  case  of  slow- 
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growing  tumors,  a correct  diagnosis  may  be 
possible  only  after  several  years,  so  that  it  is 
important  to  re-examine  these  patients  at  in- 
tervals in  order  to  observe  new  diagnostic 
findings  at  the  earliest  possible  time.  In  ad- 
dition to  other  findings,  changes  in  the  elec- 
troencephalographic  pattern  may  be  especial- 
ly helpful. 

Aneurysms  of  the  arteries  at  the  base  of 
the  brain  may  be  the  cause  of  convulsive  sei- 
zures. The  convulsions  occur  only  after  rup- 
ture of  the  aneurysm  with  subarachnoid 
bleeding.  The  diagnosis  is  suspected  by  the 
history  of  headache  followed  by  stiff  neck, 
convulsion  and  loss  of  consciousness.  It  is 
confirmed  by  the  finding  of  bloody  spinal 
fluid.  These  aneurysms  are  congenital  and 
rupture  may  occur  at  any  age.  It  may  be 
associated  with  arterial  hypertension.  It 
cannot  be  distinguished  clinically  from  rup- 
tured arteriosclerotic  vessels. 

Various  types  of  heart  disease  may  cause 
symptomatic  convulsive  seizures.  Probably 
the  one  most  often  thought  of  is  complete 
heart  block  — Stokes-Adams  syndrome.  The 
patient  may  be  unconscious  for  variable  peri- 
ods of  time  after  a seizure.  It  is  recognized 
by  the  extremely  slow  pulse  rate,  below  40, 
which  results  in  cerebral  anemia.  Electro- 
cardiographic findings  prove  the  diagnosis. 
Also,  convulsive  seizures  may  accompany 
massive  myocardial  infarct,  auricular  fibril- 
lation — these  are  due  to  emboli  in  cases 
with  mitral  stenosis,  or  ventricular  fibrilla- 
tion. They  may  immediately  precede  death 
in  any  type  of  heart  failure.  They  are  also 
seen  in  cases  of  extreme  aortic  stenosis. 

Nephritis  may  also  cause  convulsive  sei- 
zures. They  may  be  seen  beginning  with  the 
oliguric  phase  accompanying  acute  glomeru- 
lonephritis. Edema  of  the  brain  from  elec- 
trolyte retention,  especially  sodium  probably 
explains  the  seizures  of  early  acute  glomeru- 
lonephritis. They  also  occur  in  the  terminal 
uremic  phase  of  fatal  acute  or  chronic  ne- 
phritis. 

In  pregnant  women  convulsive  seizures 
may  usher  in  eclampsia. 

Any  generalized  systemic  infection,  such 
as  malaria,  pneumonia,  brucellosis,  and  oth- 
ers accompanied  by  a high  fever,  may  be 
ushered  in  by  symptomatic  convulsive  sei- 
zures. This  is  especially  true  in  children 
and  young  adults  or  those  of  a nervous  ex- 
citable make-up. 

Acute  intoxications  from  various  drugs, 


such  as  strychnine,  procaine,  cocaine  and  at 
times  from  bacterial  toxins,  as  in  food  poi- 
soning, may  be  accompanied  by  convulsive 
seizures. 

Chronic  lead  poisoning  may  be  another 
cause  of  symptomatic  seizures.  It  may  be 
difficult  to  recognize  as  such,  but  the  history 
of  exposure,  and  gingival,  blood,  and  urinary 
findings  will  confirm  the  diagnosis. 

Convulsive  seizures  are  much  in  evidence 
in  the  acute  phase  of  infectious  chorea  of 
acute  rheumatic  fever  and  even  in  chronic 
Huntington’s  chorea.  They  are  readily  iden- 
tified by  the  history  and  typical  uncontrol- 
lable body  movements  during  consciousness. 

Vestibular  disturbances  with  dizziness  and 
nausea  may  be  accompanied  by  symptomatic 
seizures.  They  are  preceded  by  some  motion 
of  the  head  or  body  and  concommitant  nys- 
tagmus. Similar  manifestations  may  be 
caused  by  a hyperactive  carotid  sinus.  These 
are  often  difficult  to  diagnose  but  can  be  re- 
produced in  most  cases  by  pressure  on  the 
carotid  sinus. 

Tetany  due  to  removal  of  parathyroid 
glands  when  an  extensive  thyroidectomy  is 
done  is  a form  of  symptomatic  seizure.  This 
is  diagnosed  by  the  history  and  the  labora- 
tory finding  of  low  blood  calcium  along 
with  the  characteristic  physical  signs. 

Alcohol  is  another  cause  of  convulsive  sei- 
zures. The  seizures  may  accompany  acute 
intoxication  or  be  secondary  to  brain  edema 
in  chronic  alcoholism.  The  history  is  diag- 
nostic. 

Habit  tics  as  a type  of  symptomatic  sei- 
zure are  readily  recognized  by  close  observa- 
tion of  the  character  of  the  movements. 

Syncope  or  fainting  is  a rather  common 
type  of  symptomatic  seizure.  It  comes  on  in 
persons  who  are  excitable  and  suggestible 
and  is  usually  transient  in  nature.  It  general- 
ly follows  some  emotional  upset,  such  as 
fright,  and  is  more  apt  to  come  on  when  the 
patient  is  fatigued,  hungry,  or  convalescing 
from  some  illness  or  trauma.  There  is  usually 
a history  of  other  similar  episodes,  and  as  a 
rule  it  is  quickly  recognized. 

Orthostatic  hypotension  is  a rare  cause  of 
symptomatic  seizures.  It  may  occur  after 
debilitating  illnesses,  accompany  organic  dis- 
ease of  the  central  nervous  system,  may  be 
seen  in  persons  leading  leisurely  relaxed 
lives,  or  may  be  of  unknown  etiology.  It  is 
demonstrated  by  a drop  in  systolic  and  dias- 
tolic blood  pressure  of  thirty  or  more  milli- 
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meters  of  mercury  when  the  patient  stands 
from  a recumbent  position,  and  the  systolic 
reading  is  under  90  millimeters  of  mercury. 
We  believe  that  too  much  emphasis  is  placed 
on  finding  “low  blood  pressure”  of  90  to  100 
millimeters  of  mercury,  since  insurance  sta- 
tistics show  that  these  healthy  persons  with 
a relatively  low  blood  pressure  have  a more 
favorable  mortality  than  those  with  higher 
“normal”  readings.  A persistently  low  blood 
pressure  in  the  absence  of  a failing  or  dis- 
eased heart  or  Addison’s  disease  is  not  an  un- 
favorable finding.  Low  blood  pressure  is  a 
common  finding  in  many  cases  of  neuras- 
thenia and  related  conditions. 

A common  cause  of  convulsive  seizures  is 
hysteria.  This  is  easily  recognized  by  the 
atypical  and  bizarre  type  of  manifestations 
and  the  history  of  some  emotional  upset  to 
precipitate  the  attack.  There  is  usually  a 
history  of  similar  episodes. 

Symptomatic  or  convulsive  seizures  due  to 
various  types  of  hypoglycemia  are  often 
overlooked.  The  causes  of  hypoglycemia  are 
many  and  involve  various  body  systems. 
They  are  best  divided  into  two  groups ; those 
due  to  organic  causes  with  recognized  anat- 
omical lesions,  and,  those  due  to  functional 
causes  without  recognizable  lesions.  The  an- 
atomical lesions  encountered  are:  pancreatic 
adenoma  or  carcinoma;  hypertrophy  and  hy- 
perplasia of  the  Islands  of  Langerhans ; 
hepatic  diseases  with  toxic,  degenerative,  or 
fatty  lesions;  pituitary  hypofunction  due  to 
destructive  pituitary  tumors,  atrophies  or 
degenerations  (such  as  Simmond’s  disease)  ; 
adrenal  cortex  hypofunction  resulting  from 
idiopathic  cortical  atrophy,  destructive  in- 
fectious granulomas  or  destructive  neo- 
plasms; and  lesions  of  the  central  nervous 
system  of  various  types.  The  other  large 
group  of  cases  are  functional  and  without 
recognizable  anatomic  lesions.  In  this  group 
we  find  as  etiological  factors : autonomic 
nervous  system  imbalance,  hyperinsulinism, 
renal  glycosuria  with  severe  degree  of  low 
renal  threshold  for  dextrose,  severe  con- 
tinuous muscle  work,  and  pregnancy  with 
lactation.  This  group  makes  up  the  majority 
of  cases  but  we  must  always  remember  to 
consider  the  organic  causes. 

Most  seizures  of  hypoglycemic  origin 
should  be  recognized  by  a careful  history. 
The  most  common  observations  are  that  they 
occur  on  an  empty  stomach  and  are  relieved 
by  the  ingestion  of  food  or  come  on  a few 
hours  after  a heavy  carbohydrate  meal.  The 
moderate  type  of  hypoglycemic  reaction  may 


resemble  petit  mal  and  the  severe  type  re- 
semble grand  mal  seizures.  When  hypo- 
glycemia is  suspected  as  a cause  of  convul- 
sive disorder,  the  diagnosis  is  easily  made  by 
the  determination  of  blood  sugar  at  the  time 
of  one  of  the  seizures. 

The  ordinary  case  of  so-called  epilepsy 
with  grand  mal  seizure  is  recognized  by  the 
characteristic  convulsion  with  pre-  and  post- 
convulsion phenomena  and  the  frequently 
positive  family  history.  Petit  mal  seizures 
follow  a characteristic  pattern  of  repeated 
momentary  attacks  of  loss  of  consciousness, 
weakness  or  dizziness  with  or  without  in- 
voluntary muscle  movement  are  usually  rec- 
ognized by  the  history  and  nature  of  the  re- 
current manifestations  for  which  no  organic 
explanation  can  be  found.  So  called  “Jack- 
sonian” seizures  are  diagnosed  by  the  local- 
ized nature  of  the  convulsive  spasm.  A pre- 
vious head  injury  or  some  specific  cerebral 
lesion,  particularly  neoplasm,  is  nearly  al- 
ways the  cause  of  this  type  of  seizure.  There 
is  usually  no  loss  of  consciousness. 

The  most  valuable  procedure  in  the  diag- 
nosis of  epilepsy  is  an  electroencephalogram, 
in  which  the  dysrhythmia  found  proves  the 
diagnosis  suspected  by  the  nature  of  the  sei- 
zures. This  is  a very  valuable  laboratory 
procedure  which  is  often  overlooked  and  in 
our  estimation  is  just  as  important  as  an 
electrocardiogi’am  is  in  the  diagnosis  of  heart 
disease. 

Waking  paralysis  is  one  of  rarer  types  of 
symptomatic  seizure.  This  is  manifested  by 
inability  of  the  patient  on  awakening  to  do 
any  type  of  muscular  work,  although  he  is 
conscious.  He  may  or  may  not  be  able  to 
open  his  eyes.  This  period  lasts  from  30 
seconds  to  15  minutes  and  is  most  distress- 
ing. There  is  often  a family  history  of  simi- 
lar occurrences  and  it  is  thought  to  be  a type 
of,  or  similar  to  narcolepsy  or  catalepsy.  No 
definite  diagnostic  findings  are  obtainable 
and  the  electroencephalogram  is  normal.  It 
may  be  benefited  by  potassium  therapy. 

We  must  not  leave  out  migraine  equiva- 
lents in  this  group.  Accompanying  or  sub- 
stituting for  the  headache  may  be  convulsive 
symptomatic  seizures  and/or  abdominal 
symptoms.  The  history  of  recurrent  mi- 
grainous seizures  helps  to  clarify  the  diag- 
nosis. but  we  must  keep  in  mind  that  mi- 
graine and  epilepsy  are  closely  related  and 
may  coexist,  in  which  case,  electroencephalo- 
graphic  tracings  may  prove  the  existence  of 
epilepsy. 


Neurosurgical  Aspects  of  Epilepsy* 

AUSTER  I.  FINLAYSON,  M.D. 

Omaha,  Nebraska 


Surgical  efforts  to  control  or  to  modify  the 
occurrence  of  seizures  are  not  new.  There  is 
evidence  that  trepanation  of  the  skull  was 
carried  out  by  stone-age  man  to  release  those 
demons  or  devils  “possessing”  an  individual 
and  manifesting  their  presence  by  the  pro- 
duction of  epileptiform  fits.  Such  surgical 
efforts  were  not  necessarily  in  the  nature  of 
pre-  or  post-mortem  operations,  for  many  of 
the  skulls  showing  such  surgical  defects  give 
evidence  of  bone-healing  indicating  that  the 
subject  lived  for  at  least  some  months  after 
the  procedure. 

The  practice  of  opening  the  skull  was  con- 
tinued over  a long  period  of  time  but  fell  into 
disrepute  before  the  dawn  of  recorded  his- 
tory. 

The  dark  ages  and  renaissance  passed  be- 
fore further  surgical  attempts  to  aid  such 
sufferers  were  begun.  In  the  early  period  of 
modern  medicine  and  surgery  a number  of 
basic  principles  and  observations  were  de- 
scribed. Hughlings  Jackson  (about  1870) 
recognizing  the  significance  of  the  focal 
seizure,  laid  the  foundation  upon  which 
modern  surgical  therapy  is  based. 

In  considering  the  effectiveness  of  surgical 
treatment  of  the  epileptic  patient  it  must 
first  be  remembered  that  the  giving  of  a 
general  anesthetic  or  the  performance  of  a 
relatively  minor  operation  in  some  instances 
brings  about  an  alteration  in  the  course  of 
seizures  suffered  by  the  patient.  As  simple 
and  unrelated  a procedure  as  tonsilectomy  is 
said  to  be  followed  by  absence  of  seizures  for 
a period  of  time  in  a few  cases,  and  pneumo- 
encephalography sufficiently  alters  the 
course  of  some  epileptics  that  it  has  been 
used  in  treatment  as  well  as  in  diagnosis. 
(1),  (2). 

The  trend  in  neurosurgery  has  been 
toward  the  development  of  specific  types  of 
surgical  procedures  which  would  favorably 
alter  the  frequency  and  severity  of  seizures. 
Thus  far,  the  best  results  have  been  obtained 
in  that  group  of  cases  classified  as  “focal” 
epilepsy.  This  category  includes  those  cases 
in  which  the  seizure  pattern  is  characterized 
by  the  occuiTence  of  an  aura  which  is  of  focal 
nature — for  example,  visual  or  auditory  hal- 
lucinations. One  such  young  woman’s  at- 

*Presented  in  symposium  on  epilepsy  at  Omaha  Mid-West 
Clinical  Society,  October.  1947. 
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tacks  always  began  with  the  illusion  that  she 
could  hear  a full  symphony  orchestra.  A 
famous  composer  who  died  of  a temporal  lobe 
glioma  is  said  to  have  heard  music  at  the 
beginning  of  each  of  his  seizures  and  to  have 
incorporated  this  music  in  his  compositions. 
Other  sensory  or  motor  phenomena  can  usher 
in  the  attack,  and  when  the  first  occurrence 
is  of  focal  character,  be  it  motor,  sensory, 
visual,  auditory  or  olfactory  in  nature,  the 
seizure  is  classified  as  a .“focal”  attack.  Care- 
ful observation  of  the  seizure  and  a detailed 
history  are  essential  in  determining  the  pat- 
tern of  the  attack. 

Seizures  of  this  type  suggest  a focal  corti- 
cal origin,  although  the  causative  leison  can- 
not be  demonstrated  in  all  cases.  The  focal 
lesions  responsible  for  such  seizures  are  quite 
varied  in  their  pathology,  and  prognosis  is 
dependent  upon  the  etiology. 

Some  idea  as  to  the  type  of  lesion  present 
in  a given  case  may  be  obtained  from  the  his- 
tory and  from  the  age  of  the  patient  at  the 
time  of  occurrence  of  the  first  seizure.  Sei- 
zures in  young  children  result  most  common- 
ly from  toxicity  in  an  acute  illness  or  from 
birth  injury.  Seizures  beginning  at  the 
adolescent  period  are  usually  of  the  crypto- 
genic or  idiopathic  variety,  not  under  con- 
sideration in  this  paper. 

Head  injury  constitutes  the  chief  cause  of 
seizures  in  patients  in  the  late  teens  and 
twenties,  while  brain  tumor  and  head  injury 
share  about  equally  the  responsibility  for 
seizures  in  the  30’s.  The  next  decade  finds 
brain  tumors  a more  common  causative  fac- 
tor with  arteriosclerotic  changes  in  the  brain 
becoming  the  most  common  factor  in  the 
50’s.  Malignant  tumors,  both  metastic  and 
primary  in  the  brain,  outrank  arteriosclerosis 
as  the  epileptogenic  factor  in  those  patients 
whose  first  seizure  occurs  after  sixty. 

Other  aspects  of  the  history  further  will 
suggest  a possible  cause.  Head  injury,  to 
cause  seizures,  must  be  fairly  severe.  Brain 
tumors  are  often  accompanied  by  symptoms 
of  increased  intracranial  pressure,  but  in  one 
recent  case  of  brain  tumor  personally  ob- 
served, two  craniotomies  were  performed — 
one  in  1939,  the  other  in  1946  without  evi- 
dence of  tumor  being  found.  A third  crani- 
otomy disclosed  the  tumor,  an  oligodendro- 
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glioma,  which  had  been  growing  very  slowly 
over  the  seven-year  period. 

Seizures  may  occur  during  the  acute 
stages  of  a brain  abscess  or  a focal  encepha- 
litis, or  they  may  not  appear  until  years  later 
after  contraction  of  the  residual  scar  tissue 
has  interferred  with  the  blood  supply  and  the 
electrophysiology  of  the  brain. 

Convulsions  occurring  from  any  such  focal 
disorders  are  the  most  favorable  sort  for 
surgical  intervention,  since  with  recognition 
of  the  focal  nature  of  the  seizure  and  a pro- 
visional diagnosis  of  the  anticipated  lesion, 
further  investigation  may  turn  up  a tumor 
which  can  be  removed  or  a scar  which  can  be 
resected.  More  obscure  causes  include  the 
recently  described  hypertrophied  Pacchion- 
ian granulation  with  benefit  following  resec- 
tion of  the  enlarged  structure.  (3) 

The  results  of  surgical  attack  directed 
toward  removal  of  the  offending  pathologic 
lesion  are  rather  variable  in  different  experi- 
ences. In  the  largest  reported  series  (165 
cases),  22.5%  of  patients  operated  upon  for 
focal  seizures,  where  the  lesion  was  found 
and  removed,  remained  completely  free  of 
seizures  to  the  time  of  the  report.  Another 
64.5%  showed  ipiprovement  as  regards  de- 
creased frequency  and  severity  of  attacks. 
Another  11%  showed  no  change  and  about 
2 or  3%  seemed  to  have  been  made  worse. 
Thus  improvement  follows  in  approximately 
80  to  85%  of  cases  subjected  to  removal  of 
an  epileptogenic  focus,  but  continuation  of 
medical  therapy,  anticonvulsant  drugs  and 
general  measures,  is  essential.  (Penfield 
and  Erickson. 

The  problem  of  the  origin  of  focal  seizures 
in  the  absence  of  a demonstrable  pathologic 
lesion  in  the  brain  cortex  has  remained  un- 
solved, although  the  number  of  negative  sur- 
gical explorations  has  been  reduced  by  the 
findings  of  Penfield  that  in  some  cases  the 
epileptogenic  focus  is  an  abnormally  small 
gyrus — a condition  which  he  designated  focal 
micro-gyria.  The  production  of  such  an  ab- 
normal gyrus  is  apparently  dependent  upon 
interference  in  the  blood  supply  to  that  gyrus 
during  intra-uterine  development,  or  through 
unrecognized  birth  injury.  Such  a gyrus  is 
scarred,  gliotic  and  can  disturb  cortical  elec- 
trophysiology. (Penfield  and  Keith^^)). 

The  remaining  cases  in  which  negative 
findings  are  the  puzzling  and  disturbing  dis- 
covery at  time  of  operation,  have  been 


studied  in  very  recent  years  by  Pilcher.  His 
study  was  based  on  the  concept  that  since  a 
focal  seizure  is  initiated  by  a definite  cortical 
area,  removal  of  that  area  whether  demon- 
strably the  seat  of  pathology  or  not,  should 
have  a favorable  effect  on  the  patient’s  sei- 
zures. In  a number  of  instances  in  which  the 
attack  began  with  a motor  phenomenon,  such 
as  clonic  contraction  in  the  hand,  he  has  re- 
sected the  motor  cortex  (area  4 according  to 
Brodmann)  controlling  the  hand.  This  pro- 
cedure results  in  paralysis  of  the  extremity 
or  a part  of  the  extremity  but  through  pro- 
duction of  the  paralysis  prevents  seizure  de- 
velopment in  about  as  many  cases  as  are  ben- 
efitted  by  removal  of  scar  tissue  or  tumor. 
Contrary  to  expectation,  following  this  de- 
liberate production  of  a limited,  discrete  mo- 
tor paralysis,  recovery  of  motor  function  oc- 
curs within  a few  weeks  to  a few  months. 
Complete  recovery  of  fine  movements,  such 
as  would  be  necessary  in  typing  or  playing  a 
piano,  does  not,  however,  follow.  This  pro- 
cedure, then,  is  preferably  reserved  for  those 
cases  with  focal  seizures  who  are  desperate 
for  improvement  because  of  frequency  and 
severity  of  seizures,  and  who  have  no  de- 
monstrable pathologic  lesion.  We  have  had 
experience  with  this  technique  in  but  one 
case,  with  no  evidence  of  improvement  in 
seizures  following  the  resection. 

For  the  patient  with  generalized  seizures 
of  grand  mal  type,  many  surgical  procedures 
have  been  tried.  These  are  mentioned  brief- 
ly but  none  of  them  has  been  shown  to  have 
any  lasting  value.  One  patient  seen  in  1940 
illustrates  a number  of  these  procedures. 

The  patient  was  a boy  of  high  school  age  who  had 
been  subject  to  generalized  seizures  since  early 
childhood.  The  first  neurosurgeon  who  saw  the 
child  a number  of  years  earlier,  had  studied  the  case 
carefully.  A pneumoencephalogram  had  been  done 
for  diagnosis  and  for  possible  therapeutic  effect. 
Subsequently  a right-sided  subtemporal  decompres- 
sion  was  done.  The  neurosurgeon  died  and  the  child 
was  taken  to  a second  surgeon  who  then  performed 
a left-sided  subtemporal  decompression.  Little  or 
no  change  followed  so  the  child  was  taken  to  New 
York  City,  where  another  neurosurgeon  resected  the 
vertex  of  the  skull  on  both  right  and  left  sides  to 
free  “cortico-dural  adhesions.”  The  resulting  cranial 
defect  was  repaired  with  a celluloid  plate.  Question- 
able alteration  in  seizure  frequency  and  severity  fol- 
lowed for  a time  and  the  parents  then  took  the  child 
to  a surgeon  in  Mexico  City  who  injected  ascending 
lipiodol  into  the  spinal  subarachnoid  space.  When 
seen  in  1940  the  child  presented  on  x-ray  examina- 
tion a well-ventilated  skull  generously  peppered 
with  droplets  of  lipiodol.  He  had  collected  a num- 
ber of  the  operative  procedures  which  have  been 
tried  in  epileptic  patients. 
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One  other  operative  procedure  should  be 
mentioned.  This  was  devised  and  carried  out 
by  Van  \Vagenen.^*^>  His  objective  was,  that 
in  patients  who  liad  focal  seizures,  but  whose 
problem  was  the  fact  that  each  attack  was 
severe  and  became  generalized,  a favorable 
change  might  result  if  interruption  of  the 
commissural  fiber  tracts  carrying  nerve  im- 
pulses and  hence  the  epileptic  discharge  into 
the  opposite  hemisphere  were  done.  This  led 
him  to  carry  out  longitudinal  section  of  the 
corpus  callosum.  In  a number  of  instances 
the  course  of  the  attacks  was  influenced  in 
that  the  recurring  convulsions  became  limit- 
ed to  one  half  of  the  body  and  no  loss  of  con- 
sciousness occurred  with  the  residual  at- 
tacks. 

The  present  status  of  surgery  in  the  treat- 
ment of  epilepsy  is  one  of  flux,  with  new 
ideas  and  concepts  being  developed  fairly 
rapidly.  Selection  of  patients  for  surgical 
treatment  must  be  carefully  done.  Meticulous 
detail  concerning  the  individual  seizure  must 
be  obtained  and  a careful  history  of  the  gen- 
eral course  of  the  patient  and  response  to 
previous  medication  recorded.  Accurate 
neurological  examination  is  essential  to  avoid 
overlooking  important  focal  signs.  Obvious- 
ly those  in  whom  the  convulsive  seizures  are 
associated  with  signs  of  increased  intracran- 
ial pressure  require  surgical  treatment  if 
brain  tumor,  brain  abscess  or  subdural  ab- 
scess are  diagnosed.  The  decision  whether 
or  not  to  perform  an  exploratory  craniotomy 
is  more  difficult  in  those  instances  where 
there  is  no  evidence  of  the  presence  of  a 
space-taking  lesion. 

The  indications  for  exploration  are  not 
thoroughly  established  as  yet,  but  in  general, 
surgery  in  these  cases  is  reserved  for  those 
patients  in  whom  there  is  failure  to  control 
the  seizures  by  the  usual  medical  treatment 
consisting  of  anticonvulsant  drugs  and  gen- 
eral measures.  Second,  there  should  be 
definite  evidence  of  a focal  lesion,  manifest- 
ed by  focal  seizures,  and  by  focal  changes  in 
the  pneumoencephalogram.  Every  patient 
studied  from  the  surgical  standpoint  is  sub- 
jected to  this  diagnostic  procedure  before  a 
decision  is  made  concerning  surgical  explora- 
tion. The  electroencephalogram  also  is  use- 
ful in  reaching  a decision,  although  too  great 
weight  is  not  yet  placed  uopn  the  presence  or 
absence  of  focal  findings  in  the  electroen- 
cephalogram. 

Having  reached  the  decision  to  perform  an 
exploration  in  a given  case,  certain  further 


details  require  attention.  It  is  desirable  to 
perform  the  operative  procedure  under  local 
anesthesia.  This  is  done  in  order  to  have  a 
conscious,  co-operative  patient  during  the 
important  part  of  the  operation.  The  pres- 
ence of  adhesions  between  dura  and  brain,  or 
scarring  is  noted  as  the  dura  is  opened.  If 
none  is  present,  after  the  dura  has  been 
opened  and  the  brain  surface  exposed,  the 
cortex  is  examined  closely  for  evidence  of 
widening  or  flattening  of  convolutions  sug- 
gesting neoplasm,  and  for  abnormal  small- 
ness of  a convolution  suggesting  focal  micro- 
gyria. No  resection  is  done  as  yet.  Once  the 
presence  or  absence  of  a potentially  epilepto- 
genic lesion  has  been  noted,  the  cortex  is  care- 
fully stimulated  electrically  and  the  response, 
motor  or  sensory,  of  the  patient  is  recorded 
after  each  application  of  the  stimulus.  With 
this  technique  the  motor  and  sensory  cortex 
are  located  and  their  proximity  to  the  lesion 
defined.  Next  an  attempt  is  made  to  repro- 
duce the  aura  experienced  by  the  patient.  In 
a number  of  instances  the  seizure  pattern  can 
be  reproduced  but  in  too  many  instances  a 
generalized  seizure  is  produced  rather  than 
the  typical  pattern  of  the  patient’s  seizures. 

In  those  cases  where  successful  reproduc- 
tion of  the  aura  and  the  patient’s  seizure 
pattern  occurs  the  cortical  area  originating 
the  seizure  is  resected  with  whatever  other 
lesion  may  have  been  found.  Many  refine- 
ments of  this  technique  have  already  been 
developed  and  more  are  needed  in  order  to 
increase  the  number  of  patients  relieved  of 
seizures  or  improved.  One  such  refinement 
is  the  use  of  the  electroenceplialograph  with 
electrodes  directly  on  the  brain  surface.  A 
technique  of  triangulation  is  used  to  locate 
the  abnormally  discharging  cortical  area,  and 
evidence  obtained  thereby  is  balanced  against 
the  other  surgical  findings. 

Further  improvement  is  needed  in  the  elec- 
tronic instruments  used  in  this  specialized 
branch  of  neurological  surgery  — the  ideal 
electrical  stimulator  has  not  yet  been  de- 
signed, and  the  problems  of  direct  electro- 
corticography  have  not  been  completely  dis- 
solved. Much  progress  is  being  made  how- 
ever. 

After  the  operative  procedures,  whether 
it  has  been  a negative  exploration  or  wheth- 
er a resection  has  been  done,  the  patient  is 
continued  on  the  previous  dosage  of  anti- 
convulsant medication,  gradually  decreasing 
it  if  no  seizures  occur. 
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SUMMARY 

Neurosurgical  treatment  of  epilepsy  is  es- 
sentially limited  to  the  focal  type  or  to  those 
cases  with  generalized  seizures  which  are 
symptomatic  of  an  expanding  intracranial 
lesion. 

The  selection  of  cases  for  surgery  is  de- 
pendent upon  careful  history  and  examina- 
tion, pneumoencephalography  and  electro- 
encephalography, and  the  occurrence  of  sei- 
zures of  such  frequency  and  severity  in  spite 
of  maximal  medical  therapy  that  the  patient 
is  becoming  desperate  and  disabled. 

Types  of  lesions  in  which  best  results  are 
obtained  from  surgery  are  meningo-cerebral 
scars,  tumors,  and  focal  microgyria.  Negative 
explorations  are  disturbingly  frequent,  al- 
though less  than  15%  in  incidence. 

The  planned  surgical  attack  includes  elec- 
trical examination  of  the  cortex  and  excision 
of  the  epileptogenic  focus  together  with  any 
lesion  present. 


Results  justify  the  procedure  under  the 
indications  given,  since  about  85%  show^  at 
least  some  improvement.  Medical  therapy 
is  continued  in  all  cases,  decreasing  the  dos- 
age of  drugs  gradually  if  no  seizures  occur. 
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STREPTOMYCIN  IN  TREATMENT  OF 
TUBERCULOSIS 

Streptomycin,  a new  bacteria-fighting  substance 
derived  from  a mold  found  in  the  soil,  “provides  an 
excellent  medium  of  treatment  for  certain  types  of 
tuberculosis,”  says  the  current  issue  of  Radiology, 
but  adds  it  “should  be  withheld  in  cases  of  minimal 
tuberculosis  and  in  those  in  which  conventional 
treatment  offers  reasonable  prospects  of  good  re- 
sult.” 

The  Journal  Radiology,  which  is  published  pri- 
marily for  physicians  who  specialize  in  x-rays,  says 
editorially  that  streptomycin  “should  be  used  in  as- 
sociation with  accepted  therapeutic  measures  and 
not  as  a substitute  for  them.” 

“As  a matter  af  fact,”  the  editorial  says,  “a 
healthy  tendency  is  at  present  developing  to  use 
the  drug  only  as  an  adjunct  rather  than  as  a de- 
finitive treatment  in  all  types  of  tuberculosis  except 
the  miliary  and  meningitic  forms,  to  apply  it  briefly 
for  three,  four  or  six  weeks,  at  the  most  opportune 
time,  with  other  appropriate  therapy.” 

The  article  states  that  despite  the  tremendous 
volume  of  careful  work  by  researching  scientists, 
“the  disease  has  remained  persistently  resistant  to 
attack,”  adding:  that  “no  specific  and  no  cure  has 
yet  stood  the  test  of  time,  although  hundreds  have 
been  offered.  Of  these,  only  one  has  showm  the  ca- 
pacity to  influence  the  disease  in  man — strepto- 
mycin.” 


The  editorial  states  that  the  new  antibiotic  drug 
“should  be  tried  in  all  cases  of  miliary  (lesions  re- 
sembling a millet  seed)  tuberculosis,  for  more  than 
half  of  such  patients  will  be  alive,  and  a substantial 
number  of  them  will  be  free  from  clinical,  x-ray, 
or  laboratory  signs  of  disease,  six  to  twelve  months 
after  discontinuation  of  the  drug.” 

Continuing,  the  editorial  says  in  part: 

“The  use  of  the  drug  in  tuberculosis  meningitis 
is  mandatory,  for  about  one-fourth  of  all  patients 
have  survived  from  six  to  twelve  months  after 
treatment,  and  the  majority  of  these  are  free  from 
detectable  signs  of  tuberculosis. 

“Extrapulmonary  tuberculosis  is  under  detailed 
study,  but  already  it  appears  that  tuberculous  laryn- 
gitis and  bronchitis  are  benefited  by  the  use  of 
streptomycin  in  about  85  per  cent  of  cases,  even 
though  the  parent  lesion  in  the  lungs  may  show 
no  improvement. 

“Streptomycin  is  used  profitably  at  times  to  en- 
hance the  patient’s  chances  from  collapse  therapy 
and  as  a prophylactic  in  surgical  treatment,  par- 
ticularly pulmonary  resection. 

“In  the  face  of  these  relatively  good  results,  a 
disturbing  fact  is  that  the  average  cast  of  fibro- 
cavernous  tuberculosis  has  been  found  to  respond 
poorly  to  streptomycin,  and  this  type  represents 
three-fourths  of  all  cases  of  the  disease.  It  is  still 
under  intensive  study.” 
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PART  I 


The  purpose  of  this  paper  is  to  review 
briefly,  calcium,  phosphorus  and  phosphatase 
metabolism,  and  the  relationship  of  Vitamin 
D,  parathyroid  extract  and  dihydrotachy- 
sterol  to  c a Ic  i u m - phosphorus  metabolism. 
From  the  University  Hospital  case  records 
of  osteitis  fibrosa  cystica,  osteitis  deformans, 
multiple  myeloma,  and  osteoporosis  were  se- 
lected for  study  because  of  the  marked  dis- 
turbances in  the  formed  and  chemical  ele- 
ments of  the  blood,  for  reason  of  differential 
diagnostic  features,  and  to  establish  a rou- 
tine method  for  further  studies. 

CALCIUM,  PHOSPHORUS,  AND  PHOSPHATASE 
METABOLISM 

The  functions  of  calcium  are  recognized  in 
(a)  the  coagulation  of  blood,  (b)  in  bone 
formation,  (c)  in  cardiac  rhythmicity,  (d)  in 
milk  production,  (e)  in  the  maintenance  of 
normal  neuromuscular  excitability,  and  (f) 
in  membrane  permeability.  The  function  of 
calcium  and  phosphorus  will  be  considered 
only  in  relationship  to  bone  formation  in 
health  and  disease.  The  normal  serum  cal- 
cium level  has  a range  of  9.5  to  11.0  mg%. 
Calcium  exists  in  two  forms  (1,  2).  The  non- 
diffusable  portion  is  bound  to  serum  protein, 
chiefly  the  albumin  fraction,  and  constitutes 
about  45^  of  total  serum  calcium;  the  dif- 
f usable  portion  constitutes  about  55%  of  the 
total  serum  calcium,  and  is  predominately  in 
the  ionized  form  as  calcium  carbonate  and 
phosphate.  Calcium  is  obtained  in  foods  (2) 
in  organic  and  inorganic  form,  and  is  ab- 
sorbed from  the  upper  gastro-intestinal 
tract.  An  excess  of  fat  in  the  diet  reduces 
absorption  due  to  the  formation  of  calcium 
soaps ; likewise  a diet  high  in  phosphorus  re- 
duces absorption,  calcium  phosphate  being 
only  slightly  soluble.  Calcium  is  excreted  in 
the  urine  and  feces,  a process  which  is  de- 
pendent upon  the  (a)  quantity  of  calcium 
and  phosphorus  injested  in  foods,  (b)  pres- 
ence of  vitamin  D,  and  (c)  functional  state 
of  the  parathyroid  glands.  Calcium  balance 
is  usually  negative  in  infantile  rickets,  renal 
rickets,  sprue,  osteomalacia,  hyperparathy- 

*Read  before  the  regional  meeting  of  The  American  College 
of  Physicians,  Lincoln,  Nebraska,  September  20,  1947. 
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roidism,  dietary  calcium  deficiency  and  lac- 
tation. 

There  is  an  intimate  relationship  between 
calcium  and  phosphorus,  each  requiring  the 
other  in  its  metabolism.  Their  metabolism 
is  one  of  an  ever  changing  process  dealing 
v/ith  food  intake  and  absorption,  excretion  of 
urinary  phosphorus  and  calcium,  and  utiliza- 
tion of  calcium  and  phosphorus  by  the  body. 
Many  disturbances  involving  the  gastro-in- 
testinal tract,  kidneys  and  parathyroid 
glands  exert  an  influence  on  the  calcium- 
phosphorus  blood  levels.  A change  which  af- 
fects calcium  metabolism  affects  phosphorus 
metabolism,  usually  in  inverse  relationship. 

Phosphorus  exists  in  the  blood  in  organic 
and  inorganic  forms.  The  quantity  of  or- 
ganic phosphorus  (35-40  mg%)  in  the  blood 
is  many  times  greater  than  the  inorganic 
(3  mg%).  Little  is  known  of  the  variations 
in  blood  phosphorus  under  pathological  con- 
ditions, except  the  inorganic  fraction.  The 
inorganic  fraction  is  measured  in  mosr 
laboratory  determinations.  Inorganic  phos- 
phorus is  decreased  in  rickets,  and  hyper- 
parathyroidism; it  is  elevated  in  post-opera- 
tive hypoparathyroidism  and  renal  rickets, 
the  latter  of  which  is  primarily  a problem  of 
phosphorus  retention  incident  to  renal  insuf- 
ficiency. 

A consideration  of  the  action  of  phospha- 
tase must  include  the  factors  underlying  the 
calcification  process  (1).  Several  theories 
have  been  advanced  in  attempts  to  explain 
the  deposition  of  calcium  salts  in  bone.  The 
first  theory  is  that  of  special  affinity  of 
cartilaginous  proteins  for  calcium  salts.  The 
second  theory  is  explained  on  a chemical 
basis.  The  formation  of  a saturated  solution 
of  a salt  is  dependent  Upon  the  product  of  the 
concentrations  of  the  ions  in  solution.  This 
product,  the  solubility  product,  when  exceed- 
ed favors  the  deposition  of  salts.  Thus,  when 
the  solubility  product  of  Ca  and  PO*^  ions  is 
exceeded,  calcium  salts  are  dexx)sited.  It  is 
to  be  further  noted  that  proteins  in  solution 
reduce  the  degree  of  ionization,  with  the 
formation  of  calcium  proteinate,  a weak  elec- 
trolyte; and,  CO^  tends  to  hold  calcium  salts. 
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in  solution.  Therefore  any  reduction  in  the 
protein  content  or  in  the  CO^  tension,  such 
as  is  supposed  to  be  the  case  in  tissues  of  low 
metabolic  rate  (bone),  favors  the  deposition 
of  calcium  salts.  Another  factor  which  re- 
tards the  calcification  process  is  low  concen- 
trations of  either  inorganic  phosphorus  or 
calcium.  Robison^^>  has  expressed  the  view 
that  calcification  is  not  purely  a physiochem- 
ical  process,  because  living  cells  are  involved. 
He  believes  that  calcification  is  dependent 
upon  an  enzyme,  phosphatase,  which  is 
capable  of  hydrolyzing  phosphoric  esters 
thereby  liberating  inorganic  phosphorus  and 
raising  the  PO^  concentration.  Phosphatase 
is  a product  of  osteoblasts  and  proliferating 
cartilage  cells,  and  is  present  in  largest 
amounts  in  ossifying  cartilage.  This  finding 
stimulates  the  thought  concerning  the  role 
of  phosphatase  in  the  calcification  process. 
From  this  point  the  calcification  process  pro- 
ceeds on  a physio-chemical  basis.  Phospha- 
tase is  also  found  in  many  body  organs,  and 
in  the  plasma.  The  enzyme  is  excreted  by 
the  liver,  and  as  expected,  there  is  a rise  in 
plasma  phosphatase  in  parenchymatous  liver 
disease  or  obstructive  jaundice.  It  has  been 
noted  that  phosphatase  activity  is  increased 
in  diseases  involving  extensive  changes  in 
bone  structure.  Phosphatase  activity  is  ex- 
pressed in  terms  of  “acid”  and  “alkaline” 
components.  Bodansky(^>  has  considered  the 
normal  acid  phosphatase  activity  to  be  3 to  4 
units  whereas  the  alkaline  phosphatase  ac- 
tivity is  1.5  to  4 units.  Acid  phosphatase  is 
increased  noticeably  in  carcinoma  of  the 
prostate  with  metastasis ; alkaline  phos- 
phatase is  variously  increased  in  Paget’s  dis- 
ease, multiple  myeloma,  hyperparathyroid- 
ism, infantile  rickets,  pregnancy,  bone  me- 
tastasis (other  than  prostate  in  origin)  and 
malignant  bone  lesions. 

RELATIONSHIP  OF  DIHYDROTACHYSTEROL 
(AT-10),  VITAMIN  D AND  PARA- 
THYROID EXTRACT 

Windaus^s)  was  among  the  first  to  recog- 
nize the  toxic  symptoms  of  large  doses  of 
Vitamin  D and  suggested  the  presence  of  a 
toxic  factor  other  than  the  antirachitic  prop- 
erties of  the  vitamin.  Hypervitaminosis  D 
was  found  to  produce  hypercalcemia  and  ab- 
normal deposition  of  calcium  salts  in  the 
body  organs.  Holtz  in  1927 began  his 
studies  on  the  antirachitic  vitamin  and  in 
1934(5)  discovered  that  by  prolonged  irradia- 
tion of  ergosterol  the  antirachitic  factor  was 
largely  destroyed  but  the  toxic  “calcinose” 


factor  remained.  The  new  photochemical 
derivative  of  ergosterol  was  designated  At-10 
(anti-tetanic  10).  now  known  as  dihydro- 
tachysterol. 

Albright  and  co-workers  became  in- 
terested in  the  manner  in  which  At-10  dif- 
fered from  Vitamin  D.  To  determine  this 
difference  in  calcium  and  phosphorus  metab- 
olism, experimental  work  was  done  on  para- 
thyroidless patients  so  that  varying  degrees 
of  the  patient’s  parathyroid  activity  would 
not  confuse  the  problem  under  investigation. 
These  experiments  were  controlled  as  to 
dietary  intake  of  calcium,  and  proper  time 
interval  before  change  of  therapy.  A resume 
of  this  work  is  presented.  They  found  that 
on  administration  of  vitamin  D,  there  was  a 
decrease  in  fecal  calcium  excretion,  a rise  in 
the  serum  calcium  level  (positive  calcium 
balance),  and  lastly  an  increase  in  the 
urinary  calcium  excretion.  The  final  effect 
of  increase  in  urinary  calcium  excretion  pro- 
duced a negative  calcium  balance,  and  cal- 
cium was  actually  extracted  from  the  bones. 
The  first  effect  of  vitamin  D of  decreasing 
fecal  calcium  excretion  is  in  agreement  with 
the  concept  that  vitamin  D affects  calcium 
absorption  from  the  gastro-intestinal  tract. 
The  later  effect  of  vitamin  D led  to  the  as- 
sumption that  calcium  can  be  extracted  from 
bones  in  the  absence  of  sufficient  calcium 
intake. 

Fecal  phosphorus  excretion  fell  on  admin- 
istration of  vitamin  D and  the  urinary  phos- 
phorus excretion  rose  markedly.  The  phos- 
phorus balance  became  negative.  The  in- 
creased phosphorus  excretion  led  to  a de- 
crease in  the  serum  phosphorus  and  finally 
a rise  in  the  serum  calcium  level.  Thus,  vita- 
min D has  two  fundamental  actions:  (a)  to 
increase  calcium  absorption  from  the  gastro- 
intestinal tract,  and  (b)  to  increase  phos- 
phorus excretion  in  the  urine. 

The  foregoing  conclusions,  however,  were 
found  to  be  changed  in  the  presence  of  ac- 
tive parathyroid  glands.  With  a rising  serum 
calcium,  parathyroid  activity  is  decreased. 
This  leads  to  a decrease  in  excretion  of  uri- 
nary phosphorus  and  a rise  in  the  serum 
phosphorus-  thereby  protecting  the  normal 
individual  from  demineralization  of  bones. 
Whether  the  serum  phosphorus  level  rises  or 
falls  depends  upon  the  functional  state  of  the 
parathyroid  glands.  If  the  effect  of  vitamin 
D is  foremost-  the  serum  phosphorus  level 
will  fall;  conversely,  if  the  parathyroids  are 
functioning  the  serum  phosphorus  level  will 
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rise.  Finally,  the  serum  calcium  level  is  de- 
pendent to  a large  extent  upon  the  serum 
phosphorus  level.  The  effect  of  increased 
calcium  absolution  is  antirachitic;  the  in- 
creased excretion  of  phosphorus  leads  to 
bone  resolution  or  demineralization. 

With  administration  of  At-10  the  same 
sequelae  were  noted  by  Albright^^)  as  were 
observed  with  vitamin  D.  The  only  differ- 
ence noted  was  quantitative.  At-10  was 
found  to  have  the  same  actions,  to  increase 
calcium  absorption  from  the  gastro-intesti- 
nal  tract  and  to  increase  urinary  phosphorus 
excretion.  However,  the  effect  of  increased 
urinary  phosphorus  excretion  was  found  to 
be  greater.  This  means  that  although  At-10 
is  mildly  antirachitic,  its  main  effect  is  that 
of  demineralization. 

Parathyroid  extract  was  found  to  have  lit- 
tle, if  any,  effect  upon  calcium  excretion. 
There  is  a large  increase  in  the  excretion  of 
urinary  phosphorus  with  a lowering  of  the 
serum  phosphorus  and  a reciprocal  rise  in 
the  serum  calcium.  The  fundamental  action 
of  parathyroid  extract  is  thought  to  be  that 
of  increasing  urinary  phosphorus  excretion. 

The  following  conclusions  have  been  drawn 
by  Albright^ (a)  Vitamin  D has  two  fun- 
damental actions : to  increase  calcium  ab- 
sorption from  the  gastro-intestinal  tract,  and 
to  increase  urinary  phosphorus  excretion, 
(b)  At-10  has  the  same  two  actions ; how- 
ever, the  effect  on  urinary  phosphorus  ex- 
cretion is  greater,  (c)  Parathormone  acts 
primarily  to  increase  urinary  excretion  of 
phosphorus. 

An  understanding  of  the  preceding  dis- 
cussion is  important  in  the  diagnosis  and 
treatment  of  many  diseases.  There  are  dis- 
eases due  to  (a)  a deficiency  of  dietary  cal- 
cium or  vitamin  D,  i.e.,  ricketS’  sprue-  tetany 
associated  with  pregnancy  and  lactation ; 
(b)  an  altered  excretion  of  phosphorus  and 
calcium,  i.e.,  renal  rickets,  chronic  glomerulo- 
nephritis; (c)  neoplastic  disease  of  bone,  i.e., 
multiple  myeloma,  metastatic  carcinoma, 
bone  sarcoma;  and  (d)  disturbances  of  acid- 
base  equilibrium,  i.e.,  hyperventilation  tet- 
any, post-operative  naso-gastric  suction,  ex- 
cess ingestion  of  alkali.  Each  disorder  re- 
quires an  adequate  understanding  of  the 
pathological  changes  in  blood  chemistry. 

The  two  papers  to  follow  will  be  devoted  to 
a discussion  of  osteitis  fibrosa  cystica  (Von 
Recklinghausen’s  disease  of  bone),  osteitis 


deformans  (Paget’s  disease  of  bone),  mul- 
tiple myeloma,  and  osteoporosis  with  rela- 
tionship to  the  disturbances  of  blood  chem- 
istry and  differential  diagnosis. 


HOUSE  DUST  MAY  CAUSE  INFANTILE 
ECZEMA 

The  possibility  that  house  dust  is  an  important 
cause  of  atopic  dermatitis,  or  infantile  eczema,  is 
advanced  by  James  Glaser,  M.D.,  of  Rochester, 
N.  Y.,  writing  in  a recent  issue  of  The  Journal  of 
the  American  Medical  Association. 

Infantile  eczema  is  an  allergy  disease  which,  it  is 
believed,  is  caused  by  direct  contact  of  the  skin 
with  certain  allergens,  as  well  as  by  allergens  which 
have  been  inhaled  and  which  reach  the  skin  through 
the  blood  stream.  An  allergen  is  any  substance 
which  is  capable  of  inducing  allergy  or  specific 
susceptibility. 

Among  the  characteristics  of  atopic  dermatitis  are 
watery  sores,  scales  and  crusts,  and  itching  or  burn- 
ing sensations.  The  affliction  is  commoner  in  in- 
fants and  children  because  their  tender  skins  are 
more  easily  penetrated  by  allergens  than  those  of 
adults. 

According  to  Dr.  Glaser,  “the  characteristic  dis- 
tribution of  atopic  dermatitis,  with  lesions  worse  on 
the  face,  the  area  of  the  arms  below  the  elbows  and 
the  area  of  the  legs  below  the  knees,  suggests  a pos- 
sible contact  origin.”  In  view  of  this,  he  says,  “it 
is  tempting  to  consider  that  such  lesions  might  be 
caused  by  a ubiquitous  and  powerful  allergen,  house 
dust,  which  could  act  either  by  contact  or  inhala- 
tion.” 

As  further  evidence  of  the  importance  of  house 
dust  in  causing  infantile  eczema.  Dr.  Glaser  points 
out  that  “the  often  remarkably  beneficial  results 
of  hospitalization  are  commonly  attributed  to  avoid- 
ance of  house  dust  as  well  as  of  other  environ- 
mental allergens,”  adding  that  good  results  in  the 
alleviation  of  the  condition  have  also  been  attained 
by  treating  patients  with  injections  of  house  dust 
extract. 

According  to  the  article,  there  is  no  completely 
satisfactory  treatment  of  infantile  eczema  and 
therefore  “the  problem  is  to  do  the  best  one  can 
with  a disease  which  is  usually  self  limited,  with 
a tendency  to  spontaneous  remissions  and  eventual 
recovery  regardless  of  therapy.” 

Prophylactic,  or  preventive  measures,  such  as 
avoidance  of  dust  or  irritating  wool  clothing,  are 
considered  important  in  the  orthodox  treatment  of 
the  disease.  Special  baths,  prepared  by  adding  a 
cup  or  two  of  cornstarch  to  a tub  of  tepid  water, 
are  also  recommended  for  early  stages  of  the  dis- 
ease. 

The  local  application  of  paste  of  resorcinol,  made 
up  of  one  part  zinc  oxide,  one  part  com  or  arrow- 
root  starch,  and  two  parts  white  petrolatum  is  high- 
ly satisfactory  in  more  advanced  or  chronic  stages. 
In  all  cases  of  atopic  dermatitis,  the  article  says,  it 
is  well  to  put  the  patient  on  a simple  elimination 
diet,  which  includes  substitutes  for  cow’s  milk  and 
the  administration  of  vitamins  A,  D and  C. 
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LIVING  COSTS  RISE  FASTER  THAN 
PHYSICIANS’  FEES 

The  cost  of  living  has  risen  more  rapidly  than 
the  fees  charged  by  physicians  for  medical  serv- 
ices, according  to  Frank  G.  Dickinson,  Ph.D.,  direc- 
tor of  the  Bureau  of  Medical  Economic  Research 
of  the  American  Medical  Association. 

In  his  new  study  entitled  “Comparative  Increases 
in  the  Costs  of  Medical  Care  and  the  Costs  of  Liv- 
ing,” Dr.  Dickinson  stated  that  the  quantity  of  medi- 
cal care  received  by  the  American  people  was  at 
least  two-thirds  more  in  1946  than  in  1939. 

“When  the  various  indexes  and  ratios  are  studied,” 
Dr.  Dickinson  said,  “it  can  be  seen  that  the  quanti- 
ty of  medical  care  received  by  the  American  peo- 
ple has  probably  increased  much  faster  than  the 
increase  in  the  number  of  physicians.  This  appar- 
ent ‘output’  per  physicians  doubtless  reflects  the 
increasing  use  of  technical  assistants. 

“Whether  one  examines  the  record  of  total  expen- 
ditures of  the  American  people  for  medical  care  or 
the  prices  of  significant  items  during  recent  years, 
he  comes  to  the  general  conclusion  that  the  Ameri- 
can people  have  been  fortunate  in  that  the  costs 
of  keeping  well  have  not  risen  as  rapidly  as  the 
cost  of  living.” 

In  his  new  study,  just  off  the  press.  Dr.  Dickin- 
son made  extensive  use  of  the  price  indexes  com- 
piled by  the  U.  S.  Bureau  of  Labor  Statistics.  A 
four  page  bulletin  contains  figures  and  charts  sup- 
porting his  conclusions. 

The  Bureau  of  Labor  Statistics  index,  covering 
cost  of  living  in  34  cities,  was  59  per  cent  higher 
in  1947  than  in  the  base  period  of  1935-39. 

The  Bureau’s  1947  index  for  all  medical  care, 
including  drugs,  was  only  32  per  cent  above  the 
1935-39  period.  Excluding  drugs,  the  increase  was 
35  per  cent  and  for  drugs  only  the  increase  was 
15  per  cent. 

“This  doesn’t  reflect  the  quantity  of  medical 
care,”  Dr.  Dickinson  said,  explaining  that  the  1946 
index  of  personal  consumer  expenditures  for  medi- 
cal care  was  211,  or  111  per  cent  above  the  1935- 
39  base  period. 

“A  statistician,”  he  explained  “arrives  at  the  in- 
dex of  quantity  of  medical  care  by  dividing  the 
index  of  expenditures  by  the  index  of  prices  of 
medical  care.”  Thus,  he  established  that  the  index 
of  expenditures  for  1946,  211,  was  more  than-  two- 
thirds  higher  than  the  index  of  prices  of  medical 
care,  122. 

He  used  the  index  of  personal  consumer  expendi- 
tures for  all  medical  care  items  as  provided  by  the 
U.  S.  Department  of  Commerce. 

Dr.  Dickinson  estimated  that  the  quantity  of 
physicians’  services — one  of  the  medical  care  items 
— was  approximately  one-half  greater  in  1946  than 
in  the  base  period  1935-39,  but  the  number  of 
physicians  was  only  one-seventh  greater. 

Dr.  Dickinson’s  newest  study  is  the  second  made 
within  a year.  In  1947,  he  published  a study  en- 
titled “Is  Medical  Care  Expensive?”  In  this  12- 
page  pamphlet.  Dr.  Dickinson  said  that  medical 
care  items  as  a whole  cost  the  American  x>eople 
$5,600,000,000  in  1946,  but  that  only  3.9  per  cent 
of  the  total  personal  consumer  expenditures  of  the 


American  people  were  spent  for  these  medical  care 
items.  This  compared  with  4.3  per  cent  in  1940. 

He  also  found  in  his  first  study  that  in  ’ 1946 
physicians  received  only  26  per  cent  of  all  the  dol- 
lars spent  for  medical  care  as  compared  with  31 
per  cent  in  the  base  period,  1935-39,  and  32  per 
cent  in  1929,  the  first  year  for  which  the  data 
were  gathered  and  published  by  the  U.  S.  Depart- 
ment of  Commerce.  On  the  other  hand,  he  found 
that  the  amount  spent  for  drugs  in  1946  had  risen 
to  24  per  cent  of  all  dollars  spent  for  medical  care 
as  compared  with  only  21  per  cent  in  the  base 
period,  1935-39,  and  20  per  cent  in  1929. 


NO  WAY  BUT  YOUR  WAY? 

A few  weeks  ago  I had  an  interview  with  a father 
and  mother  and  their  grown  son.  The  interview 
had  come  about  because  the  young  man  had  made 
a change  in  his  life  which  was  contrary  to  his  par- 
ents’ plans  for  him.  The  father,  while  wishing  that 
his  son  might  have  chosen  differently,  recognized 
the  young  man’s  right  to  seek  fulfilment  in  his  own 
way.  The  mother,  on  the  other  hand,  sat  stony  and 
unrelenting.  The  hard  line  of  her  mouth  told  better 
than  words  that  her  son  need  not  expect  from  her 
more  than  grudging  acceptance  of  his  decision.  She 
was  quite  evidently  a person  who  had  always  con- 
trolled her  environment  by  her  disposition,  giving 
freely  of  her  affection  and  approval  only  when 
things  went  her  way. 

We  hear  a great  deal  about  racial  and  religious 
tolerance  these  days,  but  little  about  the  kind  of 
tolerance  that  should  be  part  and  parcel  of  our  in- 
timate personal  relationships.  It  is  comparatively 
simple  to  concede  to  one’s  neighbor  the  right  to  his 
own  way  of  life;  it  is  less  easy  to  be  tolerant  of 
beliefs  and  actions  that  run  counter  to  our  own  feel- 
ings when  they  are  the  beliefs  and  actions  of  some- 
one near  to  us.  Friendships  and  family  relation- 
ships are  broken  up  too  often  because  of  the  differ- 
ences which  we  are  unwilling  to  forgive  in  one 
another. 

No  one  has  the  right  to  make  others  unhappy 
simply  because  they  do  not  live  the  way  he  thinks 
best,  and  this  holds  true  no  matter  what  sacrifices 
he  may  have  made  in  their  behalf  in  the  past.  The 
person  whose  affection  for  others  is  greater  than  his 
self-affection  will  not  hold  those  whom  he  loves 
rigidly  to  his  own  pattern — regardless  of  how  right 
he  may  think  that  pattern  is.  Someone  has  said 
that  “tolerance  ...  is  the  breadth  of  mind  that  en- 
ables us  to  want  those  we  love  and  respect  to  be 
happy  in  their  own  way  and  not  in  our  way.” 

We  have  need  in  our  family  life  of  that  kind  of 
tolerance  today. 

— James  Sonnett  Greene,  M.D. 


“WAR  OR  NO  WAR,  DEPRESSION 
OR  NO  DEPRESSION”  . . . 

Depression  or  no  depression,  in  good  times  and  in 
bad.  Mead  Johnson  & Company  are  keeping  the 
faith  with  the  medical  profession.  Mead  Products 
are  not  advertised  to  the  public.  If  you  approve  this. 
policy,  please  specify  Mead’s. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
SIXTEENTH  ANNUAL  ASSEMBLY 
October  25,  26,  27,  28,  29,  1948 
Hotel  Paxton  — Omaha 
PARTIAL  LIST  OF  DISTINGUISHED  GUESTS 

RICHARD  B.  CAPPS,  M.D.,  Chicago,  Illinois  (In- 
ternal Medicine);  Associate  in  Medicine,  North- 
western University  Medical  School;  Associate  Vis- 
iting Physician,  St.  Luke’s  Hospital. 

JAMES  A.  DICKSON,  M.D.,  Cleveland,  Ohio  (Or- 
thopedic Surgery);  Chief  of  Staff,  Orthopedic  De- 
partment, Cleveland  Clinic  and  Cleveland  Clinic 
Foundation  Hospital. 

MORRIS  FISHBEIN,  M.D.,  Chicago,  Illinois;  Edi- 
tor, The  Journal  of  the  American  Medical  Asso- 
ciation. 

ROBERT  A.  KIMBROUGH,  M.D.,  Philadelphia, 
Pennsylvania  (Gynecology  and  Obstetrics);  Pro- 
fessor and  Chairman  of  Department  of  Gyne- 
cology and  Obstetrics,  University  of  Pennsyl- 
vania Graduate  School  of  Medicine;  Gynecologist, 
Benjamin  Franklin  Clinic,  Pennsylvania  Hospital; 
Associate  Examiner,  American  Board  of  Ob- 
stetrics and  Gynecology. 

SUMNER  L.  KOCH,  M.D.,  Chicago,  Illinois  (Sur- 
gery) ; Professor  of  Surgery,  Northwestern  Uni- 
versity Medical  School;  Attending  Surgeon,  Pas- 
savant  Memorial  Hospital;  Associate  Editor,  Sur- 
gery, Gynecology  and  Obstetrics. 

CHARLES  LOUIS  MARTIN,  M.D.,  Dallas,  Texas 
(Radiology);  Professor  of  Radiology,  Southwest- 
ern Medical  College;  Director,  Martin  X-Ray  and 
Radium  Clinic;  Radiologist,  Gaston  Hospital. 

GORDON  MURRAY,  M.D.,  Toronto,  Canada  (Sur- 
gery); Assistant  Professor  of  Surgery,  Univer- 
sity of  Toronto;  Surgeon,  Toronto  General  Hos- 
pital; Associate  Editor,  Advances  in  Surgery,  and 
The  American  Journal  of  Surgery. 

PAUL  ARTHUR  O’LEARY,  M.D.,  Rochester,  Min- 
nesota (Dermatology  and  Syphilology) ; Professor 
of  Dermatology  and  Syphilology,  Mayo  Founda- 
tion Graduate  School  of  Medicine;  Head  of  Sec- 
tion of  Dermatology  and  Syphilology,  Mayo  Clinic. 

STEVEN  M.  SPENCER,  Philadelphia,  Pennsyl- 
vania; Associate  Editor,  The  Saturday  Evening 
Post. 

BENJAMIN  M.  SPOCK,  M.D.,  Rochester,  Minne- 
sota (Pediatrics);  Associate  Professor  of  Psychi- 
atry, Mayo  Foundation,  University  of  Minnesota; 
Consultant  in  Psychiatry,  Mayo  Clinic;  Staff, 
Rochester  Child  Health  Institute. 

OLIVER  E.  VAN  ALYEA,  M.D.,  Chicago,  Illinois 
(Otolaryngology) ; Associate  Professor,  Depart- 
ment of  Otolaryngology,  University  of  Illinois 
College  of  Medicine;  Senior  Attending  Physician, 
Henrotin  Hospital,  Research  and  Education  Hos- 
pital. 

A.  EARL  WALKER,  M.D.,  Baltimore,  Maryland 
(Neurosurgery);  Professor  of  Neurosurgery, 
Johns  Hopkins  University  School  of  Medicine. 

PAUL  DUDLEY  WHITE,  M.D.,  Boston,  Massachu- 
setts (Internal  Medicine);  Clinical  Professor  of 
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Medicine,  Harvard  University;  Chairman  of  Sub- 
committee on  Cardiovascular  Diseases,  National 
Research  Council;  Chairman  of  American  Medical 
Missions  to  Czechoslovakia,  Greece  and  Italy. 
Members  of  the  Society  will  present  panel  dis- 
cussions on  Antihistaminic  Drugs,  Diabetes,  Gyne- 
cologic Problems,  Multiple  Injuries  in  Automobile 
Accidents,  Peptic  Ulcer  and  Problems  of  Adoles- 
cence on  Tuesday  and  Thursday,  and  individual 
lectures  on  timely  subjects  on  Wednesday. 

A clinicopathologic  conference  and  a medicolegal 
panel  discussion  are  being  planned  for  Friday  morn- 
ing. The  personnel  of  the  panel  discussion  will  in- 
clude distinguished  guests  from  both  the  medical 
and  legal  professions.  The  Friday  morning  pro- 
gram is  one  you  vull  want  not  to  miss. 

Scientific  exhibits  on  research  problems  will  be 
presented  by  members  of  the  Society.  Daily  lunch- 
eons and  dinners  will  be  served  at  the  hotel  and 
will  be  followed  by  question  and  answer  periods. 
Motion  pictures  and  technical  exhibits  will  round 
out  the  program. 

REMEMBER  THE  DATES  AND  PLACE— Octo- 
ber 25,  26,  27,  28,  29,  1948 — Hotel  Paxton. 

For  further  information  write  to  the  Omaha  Mid- 
West  Clinical  Society,  1031  Medical  Arts  Building. 


SUBSCRIBE  TO  MEDICINE  OF  THE  YEAR 

The  Nebraska  State  Medical  Association  has 
made  arrangements  to  secure,  through  its  Journal, 
Medicine  of  the  Year  for  those  of  its  members 
who  wish  to  subscribe.  Medicine  of  the  Year  is  an 
annual  review  of  medical  progress  which  will  ap- 
pear as  a supplement  to  the  Journal  early  in  1949. 
It  will  be  a descriptive  and  analytical  account  of 
progress  in  medical  science  and  practice  during  the 
preceding  year,  presented  in  a practical,  useful, 
and  informative  manner,  particularly  as  they  re- 
late to  the  everyday  practice  of  general  medicine 
and  the  specialties. 

The  editorial  management  is  under  the  direction 
of  Dr.  John  B.  Youmans,  Dean,  College  of  Medicine, 
University  of  Illinois.  The  principal  contributors 
and  their  subjects  are  the  following  well-known 
medical  educators  and  writers: 

Internal  Medicine — Dr.  Hugh  J.  Morgan,  Profes- 
sor of  Medicine,  Vanderbilt  University,  Nashville, 
Tennessee; 

Obstetrics — Dr.  Frank  Whitacre,  Professor  of  Ob- 
stetrics and  Gynecology",  Memphis,  Tennessee; 

Pediatrics — Dr.  Henry  G.  Poncher,  Professor  of 
Pediatrics,  University  of  Illinois,  Chicago,  Illinois; 

Surgery — Dr.  Warren  H.  Cole,  Professor  of  Sur- 
gery, University  of  Illinois,  Chicago,  Illinois. 

These  men  will  have  associated  with  them  an 
equally  competent  and  distinguished  group  of  au- 
thors in  special  fields. 

This  annual  review  of  medical  progress  is  being 
offered  to  members  of  state  medical  societies  and 
subscribers  to  state  medical  journals.  The  sub- 
scription price  is  $1.60  annually,  of  which  your  As- 
sociation will  retain  a portion  to  defray  any  costs 
associated  with  the  announcement  of  this  service 
and  the  handling  of  the  subscriptions,  or  for  such 
other  purposes  as  the  Association  wishes.  In  or- 
der to  secure  this  service,  subcriptions  from  ap- 
proximately one-third  of  our  members  and  subscrib- 
ers is  required.  Because  of  the  short  time  avail- 


able, subscriptions  must  be  entered  promptly.  DO 
NOT  DELAY.  Send  in  the  coupon  below,  or  write 
directly,  sending  check  or  money  order.  If  an  in- 
sufficient number  of  subscriptions  is  obtained,  no 
obligation  will  be  incurred  and  your  money  will  be 
refunded.  ACT  NOW! 


I Nebraska  State  Medical  Assn., 

I 411  Federal  Securities  Bldg., 

I Lincoln,  Nebr. 

I Please  enter  my  subscription  to  Medicine 
I of  the  Year,  an  annual  review  of  medical 
I progress  to  be  issued  as  a supplement  to  the 
I Nebraska  State  Medical  Journal. 

I I enclose  check  or  money  order  for 

I It  is  my  understanding  that  if  the  number 
I of  subscriptions  is  insufficient  to  warrant 
I publication,  I incur  no  obligation  and  my- 
I money  will  be  refunded. 

I Name 

I Address 


— SUBSCRIPTION  PRICE  $1.60  — 


NATIONAL  FOUNDATION  FOR  INFANTILE 
PARALYSIS 

The  state  office  of  the  National  Foundation  for 
Infantile  Paralysis  has  issued  the  following  word 
of  caution — 

“Local  civic  groups  are  frequently  being  ap- 
proached by  promoters  to  sponsor  the  purchase  of 
hot  pack  machines,  respirators,  walkers  and  other 
technical  equipment  used  in  the  treatment  of  in- 
fantile paralysis  (polio). 

“Before  sponsoring  such  projects,  local  groups 
may  wish  to  give  careful  consideration  to  such 
questions  as: 

1.  Is  the  equipment  actually  needed?  Does  the 
local  Medical  Society  or  medical  staff  of  the  local 
hospital  recommend  its  purchase? 

2.  If  needed,  is  it  available  through  facilities 
already  existing? 

3.  And,  if  the  proposed  purchase  involves  equip- 
ment normally  tested  and  reviewed  by  the  Council 
on  Physical  Medicine  of  the  American  Medical  As- 
sociation, does  said  proposed  equipment  have  that 
approval  ? 

“Only  a small  percentage  of  polio  patients  ever 
require  the  use  of  respirator.  Those  who  do,  like 
all  victims  of  the  disease,  can  best  be  cared  for  in 
hospitals  and  treatment  centers  where  adequate  fa- 
cilities and  trained  medical  personnel  are  available. 

At  the  present  time,  there  are  30  respirators  in 
Nebraska,  well  distributed  throughout  the  state.  In 
the  event  of  a major  polio  outbreak,  additional  res- 
pirators, if  needed,  can  be  obtained  through  the  Na- 
tional Foundation  for  Infantile  Paralysis  which 
maintains  epidemic  equipment  pools  located  at 
strategic  points  throughout  the  nation. 

In  a polio  case  where  the  attending  physician 
recommends  the  use  of  a hot  pack  machine,  a walk- 
er, or  other  special  equipment  in  the  patient’s  home. 
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a loan  of  such  equipment  can  usually  be  arranged 
through  the  local  county  chapter  of  the  National 
Foundation  for  Infantile  Paralysis,  which  is  sup- 
ported by  the  March  of  Dimes.” 


AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE 

The  American  Congress  of  Physical  Medicine  will 
hold  its  twenty-sixth  annual  scientific  and  clinical 
session  Sept.  7,  8,  9,  10  and  11  inclusive,  at  the 
Hotel  Statler,  Washington,  D.  C.  Scientific  and 
clinical  sessions  will  be  given  the  days  of  Sept.  7, 
8,  9,  10  and  11.  All  sessions  will  be  open  to  mem- 
bers of  the  medical  profession  in  good  standing 
with  the  American  Medical  Association.  In  addi- 
tion to  the  scientificic  sessions,  the  annual  instruc- 
tion courses  will  be  held  Sept.  7,  8,  9 and  10.  These 
courses  will  be  offered  in  two  groups.  One  set  of 
ten  lectures  will  be  based  primarily  on  physics  and 
physiology  and  attendance  will  be  limited  to  physi- 
cians. One  set  of  ten  lectures  will  be  more  general 
in  character  and  will  be  open  to  physicians  as  well 
as  to  physical  therapists.  The  physical  therapists 
must  be  registered  with  the  American  Registry  of 
Physical  Therapy  Technicians.  Full  information 
may  be  obtained  by  writing  to  the  American  Con- 
gress of  Physical  Medicine,  30  North  Michigan  Ave- 
nue, Chicago  2,  Illinois. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  will  conduct 
its  30th  Annual  Session  at  New  York,  N.  Y.,  March 
28  through  April  1,  1949.  Dr.  Franklin  M.  Hanger, 
Jr.,  of  New  York  City  is  the  chairman  for  local 
arrangements  and  the  program  of  Clinics  and  Panel 
Discussions.  The  President  of  the  College,  Dr. 
Walter  W.  Palmer,  Director  of  the  Public  Health 
Research  Institute  of  the  City  of  New  York,  Inc., 
and  Professor  Emeritus,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  is  in  charge  of 
the  program  of  Morning  Lectures  and  afternoon 
General  Sessions. 

Secretaries  of  medical  societies  are  especially 
asked  to  note  these  dates  and,  in  arranging  meet- 
ing dates  of  their  societies,  to  avoid  conflicts  with 
the  College  Meeting,  for  obvious  mutual  benefits. 


RESEARCH  FELLOWSHIPS— THE  AMERICAN 
COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  announces 
that  a limited  number  of  Fellowships  in  Medicine 
will  be  available  from  July  1,  1949  to  June  30, 
1950.  These  Fellowships  are  designed  to  provide  an 
opportunity  for  research  training  either  in  the  basic 
medical  sciences  or  in  the  application  of  these 
sciences  to  clinical  investigation.  They  are  for  the 
benefit  of  physicians  who  are  in  the  early  stages  of 
their  preparation  for  a teaching  and  investigative 
career  in  Internal  Medicine.  Assurance  must  be 
provided  that  the  applicant  will  be  acceptable  in 
the  laboratory  or  clinic  of  his  choice  and  that  he 
will  be  provided  with  the  facilities  necessary  for 
the  proper  pursuit  of  his  work. 

The  stipend  will  be  from  $2,200  to  $3,200. 

Application  forms  will  be  supplied  on  request  to 
the  American  College  of  Physicians,  4200  Pine  St., 
Philadelphia  4,  Pa.,  and  must  be  submitted  in  du- 


plicate not  later  than  November  1,  1948.  Announce- 
ment of  the  awards  will  be  made  as  promptly  as 
is  possible. 


CENTRAL  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS 

The  Sixteenth  Annual  Meeting  of  the  Central  As- 
sociation of  Obstetricians  and  Gynecologists  is  to 
take  place  in  Denver,  Colorado  on  September  23,  24 
and  25,  1948. 

The  Shirley-Savoy  Hotel  is  the  Convention  Head- 
quarters and  the  Executive  Committee  will  meet 
there  on  Wednesday,  September  22  just  preceding 
the  Annual  Meeting. 


NEWS  and  VIEWS 


Dr.  R.  L.  Sensenich,  South  Bend,  Ind.,  took 
office  as  president.  Dr.  Ernest  E.  Irons,  Chi- 
cago, was  named  president-elect  of  the  Am- 
erican Medical  Association  at  its  Annual 
Convention  in  Chicago,  June  20-25. 

Dr.  Roy  W.  Fonts  was  elected  vice-presi- 
dent of  the  Association.  Dr.  Fonts  served 
three  consecutive  terms  as  speaker  of  the 
AMA’s  House  of  Delegates.  He  is  president 
of  the  Omaha-Midwest  Clinical  Society. 


Dr.  J.  D.  McCarthy,  Omaha,  president- 
elect of  the  Nebraska  State  Medical  associa- 
tion, was  elected  to  membership  on  the  coun- 
cil on  medical  service  of  the  AMA. 


The  University  of  Nebraska  and  Creigh- 
ton University  medical  colleges  recently  re- 
ceived 25  thousand-dollar  Federal  grants  for 
cancer  research. 


Dr.  Howard  Hunt  will  direct  the  research 
program  at  the  University  of  Nebraska.  Dr. 
James  F.  Kelly  is  director  of  Creighton’s  re- 
search on  cancer.  The  grants  are  effective 
July  1. 


Dr.  J.  G.  Woodin  is  the  new  director  of  the 
Grand  Island-Hall  county  health  unit  suc- 
ceeding Dr.  J.  C.  Newman,  who  left  last  De- 
cember. The  health  office  has  been  without 
a director  since  that  time. 


To  better  inform  the  physician,  the  Council  on 
Physical  Medicine  of  the  American  Medical  Asso- 
ciation has  prepared  a glossary  of  terms  used  in 
atomic  energy  and  nuclear  physics. 

The  introduction  to  the  pamphlet  says  that  “nu- 
clear physics  as  it  develops  will  have  important  con- 
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sequences  to  the  practicing  physician.  New  types 
of  injury*  may  require  treatment,  new  hazards  v*ill 
require  prevention  and  new  methods  of  treatment, 
diagnosis,  and  research  will  be  introduced.  In  at- 
tempting to  inform  himself  about  recent  discoveries 
the  physician  is  constantly  baffled  by  the  new  vo- 
cabularly,  which  contains  some  words  too  recent 
or  too  technical  to  be  found  in  older  or  less  spe- 
cialized dictionaries.  The  present  glossary  is  in- 
tended to  be  helpful  in  this  respect.” 

The  glossary*  was  adopted  by  the  Council  on 
Phvsical  Medicine  of  the  American  Medical  Asso- 
ciation, assisted  by  a large  number  of  consultants 
on  roentgen  rays  and  radium  and  on  the  medical 
aspects  of  atomic  energy. 

The  glossary  explains  such  terms  as  atom,  atomic 
number,  chain  reaction,  cosmic  rays,  cyclotron, 
element,  energy,  isotron,  isotopes,  neutron,  radio- 
activity, radioactive  chain,  radon,  plutonium, 
uranium,  volt  and  wavelength. 

The  pamphlet  also  contains  symbols  used  in  writ- 
ing nuclear  reactions. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  annual  meeting  of  the  Board  was  held  in 
Washington,  D.  C.,  from  May  16  to  May  22,  1948, 
at  which  time  231  candidates  were  certified. 

A number  of  changes  in  Board  requirements  and 
regulations  were  made.  New  Bulletins  are  now 
available  for  distribution  upon  application  and  give 
details  of  all  new  regulations.  These  relate  both 
to  candidates,  and  to  hospitals  conducting  residency 
services  for  training. 

Foremost  are  the  following: 

(1)  The  ruling  that  applicants  must  receive  ade- 
quate training  in  both  obstetrics  and  gynecology 
has  been  defined  as  meaning  a minimum  of  six- 
months,  full-time,  in  the  branch  of  either  obstetrics 
or  gy*necology  relegated  to  a minor  role  in  a candi- 
date’s training  and  preference  for  practice. 

(2)  Acceptable  preceptorship  training  is  defined. 

(3)  The  present  regulation  requiring  at  least  six 
months  of  practice  in  the  specialty  following  the 
completion  of  an  acceptable  training  period,  has 
now  been  extended,  effective  December  31,  1949,  to 
a requirement  of  tv*o  years  post-training  practice 
limited  to  the  specialty. 

(4)  Specific  requirements  for  approval  of  hos- 
pital ser\*ices  for  residency  training  are  outlined. 

(5)  Effective  immediately,  there  v*ill  be  no  fur- 
ther temporary  approvals  of  hospital  ser\*ices  for 
residency  training.  It  is  planned  that  all  hospitals 
holding  any  type  of  residency  training  approval 
will  soon  either  be  resur\*eyed  or  initially  surs*eyed 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.  so  that  all  future  approvals,  new  or 
old,  will  be  based  entirely  upon  inspection  follov*ing 
application.  It  is  expected  also  that  certain  resur- 
veys will  result  in  withdrawal  of  present  residency 
approval  from  institutions  where  the  educational 
and  training  standards  are  not  being  maintained. 

The  next  scheduled  examination  (Part  I),  writ- 
ten examination  and  review  of  case  histories,  for 
all  candidates  \\*ill  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Friday,  February  4, 
1949.  Application  mav  be  made  until  November  1, 
1948. 


SECRETARY’S  LETTER 

With  the  A.M.A.  Chicago  session  out  of  the  way, 
the  headquarters  staff  is  turning  its  attention  to 
the  second  annual  Interim  Meeting,  which  will  be 
held  in  St.  Louis,  Nov.  30  to  Dec.  3,  1948. 

To  instill  more  spirit  in  the  St.  Louis  meeting. 
Business  Manager  Thomas  R.  Gardiner  issued  a 
memorandum,  calling  for  a unified  plan  of  action 
to  make  the  session  a success. 

CITATION  FOR  DISTINGUISHED 
SERVICE 

At  the  recent  97th  annual  session  of  the  A.M.A. 
in  Chicago,  Dr.  William  Weston,  Columbia,  South 
Carolina,  introduced  a resolution  in  the  House  of 
Delegates,  proposing  that  a Citation  for  Distin- 
guished Ser\*ice  be  awarded  annually  to  one  or  more 
laymen  who  have  contributed  most  to  the  advance- 
ment of  American  medicine.  The  resolution  was 
approved  by  the  Reference  Committee  on  Consti- 
tution and  By-Laws,  and  passed  by  the  House. 

The  resolution  as  adopted  follows: 

“The  Board  of  Trustees  of  the  American  Medical 
Association  shall  create  and  establish  an  award,  to 
be  kno'«*n  as  the  Citation  for  Distinguished  Service, 
which  shall  consist  of  a suitably  embossed  citation. 

“The  Board  of  Trustees  shall  consider  the  merits 
of  nominees  for  this  citation  who  shall  be  persons 
not  of  the  medical  profession  and  who  have  by  their 
cooperation  and  aid  in  the  advancement  of  medical 
science,  medical  education  or  medical  care  con- 
tributed to  the  achievement  of  the  ideals  of  Ameri- 
can Medicine. 

“The  Board  of  Trustees  shall  nominate  to  the 
House  of  Delegates  on  the  first  day  of  the  annual 
session  of  each  year  not  more  than  three  persons 
with  the  qualifications  on  which  the  Board  of 
Trustees  bases  its  recommendation.  The  House 
of  Delegates  shall  vote  (in  executive  session)  on 
each  of  the  persons  thus  nominated. 

“The  Board  of  Trustees  shall  be  charged  with 
the  duty  of  preparing  a suitable  citation  and  with 
arranging  for  the  conferring  of  these  citations  at 
such  time  as  may  seem  suitable. 

The  Citation  for  Distinguished  Ser\*ice  will  be  the 
second  award  voted  on  annually  by  the  House.  For 
the  past  10  years  the  House  has  chosen  annually 
the  recipient  of  the  Distinguished  Ser\*ice  Medal 
for  scientific  advancement  in  the  field  of  medicine. 
This  year’s  winner  was  Dr.  Isaac  Arthur  Abt,  80, 
nationally  knov*n  pediatrician  from  Chicago. 

SURGEON  GENERAL  OF  NA\W  SPEAKS 

Rear  Admiral  Clifford  A.  Swanson,  MC,  L’.  S. 
Navy,  addressed  the  House  of  Delegates  on  the 
second  day  of  the  Chicago  session — June  21. 

The  Surgeon  General  of  the  Navy  said  that  “the 
Bureau  of  Medicine  and  Surgery  is  in  wholehearted 
accord  with  the  saving  of  medical  officer  manpower 
by  such  means  as — delayed  ‘call  up’  until  actual 
time  of  need,  deletion  of  protracted  unnecessary 
military  indoctrination,  proper  classificat’on  as  to 
specialties,  reasonable  rotation  between  combat  and 
rear  areas  of  duty,  and  rigid  scrutiny  of  any  pos- 
sibility of  overstaffing  in  any  theater.”  Continu- 
ing, he  said  in  part: 

“The  Medical  Department  of  the  Navy,  we  be- 
lieve, has  presently  established  a veiy*  efficient  and 
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effective  medical  officer  training  program.  We 
have  at  the  present  time  187  interns,  288  resident 
physicians,  99  medical  officers  undergoing  instruc- 
tion in  civilian  schools  and  naval  hospitals.  In  ad- 
dition to  these,  we  have  30  medical  officers  under- 
going instruction  in  naval  medical  specialties,  such 
as:  aviation  medicine,  tropical  medicine,  and  sub- 
marine medicine.  Our  operating  census  of  medical 
officers,  exclusive  of  interns,  is  now  2,518.  With 
your  cooperation,  the  progress  of  this  program  has 
been  excellent,  but,  unfortunately  for  the  Medical 
Department,  too  many  of  these  medical  officers  re- 
turn at  an  early  date  to  civilian  life  and  the  process 
begins  again.  To  give  you  an  idea  of  the  cost  of 
this  type  of  program,  we  plan  to  expend,  in  the 
1949  fiscal  year,  $250,000  for  courses  in  civilian 
schools  and  approximately  $800,000  for  the  em- 
ployment of  civilian  consultants  to  lead  the  train- 
ing program  and  maintain  high  professional  stand- 
ards.” 

June  30,  1948 

Honorable  A.  L.  Miller 
House  Office  Building 
Washington,  D.  C. 

Dear  Congressman  Miller: 

Please  accept  our  thanks  for  your  able  and 
successful  efforts  to  remove  from  H.  R.  6401 
the  discriminatory  provision  contemplating 
a special  registration  and  draft  of  physicians 
under  forty-five  years  of  age,  as  evidenced 
in  the  Congressional  Record  for  June  16.  The 
medical  profession  generally,  I am  sure, 
joins  me  in  this  expression  of  appreciation. 

It  may  be  of  interest  to  you  to  know  that 
during  the  course  of  our  recent  meeting  here 
in  Chicago,  the  Chairman  of  our  Council  on 
National  Emergency  Medical  Service,  Dr. 
James  C.  Sargent,  in  an  address  delivered  be- 
fore a large  group  of  physicians,  made  a 
special  point  of  commenting  on  your  cooper- 
ation in  this  matter. 

Sincerely  yours, 

GEORGE  F.  LULL,  M.  D. 
Secretary  and  General 
Manager  American  Medi- 
cal Association. 


BOOKS  RECEIVED 

Clinical  Laboratory  Methods  and  Diagnosis,  Vol- 
ume I,  A Textbook  on  Laboratory  Procedures  with 
Their  Interpretation,  by  R.  B.  H.  Gradwohl,  M.D., 
D.Sc.,  F.R.S.T.M.&H.  (London),  Director  of  the 
Gradwohl  Laboratories  and  Gradwohl  School  of  Lab- 
oratory Technique;  Pathologist  to  Christen  Hos- 
pital ; Director,  Research  Laboratory,  St.  Louis 
Metropolitan  Police  Department,  St.  Louis,  Mo.; 
Commander,  Medical  Corps,  United  States  Naval 
Reserve,  Ret.;  Fellow,  American  Public  Health  As- 
sociation. Fourth  Edition,  1295  pages  with  text  il- 
lustrations and  color  plates.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1948. 


WOMAN'S  Aummy 


The  following  Resolutions  were  passed  at 
the  May  1948  Annual  Meeting  of  the  Wom- 
en’s Auxiliary  to  the  Nebraska  State  Medical 
Association,  in  Lincoln: 

Be  it  resolved  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  assembled  in  Lincoln  in 
Annual  Meeting  express  our  gratitude  to : 

1.  The  president  and  officers  of  the  State 
Medical  Auxiliary  for  a very  successful  and 
profitable  year. 

2.  The  Lancaster  County  Auxiliary  for 
its  gracious  hospitality  during  the  Conven- 
tion. 

3.  The  Officers,  Delegates  and  Members 
of  the  State  Medical  Association  and  the 
Lancaster  County  Medical  Association  for 
their  many  courtesies,  including  their  finan- 
cial assistance. 

4.  Mrs.  0.  V.  Calhoun,  whose  home  was 
so  charming  a setting  for  the  Auxiliary  Tea. 

5.  The  management  of  the  Hotel  Corn- 
husker  which  served  as  Auxiliary  Head- 
quarters. 

6.  And  be  it  resolved  that  we,  the  mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion, pledge  our  support  to  our  incoming 
president. 

7.  A suitable  expression  of  sorrow  and 
sympathy  be  extended  to  the  family  of  the 
late  Mrs.  V.  V.  Smrha  from  the  members  of 
the  Auxiliary. 

8.  And  be  it  further  resolved  these  reso- 
lutions be  printed  in  the  Journal  of  the  State 
Medical  Association  and  spread  upon  our 
own  minutes. 

Also,  that  the  State  Auxiliary  Secretary 
be  instructed  to  send  letters  to  those  men- 
tioned in  this  report. 

Respectfully  submitted, 

Mrs.  W.  W.  Carveth. 


BOOKS  RECEIVED 

Clinical  Laboratory  Methods  and  Diagnosis,  Vol- 
ume II,  (same  author  and  biography  as  above). 
Fourth  Edition,  with  text  illustrations  and  color 
plates,  and  includes  index  for  both  Volume  I and 
II.  The  C.  V.  Mosby  Company,  St.  Louis,  1948. 
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KNOW  YOUR 
BLUE  SHIELD  PLAN 


Late  this  month,  you  will  receive  a new  Blue 
Shield  booklet  which  lists  the  Schedule  of  Payments 
and  gives  full  instructions  for  making  out  your 
medical  claim  reports.  Please  keep  it  for  ready  ref- 
erence, and  ask  your  secretary  to  study  it. 


Inquiry  cards  and  folders  describing  Blue  Cross 
and  Blue  Shield  are  now  available  for  distribution 
by  you  to  your  patients.  When  you  have  inquiries 
about  how  groups  can  be  organized,  please  suggest 
that  the  inquirer  write  to  the  Omaha  office  for  de- 
tails. 


The  Blue  Shield  Plan  was  designed  to  serve  you 
and  your  patients.  It  can  operate  successfully  only 
if  each  physician  gives  all  necessary  information 
when  submitting  claims.  Insufficient  data  causes 
delay  in  making  payments  and  increases  adminis- 
trative costs. 


By  becoming  a Participating  Physician  in  the 
Blue  Shield  Plan,  you  signify  your  belief  in  the 
“voluntary  way”;  you  declare  your  opposition  to 
compulsory  “State  Medicine”;  and  you  join  with 
other  social-minded  physicians  who  are  giving  their 
active  support  to  your  own  profession-sponsored 
medical  care  Plan.  Have  you  done  your  part? 


Watch  for  the  series  of  educational  reprints 
which  will  reach  you  at  two-week  intervals  ^ring 
the  next  two  months.  This  carefully  selected  mater- 
ial will  be  sent  to  every  member  of  the  Nebraska 
State  Medical  Association  to  provide  physicians 
with  important  information  on  the  philosophy  and 
operation  of  the  medical  prepayment  Plans.  It  is 
becoming  increasingly  important  that  you  and  your 
colleagues  understand  the  social  significance  of  the 
Blue  Shield  movement,  nationally  and  locally.  Will 
you  give  some  attention  to  the  reprints  when  they 
reach  you? 


Address  all  correspondence  regarding  Blue  Cross 
and  Blue  Shield  to  330  City  National  Bank  Building, 
Omaha  2,  Nebraska. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

NEBRASKA  MEDICAL  SERVICE 
CASH  RECEIPTS  AND  DISBURSEMENTS 
June  30,  1948 

Cash  on  hand,  June  1,  1948 $ 77,054.69 

Receipts : 

From  dues  $44,936.25 

From  enrollment  fees 1,095.00 

Taxes  deducted  from  salaries 40.10  46,071.35 


$123,126.04 

Disbursements: 

Claims  paid  $29,157.00 

Administrative  expense  ( regu- 
lar $4,466.58  : adv.  campaign  $17.30) 4,483.88 

Salary,  Executive  Director 250.00 

Professional  fee,  E.K.M 125.00 


Medical  Director  100.00 

Attorney  100.00 

Advertising  80.00 

Printing  and  stationery 437.92 

Home  office  travel  and  expense 129.51 

Hospital  records  18.00 

Collection  expense  108.20 

Refunds  140.00 

Dues  40.29 

Bank  charge  

Postage  400.00 

Taxes  paid  

Medical  Economics,  Inc 3.00 

U.  S.  Bonds,  Series  F 24,790.00 

Fidelity  Storage  & Van  Company 8.00  60,370.80 


Cash  on  hand,  June  30,  1948 $ 62,755.24 

Bank  Balances,  June  30,  1948 : 

Packers  National  Bank,  Omaha $ 56,608.08 

First  National  Bank,  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 5,000.00 


$ 62,755.24 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
June  30,  1948 

Assets : 

Cash  in  banks 

Premiums  in  process  of  collection-- 
U.  S.  Bonds!  cost  plus  accrued 
m interest)  


Liabilities: 

Accounts  payable.  Blue  Cross $ 4,378.50 

Accounts  payable,  monthly  invoices 535.44 

Accrued  payroll  taxes 134.00 

Claims  payable : 

Unrepcrted  20,000.00 

Pending  10,180.00 

Accrued  audit  expense 375.00 

Unearned  premiums  51,292.65 


$62,755.24 

7,065.15 

99,421.00  $169,241.39 


$86,895.99 

Reserve  for  Public  Relations 

Campaign  1,000.00 

Subscribers  4%  Surplus 

Notes  $19,450.00 

Net  income  to  date 61,895.00 


81,345.00 


NEBRASKA  MEDICAL  SERVICE 

$169,241.39 

INCOME  AND 

EXPENSE 

June  30, 

1948 

Income: 

Month  of 

6 Months 

June 

to  Date 

From  dues 

. $40,189.64 

$212,455.03 

Enrollment  fees  paid 

1,095.00 

6,592.00 

Interest,  U.  S.  Bonds 

83.34 

$41,284.64 

$219,130.37 

Expenses : 

Claims 

- $32,090.00 

$160,587.00 

Administrative  expense : 

Regular 

. 4,305.74 

26,579.30 

Adv.  campaign 

72.76 

1,983.84 

Salary,  Executive  Director 

250.00 

1,500.00 

Professional  fees,  E.K.M. 

125.00 

750.00 

Medical  Director 

100.00 

600.00 

Attorney 

100.00 

600.00 

Auditing 

125.00 

775.00 

Advertising,  regular 

13.35 

190.90 

Stationery 

711.68 

Printing 

481.80 

2,709.86 

Home  office  travel  and  expense. 

123.26 

1,276.73 

Collection  expense 

108.20 

145.20 

Taxes  and  licenses 

2.50 

45.00 

Dues 

40.29 

255.55 

Postage 

400.00 

1,200.00 

Miscellaneous 

3.00 

67.50 

Insurance 

7.20 

$38,340.90 

$199,984.76 

Net  Gain 

. $ 2,943.74 

$ 19,145.61 

MEMBERSHIP  SUMMARY— JUNE,  1948 


Subscribers 

Membership,  June  1,  1948 22,514 

Additions  842 

Less  Terminations  492 

Net  Gain  350 

Membership,  July  1.  1948 22,864 


Groups  enrolled  during  June 

Groups  cancelled  during  June 

Number  of  active  groups,  July  1,  1948 


Dependents 

Total 

31,294 

53,808 

31,780 

54,644 

38 

11 

- _ 1,337 

JUNE  ENROLLMENT  BY  COUNTY 


Adams  7 

Arthur  1 

Box  Butte  1 

Buffalo  1 

Cheyenne  9 

Custer  104 


Dawes  2 

Dodge  1 

Douglas  222 

Dundy  5 

Hall  41 

Holt  4 
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Jefferson  1 

Keith  3 

Lancaster  155 

Lincoln  131 

Madison  3 

Morrill  1 

Nemaha 1 

Otoe  3 

Pawnee  2 

Perkins  1 


Phelps  

Platte  

Red  Willow 
Richardson  . 

Sarpy  

Saunders  

Scotts  Bluff 

Valley  

York  


NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 
June,  1948 

Number  of  claims  paid 

Number  of  services  rendered 

Females  

Males  

Subscribers  

Dependents  


Tonsillectomies  

Appendectomies 

Gynecology  

Obstetrics  

General  Surgerj^ 

Orthopedics  

Medical  

X-rays  

Herniotomies  

Minor  Surgery  

Urology  

Gall  Bladders  

Hemorrhoids  

Nose  and  Throat-, 

Eye  

Anesthesia  

Pathology  

Radiation  Therapy 
Transfusions  


Recall  of  claim  paid 


No. 

Per  C^nt 

Amt.  Pd. 

. 190 

22.86«?'- 

$ 6,715.00 

. 45 

5.42% 

4. .500.00 

. 41 

4.93% 

3,580.00 

. 58 

6.98% 

3,045.00 

35 

4.21% 

2.657.50 

. 62 

7.46% 

1,749.00 

. 48 

5.78% 

973.00 

. 141 

16.97% 

1,119.00 

9 

1.08% 

950.00 

104 

12.52% 

795.00 

17 

2.05% 

727.50 

5 

720.00 

. 13 

1.56% 

605.00 

10 

1.20<^^ 

380.00 

270.00 

, 28 

3.37% 

245.00 

. 15 

1.81% 

72.00 

_ 1 

.12% 

50.00 

1 

.12% 

10.00 

831 

100.00% 

$29,163.00 

in  Mav 

6.00 

Kmount  of  claims  in  process  of  settlement 

Average  cost  per  case  for  June 

Number  per  thousand  receiving  benefits  during  June! 


1 

9 

4 

7 

8 
3 

98 

1 

12 


675 

831 

498 

333 

278 

553 

Per  Cent 
23.03% 
15.43% 
12.28% 
10.44% 
9.11% 
6.00% 
3.34% 
3.84% 
3.26% 
2.73% 
2.49% 
2.47% 
2.07% 
1.30% 
.93% 
.83% 
.25% 
.17% 
.03% 


100.00% 


$10,180.00 

43.20 

11 


DEATHS 

Dr.  John  S.  Twinem,  North  Platte.  Bom  in  Ire- 
land in  1871.  In  1893  he  came  to  the  United  States 
and  matriculated  Hahnemann  Medical  College  in 
Chicago  in  1903.  He  moved  to  North  Platte,  estab- 
lished a practice  and  remained.  He  retired  from 
practice  four  years  ago.  He  died  June  26,  1948.  Sur- 
viving are  his  wife,  three  sons  and  a daughter. 


seen  at  every  assembly  held  locally  or  in  the  state. 
The  Doctor  appeared  in  good  spirits  while  attend- 
ing the  annual  sessions  of  the  American  Medical 


The  (Geneva)  Nebraska  Signal 

DR.  JOSEPH  BIXBY 

Association  in  Chicago,  having  visited  with  many 
friends  throughout  the  session.  On  Friday  morning, 
June  25,  he  collapsed  in  the  lobby  of  the  hotel  and 
died  soon  thereafter.  Dr.  Bixby  is  survived  by  his 
wife  and  two  sons. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  Franz  Joseph  Swoboda,  Omaha.  Born  in  1880, 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1905.  From  1907  to  1912  he  practiced 
in  Brainard,  Nebr.  In  1912  he  moved  to  Omaha  and 
remained  in  practice  until  the  time  of  his  death, 
June  18,  1948.  Surviving  are  his  wife  and  two  sons. 


Dr.  Joseph  Bixby,  Geneva.  Born  in  Illinois  in  1875. 
He  was  brought  to  Nebraska  by  his  parents  during 
early  childhood.  The  family  settled  in  Diller,  and 
Dr.  Bixby  attended  school  in  that  community.  He 
graduated  from  the  University  IVIedical  College  in 
Kansas  City,  Mo.,  in  1900.  He  started  practice  in 
Fillmore  County  and  in  1903  moved  to  Geneva 
where  he  continued  in  active  practice  until  the  time 
of  his  death.  Dr.  Bixby  was  a genial,  modest,  con- 
scientious man,  who  soon  built  up  a large  practice, 
covering  the  entire  area  around  Geneva.  He  was 
active  in  community,  professional  and  fraternal  af- 
fairs, and  received  honors  in  every  organization  in 
which  he  served.  He  held  practically  every  office 
that  his  local,  district  and  state  association  provid- 
ed. In  1933  he  was  elected  president  of  the  Nebraska 
State  Medical  Association.  Always  devoted  to  the 
affairs  of  organized  medicine.  Dr.  Bixby  could  be 


Dr.  Loren  E.  Imes,  St.  Paul,  has  located  in  Russel- 
ville.  Ark. 

Dr.  Byron  D.  Petersen,  formerly  of  Ashland,  has 
located  in  Ogallala. 

Dr.  Roy  W.  Fonts  of  Omaha,  addressed  the  Oma- 
ha Optimist  Club  July  1. 

Dr.  and  Mrs.  Louis  E.  Moon,  Omaha,  have  return- 
ed from  a two  month  tour  of  Europe. 

Associated  with  Dr.  G.  A.  Morehous  at  Benkelman 
is  Dr.  Frank  Wright  formerly  of  Denver. 

Dr.  W.  H.  Hombach,  Jr.,  has  become  associated 
with  his  father  in  the  practice  of  medicine  in  Grand 
Island. 

Associated  with  his  father  in  the  practice  of  med- 
icine and  surgery  in  St.  Paul,  Nebr.,  is  Dr.  Robert 
Hanisch. 

Dr.  H.  A.  Vandiver,  Ogallala,  has  accepted  a posi- 
tion in  the  Veterans  Administration  Hospital  at 
Phoenix,  Ariz. 

After  a period  of  18  years  practice  in  ophthalmol- 
ogy in  Omaha,  Dr.  William  H.  Stokes  has  returned 
to  Lake  City,  Mich. 

Dr.  James  D.  Bell  has  become  associated  with  the 
Bell  Clinic  at  York,  Nebr.  The  doctor  is  a son  of  Dr. 
and  Mrs.  J.  S.  Bell. 
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Dr.  Fay  Smith,  Imperial,  attended  the  Republican 
National  Convention  at  Philadelphia  in  June  as  al- 
ternate delegate  from  his  district. 

Dr.  H.  H.  Humphrey  was  given  a reception  by  the 
community  of  Daykin  in  honor  of  his  completion  of 
35  years  of  medical  practice  in  June. 

Dr.  L.  T.  Gathman  recently  released  from  the 
Army  Medical  Corps,  has  become  associated  with 
Dr.  A.  A.  Larsen  of  So.  Sioux  City,  Neb. 

Drs.  George  E.  Robertson  and  W.  J.  Nolan  of 
Omaha  attended  the  International  Conference  on 
Poliomyelitis  in  New  York  City  in  July. 

A new  associate  of  Drs.  Smith  and  Day  at  Imper- 
ial is  Dr.  Elwood  Yaw.  Dr.  Yaw  was  recently  releas- 
ed from  the  U.  S.  Navy  Medical  Corps. 

Dr.  John  D.  Pollack  recently  discharged  from  the 
Army  Medical  Corps  is  associated  with  his  father 
Dr.  F.  A.  Pollack  at  the  Campbell  Clinic  in  Norfolk. 

Dr.  Clinto  C.  Millett  of  Omaha  was  recently  dis- 
missed from  the  Methodist  Hospital  following  an  in- 
jury suffered  while  riding  horseback  near  his  home. 

A new  physician  in  Elkhorn  to  succeed  Dr.  W.  J. 
Holden  is  Dr.  John  W.  Tanner.  Dr.  Tanner  is  a 
graduate  of  Creighton  University  School  of  Medi- 
cine. 

Dr.  Frederick  Graham,  who  recently  completed  a 
residency  at  the  Mayo  Foundation  in  Rochester  has 
located  in  Belingham,  Wash.  Dr.  Graham  is  a na- 
tive of  Falls  City. 

Dr.  and  Mrs.  C.  L.  Hustead,  Falls  City,  returned 
from  a 12,000  mile  trip  in  western  Europe.  The  Doc- 
tor was  a regent  from  Nebraska  of  the  Internation- 
al College  of  Surgeons. 

Dr.  C.  R.  Hankins  spoke  on  Medical  Causes  of 
Hematuria,  and  Dr.  L.  W.  Lee  on  Surgical  Causes  of 
Hematuria  before  the  Six  County  Medical  Society  in 
Norfolk  on  July  1,  1948. 

Drs.  Floyd  Clarke,  J.  Clyde  Moore,  J.  Harry  Mur- 
phy, and  J.  M.  Thomas,  all  of  Omaha,  attended  the 
regional  meeting  of  the  American  Academy  of  Pedi- 
atrics in  Milwaukee,  Wis.,  in  June. 

Dr.  Harold  C.  Lueth,  Dean  of  the  University  of 
Nebraska  College  of  Medicine  was  elected  to  the 
Board  of  Governors  of  the  American  Heart  Associa- 
tion at  its  recent  session  in  Chicago. 

A new  full  time  pathologist  at  Clarkson  Memorial 
Hospital,  Omaha,  is  Dr.  Miles  E.  Foster,  Jr.  Dr. 
Foster  is  a graduate  of  the  University  of  Y'ashing- 
ton  University,  St.  Louis,  Mo.  in  1939. 

Dr.  George  N.  Johnson,  a graduate  of  the  Univer- 
sity of  Nebraska  in  1942,  announces  the  opening  of 
his  office  for  the  practice  of  general  surgery  at 
4803  So.  Twenty-fourth  Street,  Omaha. 

Word  was  received  recently  that  Dr.  W.  F.  Calif  as 
of  Pasadena,  Calif.,  fomierly  of  Omaha,  was  injui'ed 
in  an  automobile  collision  east  of  Opal,  Wyo.  Dr. 
Callfas,  according  to  the  report,  was  enroute  to  Tor- 
onto. 

Dr.  Paul  L.  Bames,  a member  of  the  staff  of  the 
Norfolk  State  Hospital,  was  elected  to  membership 
in  the  American  Psychiatric  Association  at  the  An- 
nual meeting  of  the  organization  in  Washington, 

D.  C. 

Dr.  P.  A.  Fuqua,  a Holdrege  product,  graduate  of 
the  University  of  Nebraska  College  of  Medicine, 


was  recently  appointed  assistant  manager  of  the 
medical  division  of  the  Hanford  Atomic  Energy 
Works,  Richland,  Wash. 

Dr.  Francis  Campos,  graduate  of  Creighton  Uni- 
versity School  of  Medicine  has  been  appointed  Path- 
ologist at  Catherine’s  Hospital,  Omaha.  Dr.  Campos 
served  his  internship  at  St.  Joseph’s,  Omaha,  and 
also  took  Resident  training  in  Pathology  at  the  In- 
stitution under  Dr.  B.  C.  Russum. 

When  the  people  of  Hemingofrd  learned  that  a 
doctor  was  willing  to  locate  in  the  community  a 
group  organized  to  find  living  quarters  and  office 
space  for  the  doctor.  When  the  physician  found  the 
office  space  inadequate,  the  group  decided  to  in- 
corporate, buy  a lot  and  build  an  office  building.  A 
community  like  this,  we  maintain,  would  be  a credit 
to  any  doctor. 


Following  is  a list  of  Nebraskans  registered  at  the 
Annual  Convention  of  the  American  Medical  Asso- 
ciation. The  list  was  taken  from  the  daily  Bulletin 
of  the  convention: 


Burdick,  Donald  E.,  David 
City 

Easley,  John  H„  Grand  Island 
Fouts,  Roy  W.,  Omaha 
McEachen,  Esther  I.,  Omaha 
Morgan,  Harold  S.,  Lincoln 
Pepper,  M.  L.,  Omaha 
Rogers,  Floyd  L.,  Lincoln 
Stark,  Lucien,  Norfolk 
Walsh,  Edmond  M„  Omaha 
Williams,  Chas.  Rollin, 
Syracuse 

Anderson,  A.  W.,  West  Point 
Anderson,  Leo,  Omaha 
Andersen,  M.  C.,  Omaha 
Amtsen,  L.  L.,  Omaha 
Best,  R.  Russell,  Omaha 
Brooks,  Earl,  Lincoln 
Carnazzo,  S.  J„  Omaha 
Catana,  Nancy,  Omaha 
Craig,  Donald  O.,  Winside 
Clarke,  Floyd  S.,  Omaha 
Cloyd,  A.  David,  Omaha 
Dieter,  Leonard  D.,  Syracuse 
Elias,  Francis,  Wymore 
Ewing,  Beni.  F„  Omaha 
Ferciot,  C.  F„  Lincoln 
Hankins,  C.  R.,  Omaha 
Hohlen,  Karl  S.  J.,  Lincoln 
Hook,  R.  L.,  Rushville 
Howard,  C.  D.,  Blair 
Hughes,  D.  O.,  Fairbury 
Margolin,  J.  Milton,  Omaha 
Margolin,  Morris,  Omaha 
McCarthy,  Joseph  D.,  Omaha 
Olney,  R.  C.,  Lincoln 
Pelikan.  Charles  C.,  Lincoln 
Reed,  E.  B.,  Lincoln 
Reese,  Sidney  O.,  Lincoln 
Sheets,  Charles  H.,  Cozad 
Sheldon,  Keith  W„  Lincoln 
Sieveys,  Rudolph  F.,  Blair 
Taborsky,  A.  F.,  Lincoln 
Warner,  Ruth  A.,  Lincoln 
Ashby,  A.  A.,  Fairmont 
Attwood,  N.  H.,  Omaha 
Anderson,  Harley  E.,  Omaha 
Bancroft,  Burton  K.,  Kearney 
Benthack,  Walter,  Wayne 
Benson,  Harry  W.,  Oakland 
Black,  Albert  S.,  Jr.,  Omaha 
Black,  Paul,  Lincoln 
Burrell,  R.  M..  Creighton 
Caul,  C.  J.,  Kearney 
Christensen,  Julius  B.,  Omaha 
Crimmins,  H.  B.,  Omaha 
Dendinger,  Will  M.,  Omaha 
Fuenning,  S.  I.,  Lincoln 
Greene,  Arthur  M.,  Omaha 


Gerald,  Herbert  F.,  Omaha 
Harris,  T.  T.,  Omaha 
Hartigan,  John  D.,  Omaha 
Hickman,  Clarence  C.,  Lincoln 
Hill,  Frederick  C.,  Omaha 
Hranac,  Charles  E.,  Cozad 
Jahr,  Herman  M.,  Omaha 
Kelly,  James  F.,  Omaha 
Kenney,  Bernard  V.,  Omaha 
Leininger,  E.  F.,  McCook 
Long,  Robert  S.,  Omaha 
Lueth,  Harold  C.,  Omaha 
Marx,  Louis  E.,  Lincoln 
McDermott,  Arnold,  Omaha 
Moon,  Louis  E.,  Omaha 
Muehlig,.  Wilbur  A.,  Omaha 
Offerman,  A.  J.,  Omaha 
Owens,  Charles  A.,  Omaha 
Pierson,  Clarence  A.,  Pender 
Riley,  Bryan  M.,  Omaha 
Rosenberg,  David  S.,  Franklin 
Rubnitz,  A.  S.,  Omaha 
Shook,  Wm.  E.,  Shubert 
Isacson,  Sven,  Omaha 
Simanek,  George  F.,  Omaha 
Thomson,  J.  E.  M.,  Lincoln 
Tyson,  Roland  W.,  Murry 
Wilson,  Donald  J.,  Omaha 
Adams,  Payson,  Omaha 
Brodkey,  Morris  H.,  Omaha 
Davis,  Herbert  H.,  Omaha 
Dowell,  D.  A.,  Omaha 
Frandsen,  Charles,  Omaha 
Fellman,  A.  C.,  Omaha 
Hartmann,  C.  N.,  Omaha 
Judd,  John  H.,  Omaha 
Kleitseh,  W.  P.,  Lincoln 
Latterell,  Kenneth  E.,  Omaha 
Lehnhoff,  Henry  J.,  Jr., 
Omaha 

McIntyre,  A.  R.,  Omaha 
Miller,  Samuel  D.,  Lincoln 
Moon,  Chas.  F.,  Omaha 
Simonds,  Francis  L.,  Omaha 
Bennett,  Arthur  A.,  Roundup 
Hunt,  Howard  B.,  Omaha 
Kempf,  Terence  A.,  Omaha 
Niehaus,  F.  W.,  Omaha 
Schenken,  I.  R.,  Omaha 
MacQuiddy,  E.  L.,  Omaha 
McLaughlin,  Charles  W.,  Jr., 
Omaha 

Stapleton,  H.  B.,  Hickman 
Whitcomb,  Glenn  D.,  Omaha 
Wolters,  Simon  L.,  Lincoln 
McGowan,  Patrick  H., 
Columbus 

Petty,  W.  S.,  Lincoln 
Simmons,  Eugene  F.,  Omaha 


BOOKS  RECEIVED 

The  Healthy  Hunzas  by  J.  I.  Rodale,  Editor  of 
Organic  Gardening.  263  pages,  illustrated.  Rodale 
Press,  Emmaus,  Pennsylvania.  Publication  date, 
June  15,  1948. 
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SEAT  NEXT  TO  DRIVER  MOST  DANGEROUS 

Automobile  passengers  occupying  the  front  seat 
next  to  the  driver  are  in  the  most  dangerous  posi- 
tion in  the  car,  according  to  a Detroit  plastic  sur- 
geon writing  in  the  May  22  issue  of  The  Journal 
of  the  American  Medical  Association. 

In  his  report,  Claire  L.  Straith,  M.D.,  chief  of 
the  Plastic  Surgery  Division,  Harper  Hospital,  De- 
troit, says: 

“Drivers  occupy  the  safest  seat  in  the  car;  pro- 
tected by  the  steering  wheel,  they  escape  injury  in 
many  severe  accidents.  ‘Guest  passengers’  in  the 
front  seat  beside  the  driver  are,  on  the  contrary, 
in  the  most  dangerous  seat  in  the  car  because  of 
their  unprotected  position  in  case  of  sudden  stops.” 

According  to  the  article,  occupants  of  the  “death 
seat”  beside  the  driver  are  injured  at  the  rate  of 
about  three  to  one,  as  compared  to  the  driver.  In 
a study  of  50  consecutive  patients  with  facial  in- 
juries from  automobile  acidents.  Dr.  Straith  discov- 
ered that  about  70  per  cent  were  young  women  and 
girls  who  had  been  riding  in  the  front  seat  next  to 
the  driver. 

Substantiating  his  “death  seat”  theory,  the  De- 
troit surgeon  cites  figures  secured  from  the  De- 
troit police  department,  showing  that  in  219  acci- 
dents involving  multiple  occupants,  260  passengers 
but  no  drivers  were  injured. 

According  to  the  article,  the  Detroit  study  showed 
that  more  than  half  of  those  front  seat  passengers 
involved  in  auto  accidents  sustained  injuries  of  the 
head,  including  facial  cuts  and  damage  to  the  teeth, 
chin,  nose,  cheeks,  ears,  forehead  and  skull. 

Among  the  remedies  suggested  by  the  writer  to 
reduce  the  “death  seat”  danger  are  removal  of  all 
knobs,  cranks,  drop  down  ash  trays  and  sharp  ledges 
from  the  dash  board  and  the  use  of  rubber  padding 
on  the  dash  in  front  of  the  guest  passenger. 


SCHERING  SPONSORS  SCIENTIFIC  FILM 

The  first  of  a series  of  scientific  motion  picture 
films  on  various  phases  of  endocrinology  was  re- 
cently reelased  by  Schering  Corporation  of  Bloom- 
field, N.  J.  The  subject  of  the  Schering  film  is, 
“The  Physiology  of  Normal  Menstruation.”  Com- 
pletely animated  in  color  and  available  with  or  with- 
out sound,  the  film  presents  the  currently  held 
theories  concerning  the  phenomenon  of  menstrua- 
tion. 

The  script  of  “The  Physiology  of  Normal  Men- 
struation” was  written  by  Dr.  Somers  Sturgis,  As- 
sociate Surgeon  at  the  Massachusetts  General  Hos- 
pital and  Chief  of  the  Vincent  Memorial  Hospital 
Laboratory;  and  Dr.  John  Rock,  Clinical  Profes- 
sor of  gynecology  at  Harvard  Medical  School  and 
Director  of  Fertility,  Endocrine  and  Rhythm  Clinics 
at  the  Free  Hospital  for  Women,  Brookline,  Massa- 
chusetts. The  technical  advice  and  guidance  of 
many  other  well  known  endocrinologists  were  ob- 
tained on  many  aspects  of  the  script.  The  film  was 
produced  by  Sturgis-Grant  Productions  with  the 
sound  narration  by  Mr.  Eugene  O’Neil,  Jr.,  of 
Princeton  University. 

A preview  of  the  film  before  the  Endocrine  So- 
ciety of  Philadelphia  brought  high  acclaim  for  the 
excellent  manner  in  which  the  film  clarified  the 


subject.  Under  the  personal  supervision  of  Drs. 
Rock  and  Sturgis,  “The  Physiology  of  Normal  Men- 
struation” was  shown  at  the  American  Medical  Con- 
vention in  Chicago. 

The  film  was  produced  by  Schering  for  medical 
schools  and  various  medical  societies.  It  may  be 
obtained  free  of  charge  for  showing  before  inter- 
ested groups  by  writing  to  the  Medical  Service 
Department  of  Schering  at  Bloomfield,  New  Jersey. 


STATE  MEDICINE  FOR  BRITAIN 

Britain’s  “cradle  to  the  gave”  social  security  plan 
went  into  effect  this  week,  six  years  after  its  base 
was  laid  in  the  Beveridge  report  made  for  the 
Churchill  government.  It  was  created  by  five  .acts 
of  parliament,  dealing  with  national  insurance,  in- 
dustrial injuries,  national  health  service,  care  of 
children,  and  assistance  for  those  unable  to  earn  a 
living. 

That  all  sounds  reasonable  enough.  What  will 
startle  Americans,  who  have  been  thinking  spas- 
modically of  some  such  plan  for  years,  is  that  every 
Englishman  now  commands  a doctor’s  service  with- 
out cost  to  him.  He  may  still  choose  his  own  doc- 
tor, says  the  British  information  service,  but  the 
government  pays  the  fees.  In  a word,  all  tax  pay- 
ers, sick  or  well,  pay  for  all  medical  care.  Nobody 
would  actually  expect  people  to  run  to  the  doctor 
oftener  just  because  they  will  have  to  pay  him  .any- 
way. Like  all  such  plans,  this  is  expected  to  help 
the  great  middle  class,  who  have  always  paid  while 
the  very  poor  got  free  care  and  the  rich  (a  vanish- 
ing species  in  Britain)  were  charged  high  fees  to 
make  up  for  the  charity  practice. 

Doctors  are  free  to  join  the  plan  or  not,  but 
henceforth  every  newly  fledged  doctor  will  be  re- 
quired to  give  it  at  least  three  years’  service.  The 
hard  deal  for  the  doctors  is  that  they  aren’t  free  to 
move  around  the  country  but  must  locate  where  a 
central  committee  directs.  This  won’t  be  so  tough 
on  an  American,  due  to  the  difference  in  their  tra- 
ditions. 

The  national  health  service  is  a sharp  departure, 
a pioneering  venture  that  the  rest  of  the  world 
will  watch  with  interest.  — From  Lincoln  State 
Journal. 


BOOKS  RECEIVED 

Clinical  Laboratory  Methods  and  Diagnosis,  Vol- 
ume III,  Parasitology  and  Tropical  Medicine,  by 
R.  B.  H.  Grawohl,  M.D.,  D.Sc.,  F.R.S.T.M.&H. 
(London),  (with  same  biography  as  above),  and  Dr. 
Pedro  Kouri,  Director,  Institute  of  Tropical  Medi- 
cine; Professor  of  Parasitology  and  Tropical  Medi- 
cine; Vice-Dean  of  the  Faculty  of  Medicine,  Havana 
University;  Director  of  Laboratories  Kuba,  Havana, 
Cuba.  Fourth  Edition,  864  pages  including  index, 
with  text  illustrations  and  color  plates.  The  C.  V. 
Mosby  Company,  St.  Louis,  1948.  Three  Volumes 
$40.00. 
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WINTHROP-STEARNS  TO  MARKET  CARTOSE 

Winthrop- Stearns,  Inc.,  pharmaceutical  manu- 
facturers, entered  the  infant  food  preparation  field 
recently  as  it  began  to  market  Cartose,  a refined 
carbohydrate.  This  product  was  originally  intro- 
duced by  H.  W.  Kinney  & Sons,  Inc.,  of  Colum- 
bus, Ind. 

In  announcing  this  addition  to  the  Winthrop- 
Stearns  line.  Dr.  Theodore  G.  Klumpp,  president, 
emphasized  that  the  company  is  already  well  repre- 
sented in  the  field  of  infant  medicines  through  such 
products  as  Vitamins,  Drisdol,  Betaxin  and  Can- 
taxin. 

For  many  years  a leader  in  its  specialized  field, 
Cartose  is  a fluid  mixture  of  dextrins-maltose-dex- 
trose  which  is  obtained  by  the  hydrolysis  of  corn- 
starch. It  is  described  in  company  literature  as 
being  “readily  incorporated  in  baby  feeding  formu- 
las, made  either  of  cow’s  or  evaporated  milk.”  Car- 
tose is  accepted  by  the  Council  on  Foods  and  Nu- 
trition of  the  American  Medical  Association. 

Cartose  is  sold  through  retail  drug  stores,  large- 
ly on  prescription  by  physicians.  Winthrop-Stearns 
will  distribute  the  product  in  pint  glass  containers. 
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Call  us  regarding  your  farm  management  problems  or  for  a good 
land  investment. 


POSSIBLE  SOURCES  OF  POLIO 

Attempts  to  isolate  the  poliomyelitis  virus  from 
various  extra-human  sources  in  epidemic  areas 
formed  the  basis  of  an  intensive  study  of  15,300 
individual  living  specimens  by  three  Michigan  in- 
vestigators, who  report  their  results  in  a recent 
issue  of  The  Journal  of  the  American  Medical  As- 
sociation. 

The  investigators,  all  from  the  Department  of 
Epidemiology  and  Virus  Laboratory,  School  of  Pub- 
lic Health,  University  of  Michigan,  are  Thomas 
Francis,  Jr.,  M.D.;  Gordon  C.  Brown,  Sc.D.,  and 
Lawrence  R.  Penner,  Ph.D.  Their  investigation  was 
aided  by  a grant  from  the  National  Foundation  for 
Infantile  Paralysis. 

According  to  the  report,  “the  best  evidence  of 
the  transmission  of  poliomyelitis  at  the  present 
time  supports  a person  to  person  transfer.” 

However,  the  authors  caution,  “one  may  not  for- 
get that  the  evidence  was  arrived  at  through  process 
of  elimination  rather  than  by  scientifically  approved 
experiments.” 

Stating  that  outbreaks  of  the  disease  are  corre- 
lated with  seasonal  influences  such  as  temperature, 
rainfall  and  the  prevalence  of  animals  and  insects, 
the  authors  add  that  “it  is  difficult,  if  not  impos- 
sible, in  determining  the  transmission  of  poliomy- 
elitis, to  rule  out  extra-human  factors  completely.” 

Their  five-year  study,  in  attempting  to  evaluate 
possible  sources  of  the  poliomyelitis  virus,  repre- 
sents attempts  to  isolate  the  virus  from  various 
materials,  research  into  serums  in  the  hope  of 


detecting  antibodies  for  the  virus  in  animals,  and 
laboratory  experiments  with  insects. 

The  specimens  tested  included  33  wild  mice,  112 
wild  rats,  three  muskrats,  four  cats,  one  horse, 
chickens,  hogs,  and  43  pools  of  insects,  38  of  which 
were  flies.  In  addition,  24  samples  of  sewage,  two 
of  sludge,  one  of  soil,  10  of  water  and  three  of  milk 
were  examined. 

These  specimens  were  collected  during  polio- 
myelitis epidemics  and  usually  from  areas  near 
the  patients  afflicted  with  the  disease. 

Forty-six  wild  rats  from  epidemic  areas  of  Buf- 
falo and  Detroit,  after  being  examined  to  determine 
if  they  harbored  the  polio  virus,  were  then  tested 
for  neutralizing  antibodies.  The  serum  of  only 
one  of  these  rats  showed  such  a virus  neutralizing 
capacity. 

A mouse-paralyzing  agent,  which  has  not  yet 
been  identified,  was  isolated  from  a pool  of  wild 
rats  caught  in  Fort  Worth,  Texas. 

Speaking  of  the  attempts  to  isolate  the  actual 
poliomyelitis  virus  in  extra-human  sources,  the 
vestigators  state  that  “the  possibility  that  some  in- 
sect plays  a role  in  the  transmission  of  poliomyeli- 
tis remains  the  most  likely  of  all,  the  extra-human 
prospects.” 

Of  all  the  specimens  tested,  they  state,  only  one 
— a genus  of  fly  called  Sarcopaga,  taken  from 
rural  Tennessee — was  shown  to  convey  the  polio- 
myelitis virus.  In  all  other  attempts  to  isolate  the 
virus,  the  article  said,  the  results  were  negative. 
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EDITORIAL 


THE  POLIO  PANIC 

In  the  United  States  each  year  sees  in- 
creased anxiety  over  poliomyelitis.  No  one 
can  argue  sensibly  that  there  has  not  been 
a great  increase  in  the  number  of  cases  of 
acute  anterior  poliomyelitis  reported. 
WTiether  this  reported  increase  indicates  an 
actual  numerical  increase  over  cases  in  pre- 
vious years,  or  whether  it  is  due  to  a better 
understanding  and  improved  facilities  for 
diagnoses  is  anyone’s  guess.  The  fact  is, 
with  the  coming  of  summer  for  the  past  few 
years,  parents  in  practically  every  commun- 
ity express  unconcealed  worry  and  fear  over 
prospects  of  the  family  being  struck  down 
by  polio.  In  many  instances  children  are 
kept  sheltered  to  the  point  of  inactivity  lest 
they  be  exposed  to  poho  and  suffer  the  con- 
sequences. 

This  Journal  has  always  believed  in  the 
practicability  and  necessity  of  public  educa- 
tion in  matters  of  health.  From  this  path 
we  do  not  deviate.  We  maintain  that  it  is 
our  duty  to  keep  the  public  informed  on 
sound  principles  of  health  and  on  the  im- 
portance of  good  medical  care  for  them- 
selves and  their  families.  When  however, 
the  situation  becomes  so  confusing  that 
many  of  our  citizens  go  around  with  the  feel- 
ing that  the  axe  is  going  to  fall  and  in  their 
fear  and  confusion  keep  themselves  and  their 
children  miserable,  there  is  something  wrong 
somewhere.  Many  more  children  are  crip- 
pled or  killed  as  a result  of  avoidable  acci- 
dents, than  of  acute  poliomyelitis.  However, 
no  pai’ent  would  think  of  keeping  a young- 
ster confined  to  the  house  or  to  his  imme- 
diate neighborhood  for  fear  of  having  him 


crippled  or  killed.  Yet  that  is  exactly  what 
is  taking  place  now  in  many  homes  as  a re- 
sult of  the  “polio”  obsession. 

As  we  see  it,  the  most  significant  factor 
in  this  alarm  is  the  diligent  publicity  which 
accompanies  each  newly  reported  case  on  a 
local  level,  and  the  undeserved  importance 
attached  to  the  disease  on  the  national  plane. 
It  appears  as  though  metropolitan  daily 
newspapers  are  suffering  from  local  news 
hunger.  That  is  the  only  way  one  can  ex- 
plain the  eagerness  of  the  reporters  in  their 
quest  for  specific  items  regarding  polio.  In 
one  metropolitan  city  in  this  state  a news- 
paper calls  the  hospital  twice  daily,  not  only 
for  the  number  of  cases  cared  for,  but  also 
for  the  number  of  “critical  cases”  on  hand. 

It  seems  to  us  that  something  should  be 
done  about  a situation  which  at  best  keeps 
the  populace  unnecessarily  agitated,  and  at 
worst  makes  neurotics  out  of  parents,  and 
their  children.  Whenever  a physician  sends 
a patient  to  a hospital  on  suspicion  that  the 
symptoms  may  be  a fore-runner  of  polio- 
myelitis, once  that  child  enters  the  “polio” 
ward  he  must  remain  there  for  two  weeks. 
This  system  seems  archaic.  It  increases  not 
only  the  costs  to  the  family  but  also  the 
statistical  figures  unnecessarily,  because 
many  of  these  cases  turn  out  to  be  no  polio- 
myelitis at  all.  Yet  they  are  publicized  as 
polio. 

We  believe  it  is  high  time  for  the  Nebras- 
ka State  Medical  Association,  through  one  of 
its  committees,  or  if  necessary,  through  a 
temporarily  appointed  committee  to  study 
the  problem  and  bring  in  recommendations 
to  the  Health  Department.  We  feel  confi- 
dent that  Dr.  Petty  would  welcome  such 
recommendations  as  this  committee  may 
make. 

The  perennial  polio  panic,  so  far  as  we  can 
see,  is  wholly  unnecessary  and  unjustified. 
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MAKE  PLANS  NOW  TO  ATTEND  THE 
MID-WEST  NEXT  MONTH 

It  is  again  our  privilege  to  call  attention 
to  the  Omaha  Mid- West  Assembly  to  be  held 
in  Omaha  the  last  week  in  October.  Any- 
thing we  can  say  on  these  pages  in  behalf 
of  the  Mid-West  would  be  equivalent  to 
gilding  the  lilly.  This  organization  has  for 
so  many  years  contributed  to  the  culture  and 
education  of  the  medical  profession  of  this 
state  that  it  is  hardly  necessary  for  us  to  do 
more  than  publish  the  program.  The  con- 
stantly increasing  attendance  each  year 
speaks  best  for  the  Mid- West.  However,  we 
would  be  passing  up  both  a duty  and  a 
pleasure  if  we  failed  to  express  our  appre- 
ciation for  the  service  the  Society  has  been 
rendering,  and  the  hope  that  it  will  continue 
in  that  capacity  for  many  years  to  come. 

According  to  the  officers  of  the  Omaha 
Mid-West  Clinical  Society,  this  year  prom- 
ises to  be  a record  year  in  view  of  the  fact 
that  aside  from  the  imposing  guest  list  the 
program  appears  most  attractive.  We  have 
always  admired  the  attitude  of  the  officers 
of  the  Mid- West  in  never  being  satisfied 
with  good  results  but  always  looking  for 
better. 

Thus  the  coming  session  takes  full  advant- 
age of  the  old  established  system  and  in  ad- 
dition offers  innovations  which  in  our  esti- 
mation should  afford  anyone  a most  profit- 
able week  of  post-graduate  study. 

We  suggest  that  those  planning  to  attend 
the  sessions  make  their  reservations  now 
since  hotel  space  is  still  at  a premium. 


YOUR  FOUNDATION 

Have  you  sent  your  check  to  the  Nebraska 
Medical  Foundation?  The  officers  report 
pi  ogress  in  their  efforts  to  accumulate  funds 
to  carry  on  the  work  of  the  Foundation.  As 
we  go  to  press  a substantial  donation  is  re- 
ported by  one  of  the  Nebraska  pharmaceuti- 
cal houses.  A full  account  of  it  will  be  pub- 
lished in  the  next  issue  of  the  Journal.  Dr. 
Harold  Morgan,  the  President,  writes  that 
he  is  satisfied  with  the  reaction  of  the  doc- 
tors to  the  Foundation,  and  that  many  of 
them  have  sent  their  checks.  If  you  have 
not  yet  done  so,  please  submit  your  con- 
tributions to  Dr.  Morgan  now. 


A.  M.  A.  GROUP  TO  VISIT  TOKYO 

At  the  invitation  of  General  McArthur,  five 
officers  of  the  American  Medical  Association 
left  Sunday,  August  1,  for  Tokyo  where  they  will 
confer  with  a group  of  medical  consultants  on  vari- 
ous phases  of  the  proposed  Japanese  Social  Secur- 
ity System,  including  sickness  insurance. 

The  A.  M.  A.  group  will  consist  of  President 
R.  L.  Sensenich  of  South  Bend,  Ind.;  President- 
Elect  Ernest  E.  Irons,  Chicago;  Dr.  Elmer  L.  Hen- 
derson, Louisville,  Ky.,  chairman  of  the  Board  of 
Trustees;  and  Dr.  E.  J.  McCormick,  Toledo,  Ohio, 
and  Dr.  John  H.  Fitzgibbon,  Portland,  Oregon, 
members  of  the  Board  of  Trustees.  The  party  de- 
parted in  an  Army  plane,  taking  off  from  Fairfield 
airport  near  San  Francisco. 

Upon  their  arrival,  the  American  delegation  will 
confer  with  Brig.  Gen,  Crawford  W.  Sams,  chief 
of  the  medical  branch  of  the  Civil  Affairs  Di- 
vision in  Tokyo. 


PENCILLIN  NAMES  BAFFLING 

Trade  names  for  penicillin  are  becoming  so  nu- 
merous and  so  confusing  that  even  physicians  can- 
not keep  up  with  the  terminology,  according  to  an 
editorial  in  the  July  17  issue  of  The  Journal  of  the 
American  Medical  Association. 

Doctors  have  to  contend  with  such  titles  as  Buf- 
fecillin,  Duracillin,  Poultrycillin,  Dairycillin,  Den- 
ticillin,  Pen-Troche,  and  P.  O.  B.,  the  editorial  says. 

The  Journal  protested  editorially  in  1946  against 
the  multiple  names  for  the  product.  “Now  comes 
procaine  penicillin  with  a variety  of  titles  that  fail 
to  indicate  the  nature  of  the  product  and  a number 
of  other  penicillins  named  with  relation  to  the 
section  of  the  body  at  which  they  are  aimed.” 

The  editorial,  entitled  “More  Silly  Names  for 
Penicillin  Products,”  follows  in  part: 

“To  select  a rose  from  such  a garden  would  re- 
quire a botanist  with  more  basic  knowledge  of  the 
naming  of  plants  than  most  physicians  possess. 
Perhaps  the  next  step  will  be  numbers  to  cor- 
respond with  certain  entrances  or  exits  of  the  hu- 
man body;  we  may  be  talking  about  ’cillin  No.  1' 
for  the  front  and  ’cillin  No.  2’  for  the  rear. 

“In  a previous  editorial  attention  was  called  to 
the  combination  of  the  manufacturer’s  name  with 
‘cillin’.  Since  there  were  almost  30  manufacturers, 
that  offered  almost  30  possibilities.  Now  the  em- 
phasis seems  to  be  inclining  toward  the  port  of 
entry  plus  ‘cillin’. 

“The  Council  on  Pharmacy  and  Chemistry  in 
recent  years  has  tried  to  be  more  than  reasonable 
about  the  acceptance  of  fanciful  names  for  widely 
used  products  of  varying  manufacture.  Even  the 
patience  of  the  proverbial  Job  would  be  tried  by 
contemplation  of  a list  such  as  is  here  cited. 

“In  the  previous  editorial  the  editor  offered  8 
to  5 that  doctors  would  not  guess  the  nature  of 
a product  called  ‘Penioral.’  The  odds  are  improv- 
ing. We  now  offer  5 to  1 on  ‘P.  0.  B.’  ” 


The  Opsonocytophagic  Test  in  Brucellosis 

GRACE  LOVELAND,  M.D. 

Lincoln,  Nebr. 


The  opsonocytophagic  tests  here  reported 
were  undertaken  for  the  purpose  of  the  la- 
boratory diagnosis  of  brucellosis  and  to  es- 
tablish, if  possible,  the  status  of  individuals 
toward  brucella.  Agglutinations  for  brucel- 
losis were  done  with  each  test  and  the  tests 
repeated  after  positive  skin  tests.  Some  of 
the  tests  were  done  during  vaccine,  brucellin 
and  other  therapy  in  an  effort  to  demon- 
strate immunity.  The  object  of  this  paper 
is  to  evaluate  the  usefulness  of  the  test. 

Huddleson  stated  that  “the  neutrophilic 
leucocytes  in  whole  blood  from  human  beings, 
who  had  recovered  from  brucellosis,  phago- 
cytized  Brucella  cells  in  large  numbers  in  a 
proper  phagocytic  system.  It  was  also  ob- 
served that  leucocytes  in  whole  blood  from 
actively  infected  cases  showed  a lower  degree 
of  phagocytic  activity  than  leucocytes  in  the 
blood  of  individuals  after  recovery  and  that 
the  blood  of  those  who  had  no  past  or  pres- 
ent history  of  infection  showed  little  or  no 
phagocytosis 

Other  investigators  have  reported  on  the 
use  of  opsonocytophagic  tests.  Wise  con- 
cluded that  “the  Brucella  Opsonocytophagic 
index  has  its  greatest  usefulness  indicating 
contact  with  Brucella  organisms,  and  of  the 
usual  laboratory  tests,  is  the  single  most  use- 
ful test  for  survey  work  (2).” 

Menefee  and  Poston  used  the  test  as  a 
measure  of  antibody  content  of  the  serum. 
They  concluded  that  “In  survey  work,  a bet- 
ter immunologic  picture  is  obtained  by  meas- 
uring the  antibodies  at  the  height  of  the 
antibody  response  to  brucellergen.”  They 
found  that  the  injection  of  brucellergen 
causes  a rise  in  patients’  agglutinins  and  cir- 
culating antibodies  that  reaches  a peak  near 
the  end  of  the  third  week(^>. 

Briefly  the  test  consists  of  mixing  citrated 
blood  of  a suspected  patient  with  a freshly 
prepared  suspension  of  Brucella  organisms. 
A film  of  the  blood-Brucella  mixture  is 
stained  with  Hasting’s  stain  and  the  number 
of  Brucella  in  each  of  25  polymorphonuclear 
is  counted.  Each  cell  is  recorded  as: 

Negative,  when  no  phagocytosis  occurs. 

Slight,  when  from  one  to  20  bacteria  are 
found  in  the  cell. 

Moderate,  when  from  21  to  40  bacteria  are 
found  in  the  cell. 


Marked,  when  the  number  of  bacteria  in 
the  cell  is  above  40. 

These  data  are  interpreted  by  Huddleson 
to  distinguish  susceptible,  ?infected,  infected 
and  immune  patients  according  to  the  table. 
It  is  obvious  that  agglutination  and  skin  test 
must  be  known  for  interpretation: 

TABLE  I 

Agglutina-  Allergic  Opsonocytophagic  Status  to 
tion  Test  Skin  Test  Power  of  Blood  Brucella 


— 

— 

0 to  20% 

of  cells,  slight  Susceptible 

— 

+ 

0 to  40% 

of  cells,  marked  Infected  ? 

+ 

-f 

0 to  40% 

of  cells,  marked  Infected 

— 

+ 

60  to  100% 

of  cells,  marked  Immune 

+ 

+ 

60  to  100% 

of  cells,  marked  Immune 

The  test  was  carried  out  by  the  Nebraska 
State  Health  Department  laboratory  on 
freshly  drawn  blood  transported  to  the  la- 
boratory within  2 hours.  The  cultures  used 
were  an  army  strain.  The  slides  so  prepared 
were  examined  by  bacteriologists  at  the 
State  laboratory,  by  another  trained  techni- 
cian and  by  the  author.  A card  was  made  for 
each  test  to  facilitate  the  study  with  the 
name  of  the  patient,  the  group  or  doctor, 
the  date  and  results  of  the  test,  the  agglutin- 
ation, skin  tests  and  culture  closest  in  point 
of  time  to  that  particular  opsonocytophagic 
test  and  finally  the  probable  status.  Blue 
cards  were  used  for  susceptible  cases,  yellow 
for  immune,  orange  for  infected  and  ?infect- 
ed  and  white  for  status  unknown  or  informa- 
tion incomplete. 

Only  one  patient  had  bacteriologically 
proven  brucellosis  and  his  test  card  appears 
so: 

TABLE  II 

W.J.  Veterans  Hospital 


No 

SI 

Mod 

Marked 

5-20-47  0 

0 

80 

20 

SL 

0 

40 

56 

4 

GL 

0 

92 

8 

0 

ME 

Skin  Test:  Not 

done 

Titre : 

Positive 

1/2400 

Probable  Status: 

: Infected 

Blood 

Cultures: 

3- 29-47  Positive  for 

4- 1-47  Bnicella  Suis 

4-4-47 

A total  of  212  tests  were  done.  There  were 
two  groups  of  individuals  tested;  Nebraska 
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Wesleyan  students  with  positive  skin  tests, 
reported  elsewhere ; and  sanatorium  cases. 
The  remainder  of  the  tests  were  carried  out 
in  small  g’roups  of  more  or  less  unselected 
patients.  When  each  test  was  examined 
critically  to  determine  the  probable  status, 
the  tests  were  found  to  occur  as  in  table: 

TABLE  III 


Susceptible 29 

Infected 12 

? Infected 55 

Immune 20 

Status  Unknown 96 

No  Skin  Test 69 

+ op  — Skin  and  Titre 27 


TOTAL 212 


Twenty-nine  were  susceptible,  twelve  in- 
fected, fifty-five  ?infected,  twenty  immune. 
Thirteen  of  the  twenty  immune  were  Wes- 
leyan students.  Ninety-six  (almost  half  of 
the  total  number  done)  did  not  fit  into  any 
of  these  classifications.  Of  these  sixty-nine 
had  no  skin  test  done  and  twenty-seven  had 
negative  skin  tests  and  agglutinations,  but 
showed  significant  phagocytosis. 

The  Sanatorium  cases  represent  the  most 
satisfactorily  examined  group.  Twenty  per- 
sons were  given  agglutination  and  opsono- 
cytophagic tests  before  skin  testing.  The 
blood  of  the  six  individuals  with  positive  skin 
tests  was  re-examined  three  weeks  later.  Par- 
ticularly confusing  cases  had  three  opsono- 
cytophagic tests  each.  The  results  of  these 


tests  are  shown  in  table  IV : 

TABLE  IV 

Op. 

Tests 

No.  of  Pts. 

Susceptible 

12 

9 

? Infected 

11 

4 

Infected 

2 

2 

Immune 

1 

Not  classified  . 
No  skin  tests 

5 

2 

5 

-|-  Op.  — skin  tests — Titre 

3 

Total  tests. 

31 

on 

20 

Nine  of  these  persons  were  susceptible, 
having  negative  agglutination  and  negative 
skin  tests  and  no  phagocytosis.  Only  two 
were  infected,  developing  1/160,  1/80  titers 
following  the  skin  tests  and  less  than  40% 
marked  phagocytosis.  One  of  the  ?infected 
cases  developed  marked  phagocytosis  at  the 
time  of  the  second  examination,  accounting 
for  the  one  immune  test  reported.  Five  of 
these  twenty  persons  were  not  classified,  two 
because  skin  tests  were  not  done  or  not  re- 
corded, and  three  because  they  showed  mod- 
erate to  marked  phagocytosis  with  negative 


skin  tests  and  persistently  negative  agglu- 
tinations. 

Cases  under  treatment  were  also  examined. 
Two  out  of  three,  showed  increase  in  phago- 
cytosis which  seemed  to  correspond  with 
clinical  improvement. 

T.  C.  an  18  month  old  infant  who  had  contracted 
undulant  fever  4 months  previously  and  had  been  on 
vaccine  therapy  was  hospitalized  for  examination 
and  supportive  treatment.  During  the  three  weeks 
in  the  hospital  he  became  afebrile  and  gained  two 
pounds.  While  his  agglutination  here  was  always 
negative,  the  opsonocytophagic  test  showed  progres- 


immunity,  see 

table  V. 

TABLE 

V 

T.C. 

No 

SI 

Mod 

Marked 

8-29-45  SL  _ 

0 

80 

20 

0 

MF 

0 

80 

16 

4 

9-12-45  SL 

0 

10 

30 

60 

MF 

0 

4 

12 

84 

Skin  Test:  Pos.  June,  1945 

Titre:  Neg.  (Pos.  1/320,  July  18,  1945) 

Probable  Status:  Infected 

Blood  Culture:  November  10,  1945  Neg. 


Another  patient  whose  agglutination  remained 
positive  1/320,  showed  increased  phagocytosis,  see 


table  VI. 
K.E. 

TABLE 

No 

VI 

SI 

Mod 

Marked 

12-20-45  SL. 

32 

0 

68 

0 

MF. 

8 

88 

4 

2 

5-23-46  SL. 

8 

48 

44 

MF. 

0 

44 

52 

4 

Skin  Test: 

Not  done 

Titre:  1/320 

Probable  Status:  Infected 

Blood  Culture:  January  10,  1946,  Negative. 


This  illustrates  the  difference  in  reporting  the 
same  slide  by  two  observers,  SL  and  MF. 

The  third  case,  an  eight  year  old  girl  with  left 
hip  “osteochondritis”  has  had  the  most  tests  and 
the  results  have  been  most  confusing.  On  her  first 
admission,  skin  tests  for  tuberculosis  were  negative, 
but  the  skin  test  for  brucellosis  was  positive  on 
December  3,  1944.  The  agglutination  was  negative 
and  phagocytosis  was  slight  January  8,  1945  and 
her  status  was  ?infected.  She  was  treated  with 
cast  and  Brucellin  given  as  recommended  by  Huddle- 
son  O).  She  developed  febrile  reactions  (to  103.2) 
following  injections.  On  her  second  admission  in 
April  1945,  the  agglutination  was  still  negative  and 
the  phagocytosis  slight.  She  had  a low  grade  fever 
and  was  treated  this  time  with  sulfathiazole.  On 
November  6,  1945  she  had  a 1/160  agglutination  and 
November  17,  1945  a 1/40  agglutination  and  slight 
to  moderate  phagocytosis.  On  the  theory  that  this 
was  re-infection  from  her  farm  home  environment, 
removal  therefrom  was  advised.  She  was  taken  to 
California  and  came  under  the  care  of  Dr.  Henry  M. 
Benning(4)  who  gives  Brucellin  in  smaller  doses 
and  with  the  anticipation  that  a negative  skin  test 
will  follow  successful  treatment.  When  she  re- 
turned to  Nebraska  in  March  1946,  her  agglutination 
was  negative  and  the  phagocytosis  unchanged.  It 
was  decided  to  skin  test  her  again  May  18,  1946  and 
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this  test  was  a strong  positive.  Another  course  of 
Brucellin  was  given  May  18  to  June  13  and  in  De- 
cember 1946,  the  agglutination  was  negative  and 
phagocytosis  unchanged.  A fourth  course  of  brucel- 
lin, this  time  diluted  1:10  was  given  January  2nd  to 
March  8th,  1947,  followed  by  four  months  rest  and 
on  July  1,  1947  she  had  a positive  agglutination  1/80 
and  slight  phagocytosis. 

COMMENT 

In  evaluating  the  test  it  seems  important 
to  re-examine  the  theories  behind  it.  Fore- 
most is  the  matter  of  immunity  in  brucello- 
sis. Immunity  has  been  defined  by  Rivers 
(1940)  as  quoted  by  Huddleson<^)  “Active 
immunity  is  a state  of  resistence  to  infection 
engendered  by  a normal  spontaneous  attack 
of  an  infectious  disease,  by  the  experimental 
or  intentional  production  of  the  disease  or  a 
modified  form  of  it,  or  by  the  injection  of 
vaccines.”  Thus  the  only  sure  indicator  of 
active  immunity  to  brucellosis  is  resistence 
to  infection. 

Bacteriologists  have  developed  methods  of 
measuring  immune  bodies  (circulating  anti- 
bodies in  the  blood),  both  agglutinins  and 
opsonins.  Agglutinins  are  responsible  for  the 
Widal  test  for  typhoid  and  for  similar  tests 
for  tularemia  and  brucellosis.  They  appear 
in  the  blood  from  8 days  to  six  weeks  after 
the  onset  of  illness  and  may  persist  long  af- 
ter the  symptoms  have  disappeared.  Op- 
sonins (from  the  Greek,  to  prepare  food  for) 
are  substances  in  the  plasma  which  enable 
the  leukocytes  to  phagocytose.  Metchnikoff 
who  originally  studied  phagocytosis  believed 
it  was  the  property  of  the  leukocytes  them- 
selves. Later  investigators  demonstrated 
that  it  does  not  take  place  without  these  sub- 
stances in  the  plasma  called  opsonins. 

The  opsonocytophagic  tests  have  been  used 
and  discarded  in  the  study  of  typhoid  fever 
and  tuberculosis.  More  recently  they  have 
been  used  in  streptoccal  infections,  cholera 
and  most  extensively  in  the  study  of  brucello- 
sis. There  are  numerous  technical  difficul- 
ties. The  blood  must  be  freshly  drawn  and 
the  test  set  up  within  two  hours  at  room 
temperature,  or  within  six  hours  if  the  blood 
is  refrigerated.  The  percentage  of  citrate 
in  the  blood  samples  must  be  exact.  The  cul- 
tures must  be  of  suitable  virulent  organisms. 
Fresh  cultures  were  planted  48  hours  in  ad- 
vance of  each  gi'oup  of  tests.  Numerous 
cases  of  brucella  infection  among  laboratory 
workers  have  been  reported.  After  the  slides 
are  prepared  and  stained  they  are  difficult 
of  intei^pretation.  The  phagocytosed  bacilli 
are  not  easily  counted. 


The  difficulties  of  interpretation  here  il- 
lustrated have  been  encountered  by  others. 
Wise  wrote  “The  effect  of  previous  injection 
of  brucellergen,  brucellin,  or  brucella  vac- 
cines upon  the  opsonophagocytic  index,  as 
well  as  upon  the  agglutination  reaction,  is 
well  known.  ...  In  no  way  is  the  opsono- 
cytophagic test  diagnostic  of  active  brucella 

infection”  ^2)^ 

Menefee  and  Poston include  among 
their  conclusions:  “Any  febrile  reaction  will 
cause  an  increase  of  circulating  antibodies. 
Negative  skin  tests,  agglutinins  and  opsono- 
cytophagic reaction  do  not  rule  out  the  pos- 
sibility of  Brucella  infection.  Positive  skin 
tests,  low  agglutinins  and  a moderate  opsono- 
cytophagic reaction,  even  when  accompanied 
by  suggestive  signs  and  symptoms,  do  not 
prove  the  diagnosis  of  brucellosis.” 

Spink  writes  of  the  test,  “It  is  suiT)rising 
what  little  clinical  information  can  be  obtain- 
ed from  its  use.  ...  At  present  the  opsono- 
cytophagic test  is  not  being  used  in  our  clin- 
ic(9).”  Even  Huddleson  writes,  “In  the  light 
of  our  present  knowledge,  it  appears  that  the 
commonly  known  brucella  serum  antibodies 
are  by-products  arising  from  the  reaction  be- 
tween antigen  and  body  tissues  and  have  no 
proved  function  in  the  active  immunity 
mechanism(^>.” 

If  the  only  sure  indicator  of  active  im- 
munity to  brucellosis  is  resistence  to  infec- 
tion, the  veterinarians  can  most  easily  stud3^ 
infection  and  reinfection.  Hutchings,  Delez, 
and  Donham  have  conducted  experiments  on 
Brucellosis  of  Swine  and  found  that:  “In 

these  experiments  the  hogs  previously  ex- 
posed to  Br.  suis  by  either  natural  or  artifi- 
cial means  were  not  as  responsive  to  a second 
exposure  as  unexposed  swine  of  comparable 
ages  were  to  their  first  exposure,  but  the 
resistence  or  tolerance  in  these  previously 
exposed  animals  was  not  sufficient  to  pre- 
vent reinfection 

CONCLUSION 

1.  Phagocytosis  can  be  measured  by  the 
opsonocytophagic  test  but  the  test  is  dan- 
gerous and  technically  difficult. 

2.  Phagocytosis  is  increased  after  skin 
tests  and  after  vaccine  or  other  therapy.  Ag- 
glutinations are  also  increased  following  skin 
tests. 

3.  The  results  are  not  sufficiently  con- 
sistent to  make  the  opsonocytophagic  test 
useful  in  survey  work. 
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4.  Too  many  opsonocytophagic  tests  do 
not  lend  themselves  to  the  proposed  system 
of  interpretation  at  all. 

5.  For  the  laboratory  diagnosis  of  bru- 

cellosis, procedures  in  order  of  their  import- 
ance are:  First  culture,  culture  of  blood, 

bone  marrow,  joints,  foci<^>.  Second  agglu- 
tination ; and  third  skin  tests. 

The  preparation  of  this  paper  was  made  possible 
by  the  cooperation  of  the  Public  Health  Laboratory, 
State  of  Nebraska,  L.  0.  Vose,  Director.  The  author 
is  also  much  indebted  to  the  medical  staff  of  the 
Lincoln  Veterans  Hospital,  to  Dr.  Paul  A.  Royal  of 
the  Bailey  Sanatorium,  and  to  many  other  physic- 
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3.  Menefee,  E.  E.  and  M.  A.  Poston:  Significance 
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of  Brucellosis.  American  Jour,  of  the  Medical  Sci- 
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4.  Benning,  H.  M.:  Chronic  Brucellosis.  J.A.M.A., 
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S.  C. 


Date 

Skin  Test 

Titre 

No 

SL 

Mod  Marked  Status 

Treatment 

1-8-45 

Positive 

Negative 

SL 

Brucellosis  reaction 

?Inf. 

Brucellin,  Cast 

12-3-44 

slight, 

, average  approxi- 

Huddleson 

mately  10  per  cent 

12-27-44  to  1-9-45 

MF 

36 

64 

0 

0 

Febrile  reaction 

4-24-45 

Positive 

Negative 

SL 

16 

84 

0 

0 

?Inf. 

Sulfathiazol 

12-3-44 

MF 

32 

64 

4 

0 

11-17-45 

Positive 

Positive 

SL 

44 

0 

52 

4 

Inf. 

Vitamin  B 

12-3-44 

1/160  11-6-45 

MF 

4 

64 

28 

.4 

? removal  from 

1/40  11-16-45 

environment 

3-22-46 

Positive 

Negative 

SL 

52 

0 

48 

0 

?Inf. 

2-1-46  to  3-21-46 

12-3-44 

3-22-46 

MF 

40 

24 

24 

12 

Brucellin 

MF 

8 

52 

36 

8 

Dr.  Benning 

5-23-46 

Positive  4-1- 

Negative 

SL 

0 

0 

80 

20 

?Inf. 

5-18-46  to  6-13-46 

5-18-46 

5-18-46 

Brucellin  - Benning 

12-27-46 

Positive  44- 

Negative 

SL 

52 

0 

42 

0 

?Inf. 

Cap.  Liver  and 

5-18-46 

12-27-46 

MF 

20 

80 

0 

0 

Iron,  Vit. 

7-1-47 

Positive  4-1- 

Positive 

SL 

80 

0 

20 

0 

Inf. 

Brucellin  1:10 

5-18-46 

1/80 

MF 

64 

36 

0 

0 

Benning  1-2-47  to 

3-8-47 

ians  who  have  permitted  her  to  see  their  ^ 

cases.  The 

7. 

Loveland,  G.:  Brucellosis. 

The  Nebr.  State 

medical 

technician  who 

assisted  in  counting  the 

Med. 

Jour.,  vol  31, 

, No. 

6,  p.229. 

slides  was  Mary  Fitch  Dr.  Frank  Tanner  Pathol-  g y,  C.i  Some  Problems  in  the  Diagnosis 

ogist,  prepared  color  photographs  of  skin  tests  and  Chronic  Brucellosis.  Medical  Clinics  of  North 
opsonocytophagic  slides.  America,  p.l82,  1947. 
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HISTAMINE  IN  MIGRAINE  HEADACHE 

Histamine  is  valuable  in  preventing  and  treating 
migraine  headache,  report  two  physicians  of  the 
Mayo  Clinic  at  Rochester,  Minn. 

Writing  in  the  July  24  issue  of  The  Journal  of 
the  American  Medical  Association,  Dorothy  Macy, 
Jr.,  and  Bayard  T.  Horton,  describe  a study  of  the 
use  of  histamine  in  treating  migraine  headache 
at  the  Mayo  Clinic  from  1937  to  1946. 

Histamine,  which  has  no  narcotic  effect,  was 
given  by  injecting  beneath  the  skin  and  by  dripping 
into  the  veins.  “The  greatest  improvements  oc- 
curred among  the  patients  receiving  histamine  by 
both  routes,”  the  article  points  out. 

The  physicians  divided  the  144  patients  studied 
into  typical  and  nontypical  cases.  Both  kinds  show- 
ed periodic  headaches,  but  in  addition  the  typical 
cases  had  at  least  two  of  the  following  symptoms 


while  the  nontypical  cases  had  only  one:  (1)  Upset 

stomach,  (2)  brain  disturbance,  and  (3)  a family 
history  of  migraine. 

Headaches  caused  only  by  psychic  factors  and 
nervous  tension  were  not  considered  migraine,  al- 
though nervous  tension  is  frequently  one  of  the 
symptoms  of  the  disease.  True  migraine,  as  re- 
garded in  the  study  is  a condition  of  constriction 
of  the  blood  vessels  followed  by  dilation  which 
often  produces  swelling. 

Of  the  144  patients  98  showed  25  to  100  per  cent 
improvement.  However,  the  treatment  is  not  a 
cure,  the  physicians  emphasize. 

“The  duration  of  freedom  from  migrainous  at- 
tacks parallels  rather  exactly  the  duration  of  ad- 
ministration of  adequate  maintenance  doses  of 
histamine.  Patients  free  of  symptoms  after  one 
year  or  more  were  still  taking  histamine  once 
daily  or  every  other  day.” 


Vaginal  Fistulae* 


ROBERT  F.  FARRELL,  M.D. 
Omaha,  Nebraska 


From  the  gynecologic  viewpoint,  the  chief 
fistulas  are  those  in  which  the  urine  or  the 
feces  empty  into  the  vagina. 

Vaginal  fistulae  are  of  various  types:  rec- 
tovaginal, vesicovaginal,  vesicocervico vagin- 
al, urethrovaginal  and  other  variations.  Uri- 
nary fistula  differ  chiefly  in  the  manner  in 
which  the  urine  drains  into  the  vagina  from 
the  ureter,  bladder  or  urethra. 

The  most  common  urinary  fistulas  are  ves- 
ico-vaginal  fistula,  an  opening  between  the 
bladder  and  the  vagina;  uretero-vaginal  fis- 
tula where  the  ureter  opens  into  the  vagina 
and  urethrovaginal  fistula  where  the  urine 
escapes  from  the  urethra  into  the  vagina. 

Vesico-vaginal  fistulae,  in  the  past  a com- 
mon sequence  of  labor,  are  now  rarely  seen 
as  one  of  the  injuries  of  parturition.  Today, 
these  fistulae  are  almost  always  the  result  of 
a surgical  injury,  chiefly  panhysterectomy  or 
an  operation  to  correct  cystocele.  They  may 
also  occur  from  extension  from  carcinoma  of 
the  cervix  or  from  bums  resulting  from  ra- 
dium treatment.  Uretero vaginal  fistula  is 
usually  the  result  of  surgical  injury,  occur- 
ring especially  during  panhysterectomy.  A 
uretero-vaginal  fistula  may  occur  during 
birth  as  the  result  of  long  continued  com- 
pression of  the  ureter  which  is  pressed 
against  the  bones  of  the  pelvis  and  becomes 
necrotic  because  of  local  circulatory  disturb- 
ance. Fistula  usually  occurs  in  primipara; 
in  87.5%  of  the  cases  the  pelvis  is  contract- 
ed. Neoplasms  may  also  cause  ureterovagin- 
al  fistula. 

Urethrovaginal  fistulae  are  due  to  surgical 
injuries  or  new  growths. 

The  main  symptom  of  these  urinary  fistu- 
lae is  incontinence  of  urine.  The  urine  es- 
capes from  the  bladder  into  the  vagina  as 
soon  as  it  leaves  the  ureter.  In  very  small 
fistula  there  may  not  be  complete  incontin- 
ence. In  certain  positions,  the  urine  may 
not  escape  from  the  bladder  at  all.  The  vag- 
ina, labia,  perineum  and  buttocks  present  a 
highly  inflamed  appearance  due  to  the  con- 
stant leakage  of  urine.  Urinary  salts  may 
form  incrustations  on  the  ulcerated  skin  and 
cause  intense  suffering.  The  woman  may 
become  a recluse  due  to  the  fact  that  she  has 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October,  1947. 


to  constantly  wear  pads  which  become  im- 
pregnated with  the  odor  of  urine. 

Until  the  middle  of  the  eighteenth  century 
these  fistulas  were  regarded  as  incurable.  It 
is  reported  that  Marion  Sims,  who  was  the 
pioneer  in  the  discovery  of  the  principles 
underlying  the  cure  of  this  condition,  operat- 
ed upon  one  of  his  patients  thirty  times  be- 
fore he  was  able  to  achieve  a successful  re- 
sult. 

The  successful  treatment  depends  upon  an 
exact  diagnosis.  If  the  fistula  is  small,  not 
more  than  1 or  2 millimeters  in  diameter, 
there  may  be  only  a slight  leakage  of  urine, 
depending  upon  the  position  of  the  patient, 
and  a good  quantity  of  urine  may  be  voided 
through  the  urethra,  whereas  in  large  fistu- 
las the  urine  escapes  into  the  vagina  as  soon 
as  it  enters  the  bladder.  The  diagnosis  usu- 
ally lies  between  vesico-vaginal  fistula  and 
incontinence  of  urine,  caused  from  weakness 
of  the  sphincter  muscle.  When  the  escape  of 
urine  is  due  to  weakness  of  the  vesical 
sphincter,  it  is  possible  to  see  the  urine  eject- 
ed in  spurts  from  the  meatus  when  the  pa- 
tient is  asked  to 'cough.  If  the  fistula  is 
large  it  can  usually  be  palpated  with  a finger 
in  the  vagina  or  visualized  by  means  of  a 
speculum  with  the  patient  in  the  lithotomy, 
knee  chest  or  Sim’s  position.  A small  fis- 
tulous opening  may  be  demonstrated  by  in- 
jecting a weak  solution  of  methylene  blue 
into  the  bladder  and  then  inspecting  the  an- 
terior vaginal  wall  for  evidence  of  leakage. 
If  no  point  of  leakage  can  be  discovered,  a 
clean  dry  sponge  may  be  inserted  in  the  vag- 
ina and  the  patient  asked  to  walk  around. 
The  sponge  is  removed  later  and  inspected 
for  evidence  of  stains. 

Kelly’s  air  method  is  also  excellent  for 
cystoscopic  examination  of  these  patients.  If 
the  cystoscopic  examination  is  made  with  a 
water  cystoscope,  the  examination  is  unsat- 
isfactory in  large  fistulas,  due  to  the  immedi- 
ate escape  of  the  water.  With  the  air  meth- 
od, the  bladder  expands  very  well,  even  in 
the  presence  of  a large  fistula  and  its  size, 
position  and  its  relation  to  the  ureteral  open- 
ings and  the  sphincter  can  be  detennined. 

When  a vaginal  urinary  fistula  is  discov- 
ered after  a surgical  procedure,  a differential 
diagnosis  must  be  made  between  a vesico- 
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vaginal  and  a ureterovaginal  fistula.  This 
differentiation  must  be  determined  before 
the  proper  treatment  can  be  undertaken.  If 
methylene  blue  solution  is  injected  into  the 
bladder  and  the  urine  entering  the  vagina  is 
unstained,  the  urinary  leakage  is  from  the 
ureter.  This  can  be  confirmed  by  cysto- 
scopy. No  urine  will  be  seen  passing  through 
the  ureteral  opening  on  the  affected  side  and 
if  a ureteral  catheter  is  introduced  it  will 
encounter  an  obstruction  at  the  site  of  the 
ureteral  injury. 

Numerous  operations  have  been  devised 
to  cure  these  urinary  fistulas.  Most  of  the 
traumatic  fistulas  are  curable  but  in  some 
cases  the  damage  may  be  so  great  that  it 
cannot  be  overcome  and  it  may  be  necessary 
to  implant  the  ureters  in  the  sigmoid  colon 
in  order  to  eliminate  the  incontinence.  Mal- 
ignant fistulas  are  rarely  curable.  If  the  fist- 
ula is  caused  from  a radium  bum  or  destruc- 
tion of  tissue  by  x-ray,  the  repair  is  very  dif- 
ficult, due  to  impairment  of  the  blood  supply 
from  excessive  scar  tissue  formation.  Need- 
less to  say,  sections  should  be  taken  from  the 
edges  of  such  fistula  for  microscopic  study 
to  rule  out  the  presence  of  any  carcinoma- 
tous tissue  before  any  attempt  is  made  at 
repair.  If  there  is  marked  induration  of  the 
tissues  around  the  fistula  or  if  the  patient 
has  been  operated  upon  within  the  previous 
six  months,  it  is  advisable  to  delay  the  opera- 
tion until  the  tissues  have  become  more  pli- 
able. 

In  this  paper,  I will  describe  only  a few  of 
the  operations  which  have  been  employed 
successfully  to  cure  vesico-vaginal  fistula. 

There  are  various  positions  in  which  the  patient 
may  be  placed  in  order  to  obtain  satisfactory  ex- 
posure of  the  fistula.  Some  employ  the  knee  chest 
position.  Kloman  has  devised  an  ingenious  support 
which  helps  to  hold  the  patient  in  this  position. 
Others  use  the  Sim’s  lateral  position,  a modified 
Kraske’s  position,  or  the  lithotomy  position  with  the 
patient’s  legs  up  in  stirrups.  Personally,  I prefer 
and  have  used  the  latter  position  in  the  cases  that 
1 have  operated  upon.  I have  found  the  Schuchardt 
incision  very  advantageous  when  it  is  difficult  to 
get  good  exposure.  This  incision  is  made  preferably 
on  the  left  side,  as  this  is  easier  for  right-handed 
operators.  The  left  labium  is  put  on  the  stretch 
and  is  divided  at  the  junction  of  its  middle  and  pos- 
terior third.  The  incision  is  then  extended  up  the 
whole  length  of  the  vaginal  canal  at  the  junction  of 
the  posterior  and  lateral  walls,  completely  splitting 
the  vagina.  It  is  next  continued  on  the  cutaneous 
surface  in  a curve  outside  of  and  encircling  the 
sphincter  ani,  the  integrity  of  which  is  preserved 
and  terminates  a fingers  breadth  posterior  to  the 
anus  near  the  median  line.  The  entire  incision  is 
then  deepened  in  a curved  direction,  enveloping  the 


rectum  without  injuring  it,  until  the  inner  surface  of 
the  canal  of  the  levator  ani  and  coccygeus  muscle 
and  the  depths  of  the  ischio-rectal  fossa  are  plainly 
exposed.  If  the  incision  has  been  correctly  made, 
that  is  with  a sufficient  curve,  the  levator  muscle 
will  not  be  cut,  except  the  superficial  fibers  near 
their  insertion  into  the  coccyx  and  sphincter  ani.  It 
will  then  be  seen  that  the  incision,  while  commencing 
laterally  on  the  vaginal  surface,  terminates  at  its 
base  near  the  median  line  posterior  to  the  rectum, 
encircling  that  organ  and  consequently  mobilizing  it 
so  that  it  may  be  displaced  to  one  side.  Thus  the 
incision,  for  all  practical  purposes,  becomes  a median 
one  lying  in  the  longest  diameter  of  the  pelvic  outlet, 
thereby  obtaining  the  maximum  amount  of  space. 

The  incision  divides  the  whole  vaginal  canal,  the 
left  labium,  the  skin  of  the  perineum  and  lateral 
anal  region  down  to  the  coccyx,  the  superficial  fas- 
cia, the  bulbocavernosus  and  transversus  perineii 
muscles,  the  lower  part  of  the  triangular  ligament, 
the  paravaginal  and  pararectal  tissues,  the  outer 
fibers  of  the  levator  ani  near  their  sphincter  ani  and 
coccygeal  attachment  and  the  cellular  tissue  of  the 
ischiorectal  fossa.  It  passes  below  the  vestibular 
bulb  and  Bartholin’s  gland.  Only  the  superficial 
branches  of  the  perineal  and  inferior  hemorrhaidal 
vessels  and  nerves  are  divided,  and  hemorrhage  is 
readily  controlled  with  a few  ligatures.  In  spite  of 
the  extent  of  the  incision,  no  tissue  of  importance 
is  injured,  and  the . wound  readily  unites  if  closed 
with  a layer  of  buried  and  external  sutures.  A rub- 
ber tissue  drain  should  be  placed  at  the  lower  angle 
of  the  incision  extending  into  the  ischiorectal  fossa. 

The  method  advocated  by  Kelly  of  passing  four 
stout  silk  ligatures  through  the  thickness  of  the  vag- 
inal wall  in  front  of,  behind  and  on  each  side  of  the 
fistula,  using  them  as  tractors  to  bring  the  fistula 
within  reach,  is  of  value  in  certain  cases. 

In  considering  the  choice  of  operative  method,  one 
may  divide  the  cases  into  groups. 

1.  Tiny  fistulae,  only  1 or  2 mm.  in  diameter  may 
be  cured  by  fulguration.  The  edges  of  the  fistula 
are  fulgurated  and  an  indwelling  catheter  is  inserted 
in  the  bladder  for  ten  days. 

2.  Fistula  with  small  or  medium  opening.  An  in- 
cision is  made  around  the  margin  of  the  fistula  and 
the  vaginal  wall  is  carefully  separated  from  the 
bladder  wall.  The  dissection  is  carried  out  far 
enough  to  permit  the  bladder  flaps  to  be  approxi- 
mated and  sutured  without  tension.  The  bladder 
flap  is  apt  to  be  damaged  if  the  dissection  is  begun 
in  the  scar  tissue  margin  of  the  fistula.  The  opera- 
tion is  begun  by  an  incision  on  the  vaginal  surface 
of  the  fistula  margin.  As  this  incision  is  extended 
around,  the  connective  tissue  space  is  identified  at 
some  point.  Working  from  this  point,  the  two  walls 
may  be  safely  separated  all  around  the  fistula  and 
outwardly  sufficiently  to  allow  the  bladder  to  be 
turned  in  and  sutured  without  tension.  The  little 
margin  of  vaginal  mucosa  and  scar  tissue  on  the 
bladder  flaps  may  be  turned  into  the  bladder  or  clip- 
ped off,  as  preferred.  The  bladder  wall  is  closed 
with  a continuous  suture  of  chromic  0 catgut.  The 
Subvesical  fascia,  when  available,  is  sutured  at  right 
angle  to  this  line  of  bladder  suture,  using  interrupt- 
ed sutures  of  chromic  0 catgut.  The  vaginal  mucosa 
is  closed  with  a continuous  suture  of  chromic  0 cat- 
gut. Sterile  milk  may  be  injected  into  the  bladder 
to  determine  if  there  is  any  evidence  of  leakage. 
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3.  Fistula  with  large  opening  — When  the  open- 
ing represents  such  distinct  loss  of  tissue  that  it 
cannot  be  closed  by  mobilization  of  the  bladder  wall, 
some  other  tissue  must  be  substituted  for  the  miss- 
ing bladder  surface.  Vaginal  mucosa  when  avail- 
able is  well  adapted  for  this  purpose.  The  substitu- 
tion of  vaginal  mucosa  in  the  bladder  defect  may  be 
accomplished  by  turning  in  a circular  cuff  of  vag- 
inal wall  around  the  fistula.  This  operation  is  most 
satisfactory  when  the  vaginal  surface  about  the  fis- 
tula is  sufficiently  near  normal.  An  incision  is  made 
all  around  the  fistulous  opening  a suitable  distance 
from  the  margin  so  that  the  flap  can  be  freed  suf- 
ficiently to  permit  it  to  cover  the  opening  without 
tension.  Avoid-  carrying  the  separation  too  close  to 
the  margin  for  fear  of  endangering  the  blood  supply 
to  the  flap.  The  edges  of  the  flap  are  turned  in  and 
sutured  together.  The  sutures  are  chromic  0 cat- 
gut and  are  entirely  submucous.  They  miss  the  cut 
mucosal  margin  but  pass  very  close  to  it  and  make 
secure  approximation.  By  this  method,  the  opening 
in  the  bladder  wall  is  closed  without  tension.  The 
edges  of  the  vaginal  wall  are  undermined  all  around, 
so  that  they  may  be  easily  drawn  across  the  vaginal 
wall  defect.  If  necessary  relaxing  incisions  may  be 
employed. 

A retention  catheter  is  placed  in  the  bladder  fol- 
lowing operation.  A Foley  catheter  may  be  employ- 
ed or  a French  catheter  (male)  size  18  or  20  may  be 
used  and  anchored  to  the  body  with  a silk  suture  or 
held  in  place  with  adhesive.  It  is  most  important  to 
see  that  the  catheter  is  constantly  patent.  It  should 
be  irrigated  every  2 hours  with  sterile  water  or  boric 
solution  to  insure  its  patency.  Catheter  drainage  is 
maintained  for  14  to  16  days,  depending  upon  the 
character  of  the  fistula.  Ten  grains  of  Hexamethyl- 
enamine  and  Sodium  Acid  Phosphate  are  given  three 
times  daily  in  a glass  of  water. 

If  the  fistula  cannot  be  closed  by  the  vaginal  route 
because  of  extensive  scar  tissue  formation  or  nutri- 
tional disturbances  of  the  vaginal  wall,  the  opening 
may  be  closed  from  within  the  bladder  by  means  of 
suprapubic  cystotomy  if  cystoscopic  examination 
shows  that  a sufficient  amount  of  bladder  mucosa 
can  be  separated  and  approximated  over  the  hole. 

The  transperitoneal  operation  entails  a greater 
risk  than  any  other  method  because  of  the  danger  of 
peritonitis  resulting  from  necrosis  and  leakage  of 
urine  into  the  abdominal  cavity.  If  this  operation 
is  attempted,  the  posterior  vaginal  wall  should  be 
opened  and  a drain  should  be  passed  from  the  cul-de- 
sac  into  the  vagina  at  the  completion  of  the  opera- 
tion. 

A uretero-vaginal  fistula  may  close  spon- 
taneously in  one  or  two  months  and  there- 
fore radical  treatment  should  be  postponed. 
Conservative  therapy  consists  of  treatment 
of  the  fistula  by  way  of  the  vagina.  Good 
results  are  sometimes  obtained  by  sounding 
the  ureter  and  indwelling  catheter  treatment, 
similar  to  the  procedure  used  in  fistulas  of 
the  urethra.  These  measures  often  lead  to 
long  continued  infection  of  the  ureter  and 
kidney  pelvis.  In  spite  of  this,  conservative 
treatment  should  be  given  a trial. 

Operative  treatment  consists  of  vaginal 
and  abdominal  methods  of  approach.  The 


vaginal  method  has  been  advocated  by 
Bumm,  Mayo  and  Kneise  and  consists  of 
freshening  the  borders  of  the  fistula  and  im- 
planting the  ureter  through  a new  opening 
in  the  bladder  wall  near  the  fistula.  This 
method  is  possible  only  when  the  injury  to 
the  ureter  is  close  to  the  bladder  and  the  sur- 
rounding tissues  are  in  fairly  good  condition. 
The  abdominal  method  consists  of  exposing 
the  ureter  and  implanting  the  end  of  the 
ureter  into  the  bladder.  This  exposure  can 
be  transperitoneal  or  extraperitoneal.  The 
latter  method  is  technically  more  difficult 
but  the  danger  of  infection  is  less.  In  some 
cases,  nephrectomy  has  to  be  done  if  ureter 
implantation  is  impossible. 

A rectovaginal  fistula  may  be  the  result 
of  operative  trauma,  obstetric  injury,  malig- 
nancy, radium  burns,  and  abscess  in  an  anal 
crypt  or  injuries  produced  by  falling  on  a 
sharp  object  (rare). 

The  chief  symptom  is  inability  to  control 
the  bowel  movements.  The  degree  of  incon- 
tinence depends  upon  the  size  of  the  fistulous 
opening.  If  the  opening  is  large,  all  fecal 
movements  pass  through  the  vagina;  if  the 
opening  is  small,  only  liquid  feces  and  gas  es- 
capes. 

As  infection  is  the  cause  of  most  failures 
to  cure  these  fistulas,  careful  pre-operative 
treatment  is  important,  especially  in  large 
fistulas  which  open  into  the  vagina.  The  pa- 
tient should  be  placed  on  a low  resMue  diet 
and  sulfasuxidine  or  sulfathalidine  should  be 
given  in  suitable  dosage  for  three  or  four 
days  prior  to  operation.  Rectal  irrigations 
should  be  given  twice  a day.  By  these  means, 
the  bacterial  flora  in  the  rectum  is  greatly 
reduced  and  the  danger  of  infection  is  less- 
ened. 

If  the  fistula  opens  on  the  perineum,  an 
incision  is  made  through  the  anal  sphincter 
and  perineum  to  the  fistula.  The  tract  is 
completely  excised  and  the  wound  is  packed 
with  iodoform  gauze.  The  wound  heals  from 
the  bottom  by  granulation.  Incontinence  is 
overcome  after  awhile. 

When  the  opening  is  through  the  vagina, 
a posterior  vaginal  flap  is  raised,  as  in  the 
regular  operation  for  perineorrhophy.  The 
vaginal  wall  is  dissected  free  from  the  rec- 
tum. All  scar  tissue  is  removed  and  the  fist- 
ulous opening  is  infolded  by  interrupted 
Lembert  sutures  of  chromic  0 catgut,  care 
being  taken  that  the  needle  does  not  pass 
through  the  entire  thickness  of  the  rectal 
wall.  After  the  opening  has  been  closed,  it 
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is  further  buried  by  a second  row  of  addition- 
al sutures.  The  levator  ani  muscles  are  then 
brought  together  and  sutured  between  the 
rectum  and  the  vagina  and  the  vaginal  mu- 
cous membrane  is  closed  with  interrupted 
sutures  of  catgut.  5 gi’ams  of  sulfathiazole 
crystals  are  placed  in  the  vagina.  Liquid 
diet  is  prescribed  for  10  days  after  the  opera- 
tion and  a small  rectal  tube  is  inserted  to 
keep  the  rectum  collapsed. 

In  fistula  which  develops  subsequent  to 
repair  of  a complete  laceration  of  the  perine- 
um, any  remaining  portion  of  the  perineum 
and  rectal  wall  should  be  completely  divided. 
All  scar  tissue  should  be  excised  and  the  ends 
of  the  sphincter  ani  muscle,  levator  ani  musc- 
le and  the  layers  of  the  rectal  wall  should  be 
thoroughly  exposed.  Each  layer  of  the  rectal 
wall  should  be  sutured  separately.  After 
the  rectal  tube  has  been  restored  to  its  nor- 
mal length,  the  sphincter  ani  muscle  and  the 
perineum  are  reconstructed. 

In  one  of  my  patients,  there  was  a fistulous  open- 
ing from  the  rectum  into  the  vagina  large  enough 
to  admit  the  index  finger.  This  opening  was  about 
3 cm.  from  the  perineum.  No  repair  of  the  pelvic 
floor  was  needed. 

Operation  consisted  in  making  an  incision  through 
the  vaginal  mucosa  about  1 cm.  from  the  margin  of 


the  opening  and  extending  all  around  the  circumfer- 
ence of  the  fistula.  The  vaginal  flaps  were  then 
turned  in  toward  the  fistula  by  undercutting,  care 
being  taken  not  to  impair  the  circulation  of  the  flaps 
by  undercutting  too  far.  The  edges  of  the  flaps  were 
then  approximated  over  the  opening  with  interrupt- 
ed sutures  of  chromic  0 catgut,  the  needle  passing 
close  to  the  edge  but  not  through  the  entire  thickness 
of  the  flaps.  The  outer  edges  of  the  vaginal  wall 
were  then  undermined  all  around  so  that  they  could 
be  drawn  across  the  vaginal  wall  defect  without  ten- 
sion, The  vaginal  wall  was  closed  with  interrupted 
sutures  which  were  placed  at  right  angle  to  the  first 
line  of  sutures.  The  wound  healed  without  incidence 
and  there  was  no  recurrence  of  the  fistula. 
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Modern  Results  in  Cleft  Palate  Surgery" 

DR.  HARRY  N.  BOYNE 
Omaha,  Nebraska 


We  no  longer  measure  our  results  in  cleft 
palate  surgery  by  obtaining  union  of  the  two 
lateral  halves  of  the  palate.  This  alone  is  a 
relatively  simple  procedure  in  the  hands  of  a 
good  operator.  Our  results  today  are  meas- 
ured by  the  quality  of  speech,  by  closure  with 
the  least  deformity  to  the  dental  arch,  and 
the  alignment  of  the  teeth. 

If  the  patient  is  to  speak  well,  he  must 
have  as  nearly  as  possible  a normal  palate. 
The  cleft  palate  is  not  a well  developed  pal- 
ate. The  palate  halves  are  not  fully  devel- 
oped but  are  usually  reduced  in  size  and  func- 
tion, the  mesopharynx  is  somewhat  broader, 
and  the  palate  is  often  short.  These  deformi- 
ties may  exist  in  various  degrees,  and  they 
must  be  considered  during  repair  of  the 
cleft.  For  instance,  it  has  been  found  that 
patients  with  incomplete  cleft,  not  including 
the  anterior  portion  of  the  cleft  of  the  lip, 
usually  have  short  palates ; while  in  the  com- 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October,  1947. 


plete  cleft  the  palate  halves  are  usually  un- 
derdeveloped but  the  length  may  be  nearly 
normal. 

While  the  repair  of  the  cleft  palate  has 
been  described  for  the  past  two  centuries,  it 
was  during  the  beginning  of  this  century 
that  new  impetus  was  given  to  it.  We  find 
considerable  literature  of  various  types  of 
procedures.  Many  men  were  closing  the  pal- 
ate by  bringing  the  palatal  halves  together 
with  forced  pressure  by  various  orthopedic 
means.  The  method  most  commonly  used 
was  the  passing  of  wires  through  the  maxil- 
lary bones  and  securing  pressure  by  means 
of  lead  plates  bringing  the  palatal  halves  to- 
gether. These  surgeons  did  not  take  into 
consideration  the  underdevelopment  of  the 
palatal  halves  but  were  laboring  under  the 
impression  that  the  cleft  palate  was  a fis- 
sure or  separation  of  two  well  developed 
parts.  This  is  true  only  in  the  rare  excep- 
tion. Since  this  is  not  true  this  method  us- 
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ually  leaves  a narrowing  of  the  palate  and 
the  dental  arch.  The  procedure  must  be 
carried  out  at  an  early  age  when  the  bones 
are  very  pliable.  At  this  age  the  wires  often 
exfoliate  the  tooth  buds  so  that  the  align- 
ment of  the  teeth  is  very  bad. 

Since  later  investigations  by  Veau,  Ernst,  Dor- 
rance  and  others  have  shown  that  the  cleft  palate  is 
usually  an  underdeveloped  palate,  various  types  of 
surgical  operations  have  been  devised  to  close  the 
palate  and  at  the  same  time  give  it  a more  normal 
size  and  function.  The  closing  of  the  split  by  mesial- 
ly  displacing  the  soft  tissues  thereby  covering  the 
palatal  vault  is  the  basis  of  all  cleft  palate  surgery. 
This  is  commonly  known  as  the  Von  Langenbeck  op- 
eration. Various  modifications  have  been  made 
from  time  to  time  to  narrow  the  mesopharynx  or 
lengthen  the  palate  to  insure  better  speech. 

In  1879  Forbes  and  later  Kuester  attempted  to 
lengthen  the  palate  by  various  methods  of  lengthen- 
ing the  velum.  However,  they  were  not  successful 
as  they  merely  lengthened  the  uvula  which  has  noth- 
ing to  do  with  speech.  Lane  devised  an  operation  in 
which  he  dissected  the  palate  flaps  and  turned  them 
back  so  that  they  covered  the  split  in  the  palate  and 
gave  it  more  length.  This  procedure  is  still  used  to 
a great  advantage  in  repairing  a large  fistula  in  the 
palate,  but  it  does  not  give  the  required  resiliency 
to  the  palate  that  is  necessary  for  good  speech.  Other 
methods  were  devised  to  bring  flaps  from  the  pos- 
terior pillars  of  the  fauces  and  the  posterior  wall 
of  the  pharynx  to  repair  the  cleft.  These  methods 
have  not  been  used  extensively  as  they  usually  pro- 
duce some  constriction  which  hinders  free  use  and 
movement  necessary  for  good  speech. 

There  is  naturally  some  contraction  of  the  palate 
following  surgical  repair.  To  overcome  this  con- 
tracture some  men  have  advocated  what  is  known 
as  osteal  uranoplasty  in  the  double  lip  jaw  splits. 
This  is  done  by  making  lateral  incisions  through  the 
mucosa  and  bone  parallel  to  the  alveolar  ridge  and 
moving  the  osteomucosal  flaps  together,  holding  the 
medial  margins  together  with  tape.  This  is  usually 
combined  with  the  Von  Langenbeck  operation  to 
close  the  soft  palate.  In  this  operation  the  lateral 
flaps  containing  the  bone  and  mucus  membrane  do 
not  have  the  tendency  to  contract  and  shorten  the 
palate. 

With  the  Veau  operation  a flap  is  turned  over  from 
the  nasal  mucosa  so  that  the  epithelial  surface  faces 
the  nose,  this  in  turn  is  covered  with  mucoperiosteal 
flap  from  the  opposite  side  of  the  hard  palate. 
Veau  devised  this  operation  to  do  away  with  the  raw 
surface  facing  the  nose  which  upon  healing  produces 
extensive  scar  tissue  and  retraction  which  shortens 
the  palate.  In  the  case  of  the  wide  double  palate  in- 
volving the  lip  on  both  sides,  he  does  one  side  at  a 
time  closing  that  side  of  the  lip  during  the  same 
procedure.  The  Veau  operation  is  used  extensively 
in  Europe.  Anderson  recently  reported  it  the  opera- 
tion of  choice  in  Denmark.  In  America  it  is  used 
in  modified  form  and  in  selected  cases.  It  does  not 
seem  to  give  the  needed  length  to  the  palate. 

Ernst  with  his  operation  attempts  to  narrow  the 
mesopharynx  and  lengthen  the  velum.  I saw  Pro- 
fessor Ernst  operate  a number  of  cases  and  also  saw 
the  excellent  speech  results  he  obtained.  He  makes 
the  lateral  incisions  along  the  lateral  ridge  but  ex- 


tends them  down  over  the  mandible  terminating  in 
the  palatopharyngeus  arch,  mesial  to  the  last  man- 
dibular tooth.  The  flaps  are  loosened  carefully 
without  piercing  the  walls  of  the  pharynx.  The  soft 
palate  and  the  lateral  pharynx  walls  are  mobilized 
with  pressure  of  the  finger  back  to  the  pharynx 
wall,  then  brought  together  and  sutured  without  ten- 
sion. He  stresses  that  the  muscles  of  the  palate  are 
dissected  so  that  they  are  really  free.  He  does  not 
like  the  use  of  more  sutures  than  necessary  as  he  is 
of  the  opinion  that  too  many  sutures  lead  to  ne- 
crosis at  the  edges.  The  deep  lateral  wounds  are 
packed  with  iodoform  gauze  so  that  some  pressure 
is  exerted  toward  the  center  of  the  soft  palate  and 
the  pharynx  wall.  He  then  uses  a dental  plate  with 
idoform  gauze  placed  above  it,  this  is  fastened  to 
the  teeth  so  as  to  bring  slight  pressure  over  the 
palate.  Later  the  iodoform  packing  is  changed  to 
gutta  percha  and  this  applied  so  that  the  appliance 
contacts  the  palate  at  all  points.  The  appliance  is 
worn  about  eight  weeks  gradually  adding  gutta 
percha  to  give  the  palate  the  necessary  size  and 
shape.  When  he  decides  to  lengthen  the  palate 
further  he  pushes  back  the  palate.  When  this  is 
necessary  it  is  accomplished  in  two  operations.  The 
collateral  circulation  is  first  changed  by  severing 
the  palatine  artery.  A few  weeks  later  he  raises 
the  flaps  ■ and  closes  the  palate  with  his  regular 
precedure. 

Ganzer  devised  the  V-shaped  incision  behind  the 
centrals  to  give  length  to  the  palate.  The  point  of 
the  incision  pointed  backward  and  the  lateral  flaps 
raised  and  then  sutured  so  that  each  arm  of  the  V is 
joined  with  the  corresponding  lateral  incision.  This 
incision  is  used  frequently  today  with  other  pro- 
cedures. 

Dorrance  has  devised  the  push-back  operation  to 
give  length  to  the  palate.  It  is  a two-stage  opera- 
tion. At  the  first  operation  the  mucoperiosteum 
flap  is  raised  up  throughout  its  entire  extent  back 
to  the  free  margins  of  the  bone,  as  the  soft  tissue 
is  raised  the  palate  arteries  are  divided.  The  flap 
is  then  sutured  back  into  its  original  position.  The 
second  stage  is  done  three  months  later  when  the 
new  circulation  has  been  established.  This  time  he 
raises  the  flaps  again  extending  the  incision  pos- 
teriorly around  the  maxillary  tuberosity.  The  pal- 
atal aponeurosis  and  nasal  mucosa  are  severed  from 
the  free  margins  of  the  hard  palate.  He  then  severs 
the  hamular  process  with  a chisel.  The  edges  of  the 
cleft  are  denuded.  They  can  then  be  brought  to- 
gether and  pushed  backward  to  meet  the  posterior 
wall.  He  uses  an  intramuscular  aluminum  wire  su- 
ture to  hold  the  musculature  of  the  palate  firmly 
in  contact  and  thus  restore  the  continuity  of  the  cleft 
velopharyngeal  sphincter.  After  this  is  placed  the 
split  is  sutured. 

Dorrance’s  push  back  operation  is  excellent  for 
the  short  incomplete  palate.  When  the  complete 
cleft  is  present,  Dorrance  operates  the  hard  palate 
first  using  the  modified  and  improved  Von  Lagen- 
beck  techniques,  later  closing  the  soft  palate  with 
the  push  back  operation.  Recently  he  reports  the 
use  of  the  Tiersch  skin  grafts  on  the  raw  surfaces  of 
the  flap  to  obtain  the  value  of  the  Veau  operation. 
The  Tiersch  graft  can  be  utilized  to  better  advantage 
than  can  the  nasal  mucosa. 

Wardill  besides  closing  the  cleft  and  bringing  the 
palate  backward  does  a pharyngoplasty  to  advance 
the  posterior  wall  of  the  pharynx  forward  to  meet 
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the  velum.  This  is  accomplished  by  making  a trans- 
verse incision  across  the  palate,  the  superior  con- 
trictor  with  its  mucosa  is  dissected  from  the  buccal 
pharyngeal  fascia  upward  and  downward  some  dis- 
tance. The  incision  is  then  sutured  vertically.  He 
closes  the  cleft  of  the  palate  at  the  same  time  that 
he  does  this  surgery. 

Brown  of  St.  Louis  does  a set  back  operation  as 
advocated  by  Dorrance  but  does  not  sever  the  pal- 
ate arteries.  He  raises  the  flap  and  moves  it  back- 
ward at  the  same  time  stretching  the  arteries  just 
enough  to  allow  the  backward  movement  of  the  flap. 
In  this  manner  he  does  the  set  back  operation  in  one 
stage. 

Baxter  and  Catdoso  report  a method  of  using  skin 
grafts  and  the  push  back  operation  for  the  repair 
of  cleft  palates.  A split  skin  graft  is  wrapped  raw 
surface  outward  around  a dental  compound  stent, 
which  has  been  moulded  to  fit  between  the  hard 
palate  and  the  mucoperiosteal  flaps.  The  stent  is 
made  somewhat  smaller  than  the  cavity  so  that  the 
margins  of  the  flap  can  be  sutured  into  place  with- 
out tension.  Two  or  three  weeks  later  the  flap  is 
again  raised  and  the  stent  removed  and  the  skin 
grafts  on  the  palatal  side  are  carefully  stripped 
from  the  bone.  The  palate  is  then  closed  using  the 
Brown  set  back  operation,  not  severing  the  arteries 
but  stretching  them  gently  out  of  the  posterior 
palatine  foramina.  When  this  is  done  it  is  im- 
portant to  trim  the  skin  grafts  away  from  the  mar- 
gins of  the  palatal  flap  to  provide  sufficient  raw 
area  for  union  with  the  posterior  part  of  the  palate 
bone.  The  presence  of  the  skin  graft  on  the  nasal 
side  of  the  flap  greatly  reduces  the  amount  of  the 
post  operative  contracture.  Baxter  and  Catdoso  also 
recommend  palate  massage  after  the  sixth  post  op- 
erative week  to  aid  the  mobilization  of  the  palate. 

I have  given  you  briefly  a few  of  the 
many  operations  that  have  been  devised  and 
used  to  give  better  palates  in  this  type  of 
surgery.  Those  working  in  this  field  are 
striving  to  improve  methods  so  as  to  obtain 
better  results. 

To  obtain  good  speech  results  following 
cleft  palate  surgery  the  palatal  halves 
should  be  closed  with  the  least  amount  of  de- 
formity to  the  dental  arch  and  the  palate  of 
sufficient  length  to  establish  complete  velo- 
pharyngeal closure.  This  is  the  result  we 
seek  after  healing  is  complete  and  the  maxi- 
mum contraction  has  taken  place.  The  op- 
erator who  is  obtaining  the  best  results  to- 
day will  carefully  evaluate  the  cleft  palate 
before  undertaking  surgery.  He  will  esti- 
mate the  amount  of  available  tissue,  com- 
pare the  width  of  the  two  mucoperiosteal 
flaps  with  the  base  of  the  palatal  arch,  and 
ascertain  the  length  of  the  palate.  After 
making  this  preliminary  study  he  will  decide 
upon  the  procedure  to  follow.  Every  man 
doing  this  type  of  surgery  will  develop  the 
method  most  suited  in  his  hands  and  will 
naturally  add  ideas  of  his  own  that  he  will 
acquire  after  operating  a number  of  cases. 


Every  cleft  palate  to  be  closed  is  an  indi- 
vidual problem.  While  we  can  classify  cleft 
palates  into  groups,  there  are  any  number  of 
variations  within  each  group.  The  cleft  in 
question  may  be  difficult  to  close  by  the  op- 
erator’s usual  method  if  he  is  to  get  the  de- 
sired result.  It  is  necessary  for  him  to  be 
familiar  with  the  various  types  of  operations 
that  have  been  devised  so  that  he  may  bor- 
row part  of  the  technique  or  perhaps  the 
methods  of  another  operator  when  he  feels 
it  will  facilitate  the  closure  and  give  better 
results. 

The  surgeon  also  judges  the  age  to  oper- 
ate. If  the  child  has  both  the  cleft  of  the  lip 
and  the  palate,  the  lip  is  closed  four  to  six 
weeks  after  birth  or  as  soon  as  the  child  is 
physically  able  to  undergo  the  operation. 
The  closure  of  the  lip  at  this  time  restores 
the  alveolar  ridge  and  the  gentle  pressure  of 
the  closed  lip  aids  in  restoration  of  the  dis- 
torted relationship  of  the  cleft  palate.  If 
the  cleft  is  bilateral  involving  the  lip,  the  an- 
terior portion  of  the  cleft  may  be  closed  with 
the  closure  of  the  lip.  Most  men  do  not  ad- 
vocate the  closure  of  the  cleft  palate  until 
the  child  is  eighteen  months  to  two  years  of 
age.  I usually  operate  at  two  years.  At  this 
age  the  habits  of  speech  have  not  yet  been 
formed,  the  alveolar  and  palate  tissues  are 
developed  thereby  facilitating  the  surgery. 
A child  of  this  age  will  better  stand  the 
anesthesia  and  shock  connected  with  the 
surgery. 

The  pediatrician  should  always  examine 
the  child  before  surgery  is  undertaken.  The 
child’s  general  health  should  be  good  and  he 
must  be  free  of  upper  respiratory  infections. 
If  indicated  we  should  also  insist  upon  an  ex- 
amination by  the  otolaryngologist.  This  is 
true  if  the  child  has  a history  of  infected 
ears,  sinuses,  or  has  had  a series  of  colds. 
Some  men  do  not  recommend  the  removal  of 
tonsils  and  adenoids  before  repairing  the 
cleft  palate  but  I insist  upon  their  removal 
if  infected. 

Cleft  palate  surgery  is  improving  and  will 
improve.  The  ideal  is  to  give  the  child  the 
best  possible  palate  and  at  the  same  time 
subject  him  to  the  least  number  of  opera- 
tions. However  if  a better  palate  can  be  ob- 
tained by  a two  or  even  three  stage  opera- 
tion then  we  should  not  hesitate  to  use  that 
course.  Cleft  palate  surgery  is  difficult  and 
at  times  prolonged  surgery  if  the  best  re- 
sults are  to  be  obtained. 
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In  the  course  of  the  practice  of  general 
pathology  in  this  community,  a part  of  the 
work  has  included  the  performance  of  post- 
mortem examinations  on  a considerable  num- 
ber of  patients  who  died  in  the  Lincoln  State 
Hospital.  These  examinations  individually 
did  not  impress  one  as  offering  material  of 
general  or  unusual  interest.  However,  cer- 
tain general  differences  in  the  autopsy  find- 
ings in  the  group  from  a mental  disease  hos- 
pital as  compared  with  the  general  hospitals 
of  Lincoln  had  occurred  to  us  from  time  to 
time.  Also,  a certain  curiosity  had  been 
manifest  by  various  physicians  interested  in 
the  health  of  the  community,  regarding  the 
prevalence  of  some  diseases  in  this  type 
of  institution.  The  approval  by  the  last  leg- 
islature of  a plan  for  voluntary  admissions 
to  State  Mental  Hospitals  of  those  seeking 
relief  from  mental  illness  also  stimulated  in- 
terest in  such  a study  at  this  time. 

It  is  the  plan  of  this  presentation  to  give 
the  factual  data  first  and  essentially  with- 
out comment.  For  the  most  part,  the  study 
is  restricted  to  necropsy  findings  except  for 
the  recording  of  clinical  classification  of  the 
mental  disease  present.  Some  comments,  ob- 
servations and  conclusions  based  on  the 
above  facts  will  be  offered  at  the  conclusion 
of  the  paper. 

PRESENTATION  OF  MATERIAL 
The  patient  population  of  the  hospital  is 
about  1,500.  This  study  is  based  on  119  post- 

TABLE  I 

Summary  1943-1946  inclusive 
Hospital  Census  (November  29th,  1947) 


Males  710 

Females  783 


1,493 

Deaths 

Males  196 

Females  140 


336 

Autopsies 

Males  78 

Females  41 


119 

Autopsy  Rate — 35.4% 


*From  the  Department  of  Pathology  of  the  Lincoln  Hospitals 
(study  based  on  cases  from  the  Lincoln  State  Hospital,  Lincoln, 
Nebraska).  Read  before  the  Lancaster  County  Medical  Society, 
January  20th,  1948. 


mortem  examinations  performed  consecu- 
tively over  a four  year  period  of  1943  to  1946 
inclusive.  During  this  four  year  period  there 
were  a total  of  336  patient  deaths,  of  which 
196  were  males  and  140  were  females.  The 
autopsy  rate  was  35.4%  of  the  total  deaths. 
The  119  autopsies  included  78  males  and  41 
females.  (Table  I). 

The  ages  of  the  patients  examined  post- 
mortem ranged  from  25  years  to  93  years. 
The  distribution  of  ages  is  of  some  import- 
ance and  is  given  in  Table  II. 


TABLE  II 


Age  of  Patients  Autopsied 
Age  in  No.  of 

Years  Cases 


20-29 2 

30-39 11 

40-49 16 

50-59 23 

60-69 35 

70-79 24 

80-89 6 

90-99 2 


Total 


119 


The  number  of  years  the  patient  had  been 
in  the  Lincoln  State  Hospital  before  death 
ranged  from  10  days  to  52  years  and  the  de- 
tails of  this  distribution  are  given  in  Table 
HI. 

TABLE  III 


Institution  Years 


Years 

0-1 

2-5 

6-10 

11-15 

16-20 

21-25 

26-30 

31-35 

36-40 

41-45 

46-50 

Over  50 


No.  of 
Cases 

28 

24 

16 

9 

11 

9 

5 

5 

7 

1 

3 

1 


Total 


119 


Distribution  of  Cases  in 
Hospital  Less  Than  One  Year 


Time 
10  days 
17  days 
19  days 
1 mo 


No.  of 
Cases 

4 

6 

6 

3 
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2 mo 2 

4 mo 1 

7 mo 6 


Total 28 

The  clinical  classification  of  the  type  of 
mental  disease  is  tabulated  in  Table  IV. 


TABLE  IV 

Clinical  Classification  of  Mental  Disease 


Type  of  Psychosis 

Dementia  Praecox 

C.N.S.  Syphilis ^ 

Senile  dementia 

Manic  depressive 

Cerebral  arteriosclerosis 

Epilepsy 

Mental  Deficiency  (Feeble  Minded) 

Alcoholic 

Involutional  Melancholia 

Convulsive  Disorders 

Huntington’s  Chorea 

Psychopathic  personality 

Post-traumatic  Psychosis 

Presenile  Psychosis 


No.  of  Cases 

47 

16 

15 

12 

9 

7 


2 

2 

2 

2 

1 

1 

1 


The  tabulation  of  the  major  anatomic  find- 
ings contributing  directly  to  or  causing  death 
in  the  individual  cases  is  given  in  Table  V. 


Carcinoma  of  cervix 1 

Carcinoma  of  pharynx 1 

Carcinoma  of  gall  bladder 1 

Malignant  thymoma 1 

Mycosis  fungoides 1 

Head  trauma 1 

Cerebral  aneurysm 1 

Alcoholism  (and  complications  of) 1 

Primary  brain  tumor 1 

Post-electroshock-anoxia 1 

Meningo-enceph.-type  ? 1 

Osteomyelitis 1 

Huntington’s  chorea 1 

Interstitial  pneumonia 1 

Nutritional  - general  debility 1 

Cirrhosis  of  liver 1 
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Occasionally  it  was  found  that  more  than  one 
anatomic  classification  was  necessary  for  a 
case,  hence,  the  total  is  greater  than  the  119 
cases  examined.  Also,  it  was  found  that  for 
the  purpose  of  analysis  and  comparison,  a 
more  general  classification  or  division  into 
diseases  of  inflammatory,  traumatic,  neoplas- 
tic, degenerative  and  other  origins  would  be 
helpful  and  this  has  been  done.  Such  a tab- 
ulation is  given  in  Table  VI. 


TABLE  V 

Major  Anatomic  Findings 

No.  of 
Cases 


Pulmonary  tuberculosis  (and  complications  of) 18 

Bronchopneumonia  (complicating  other  diseases)  16 

Bronchopneumonia  (primary) 10 

Bronchitis  and  bronchiectasis 9 

Cerebral  arteriosclerosis  (and  complications  of)_  8 

C.N.S.  syphilis 6 

Cancer  of  gastro-intestinal  tract 6 

Peptic  ulcer  and  complications  of 5 

Pulmonary  embolus 5 

Infections  of  urinary  tract 4 

Generalized  arteriosclerosis  (including  gan- 
grene, etc). 4 

Heart  diseases  (15) 

Hypertensive  4 

Coronary 3 

Rheumatic  3 

Acute  ulcerative  endocarditis 2 

Congenital 1 

Calcareous  aortic  disease 1 

Syphilitic 1 

Lobar  pneumonia 3 

Fracture  of  hip 2 

Traumatic  lacerations  of  liver 2 

Carcinoma  of  lung 2 

Influenzal  ( ? ) pneumonia 2 

Multiple  traumatic  lesions 2 

Volvulus  of  sigmoid  colon 2 

Purulent  meningitis 2 

Decubitus  with  infection 2 

Convulsive  disorders  (and  complications  of) 2 

Dissecting  aneurysm  aorta 1 

Pemphigus  with  septicemia 1 

Carcinoma  of  pancreas 1 

Carcinoma  of  ovary 1 

Carcinoma  of  kidney 1 


TABLE  VI 


General  Classification  of  Anatomic  Findings 


Etiology 

Inflammatory 

Degenerative 

Neoplastic 

Traumatic  — 
Others  


No.  of  Cases — 
State  Hospital 

69 

29 

18 

10 

22 


Another  special  grouping  of  the  autopsy 
findings  in  these  cases  was  made  in  order  to 
see  how  many  deaths  in  the  State  Hospital 
were  directly  related  to  or  were  a continua- 
tion of  the  mental  disease  for  which  they 
were  receiving  care.  It  was  found  that  in  one 
way  or  another,  30  patients  died  of  causes 
contributed  to  directly  by  their  mental  dis- 
ease. The  classification  of  these  psychoses 
and  how  they  contributed  to  death  are  given 
in  Table  VII. 

COMMENT 

This  presentation  of  factual  data  warrants 
some  discussion  and  some  magnification  of 
certain  phases  of  the  material. 

The  mortality  data  from  the  Lincoln  State 
Hospital  shows  a rather  marked  predomin- 
ence  of  males  even  though  more  female  pa- 
tients than  males  are  present  in  the  institu- 
tions. The  fact  that  many  more  males  than 
females  were  autopsied  may  be  of  signifi- 
cance in  discussions  of  the  cardio-vascular 
diseases. 
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CLINICAL  PSYCHOSIS 
C.N.S.  Syphilis 

Cerebral  arteriosclerosis 

Senile  

Convulsive  Disorders 

Dementia  Praecox 

Huntington’s  Chorea 

Brain  tumor 

Alcoholism  

Invol.  melancholia 


Mental 
NO.  OF 
CASES 
7 

6 

5 

5 

2 

2 

1 

1 

1 


with  trauma 


TABLE  VII 

Disease  Contributed  to  Death 

PROBABLE  MECHANISM  AND 
PATHOLOGIC  ANATOMY 
Meningo  - enceph.  - toxemia;  inanition;  manic 
and  exhaustion. 

Cerebral  thrombosis  - multiple  infarcts  - hemorrhage. 
Senility-subdural  hematoma-cerebral  arterioscler.  hypertension. 
Status  epilepticus  with  aspir.  pneumonia  - cerebral  edema  - 
aneurysm  of  Circle  Willis  para-sag.  meningioma. 

Extreme  inantion  - refusal  to  eat. 

Trauma;  exhaustion;  hydrocephalus  with  focal  cerebral  degen. 
changes. 

Tumor  with  incr.  intracranial  pressure. 

Multiple  trauma  - cerebral  edema. 

Inantion  - extreme. 


The  age  distribution  is  of  course  predomin- 
ently  in  the  5th,  6th,  and  7th  decades  of  life. 
Less  than  one  fourth  of  the  cases  had  been 
in  the  institution  under  one  year  when  death 
occurred.  Over  half  of  the  cases  (56%)  in- 
cluded in  this  study  had  been  in  the  Lincoln 
State  Hospital  five  years  or  more.  These  fig- 
ures and  the  ages  of  the  deceased  appear  to 
indicate  that  the  hospital  environment,  rou- 
tine and  diet  are  compatible  with  long  life  in 
a considerable  number  of  cases. 

The  type  of  psychosis  for  which  the  pa- 
tient was  admitted  to  the  State  Hospital  has 
been  copied  directly  from  the  patients’  rec- 
ords and  the  author  has  made  no  effort  to  in- 
vestigate this  diagnosis  or  to  compare  the 
number  of  patients  dying  in  each  group  with 
reports  from  other  institutions. 

The  chief  causes  of  death  as  indicated  by 
the  listing  of  major  anatomic  findings  is  of 
considerable  interest.  Pulmonary  tuberculo- 
sis was  considered  the  cause  of  death  in  18 
cases  which  represents  15%  of  all  the  cases 
autopsied.  This,  however,  does  not  give  the 
entire  picture  of  tuberculosis  in  the  hospital 
because  there  were  11  additional  cases  with 
active  tuberculosis  found  at  autopsy  but 
where  some  other  disease  process  caused 
death.  This  total  of  29  cases  represents  a 
little  over  24%  of  all  the  cases  examined  at 
autopsy.  While  it  is  unlikely  that  this  same 
percentage  rate  exists  in  the  1,500  living  pa- 
tients, there  is  no  doubt  that  the  problem  of 
diagnosis,  segregation  and  control  in  this  one 
disease  taxes  the  existing  facilities  of  medical 
personnel,  laboratory,  x-ray  and  isolation- 
housing to  a great  degree.  In  Table  VHI  is 
recorded  the  tuberculosis  patients’  ages,  and 
the  number  of  years  they  had  been  in  the  in- 
stitution prior  to  death.  These  figures  show 
that  tuberculosis  is  not  necessarily  a disease 
of  young  adult  life,  but  often  is  present  in 
the  aged.  This,  of  course,  is  no  different 


from  our  experience  in  general  pathology. 
The  institutional  years  before  death  tend  to 
confirm  the  belief  that  the  disease  was  ac- 
quired, in  most  instances,  after  entering  the 
institution.  Since  this  incidence  of  tuberculo- 
sis differs  materially  from  that  of  autopsy 
services  in  general  hospitals,  a comparison 
was  made  with  119  cases  from  the  files  of  a 
general  hospital.  These  119  cases  were  select- 
ed to  include  only  adults  and  to  cover  the 
same  four  year  period  as  studied  at  the  Lin- 
coln State  Hospital.  Four  cases  of  active 
tuberculosis  were  encountered  (3.3%)  none 
of  which  was  considered  the  chief  cause  of 
death. 

TABLE  VIII 
Active  Tuberculosis 


Years  in 

Age  Institution 

82 22 

74 42 

74 1 

69 2 

68 17 

67 ^ 2 

64 24 

64 34 

62 24 

60 22 

59 7 

58 11 

57 2 

57 1 

57 8 

57 11 

55 9 

53 16 

48 7 

47 1 

43 3 

39 1 

36 6 

35 7 

35 1 

35 5 

33 3 

32 ■ 10 

25 6 
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An  article  by  Dayton et  al,  published  in 
1932  which  dealt  with  mortality  and  expecta- 
tion of  life  in  mental  deficiency  in  Massachu- 
setts gives  some  comparative  information. 
This  was  a statistical  study  based  on  a four- 
teen year  period  from  1917-1930  inclusive. 
It  was  not  based  on  necropsy  records,  but  in- 
cluded 8,976  cases  dying  in  three  Massachu- 
setts State  Institutions.  The  age  incidence 
is  of  course,  lower  than  in  an  institution  for 
psychotics.  The  chief  causes  of  death  re- 
corded by  them  in  order  of  their  numbers 
was  influenza,  pulmonary  tuberculosis,  bron- 
chopneumonia, lobar  pneumonia,  heart  and 
circulatory  diseases,  epilepsy,  diarrhea  and 
enteritis,  extra-pulmonary  tuberculosis, 
measles,  general  diseases,  nephritis,  cerebral 
hemorrhage,  malformations,  general  paraly- 
sis of  the  insane,  diseases  of  the  spinal  cord, 
diptheria,  and  an  unknown  group.  Allen^^) 
compared  the  mortality  in  psychotic  illness  in 
a Georgia  State  Hospital  before  and  after 
1914  when  the  U.S.P.H.  Service  research  pro- 
gram to  combat  pellagra  was  established. 
This  article  shows  how  improved  nutrition 
has  nearly  eliminated  this  former  important 
cause  of  death  in  the  institutionalized  psy- 
chotic patient. 

The  next  general  item  of  cause  of  death 
which  warrants  discussion  consists  of  the  rel- 
atively few  cardiac  deaths,  particularly 
deaths  due  to  coronary  artery  disease.  Only 
15  deaths  out  of  119  were  attributable  to  the 
heart  (12.5%)  and  of  these  only  three 
(2.5%)  were  from  coronary  artery  disease. 
This  is  even  more  remarkable  when  the  age 
and  predominence  of  males  is  considered.  In 
the  119  autopsies  from  the  general  hospital 
records  there  were  22  deaths  from  coronary 
artery  disease  alone  (18.5%).  This  same  low 
incidence  in  cardiovascular  disease  in  the 
State  Hospital  for  the  mentally  ill  is  reflect- 
ed in  all  the  cases  coming  to  necropsy  when 
a general  consideration  of  the  degree  of  coro- 
nary sclerosis  and  cardiac  hypertrophy  is 
made.  In  the  State  Hospital  group  there 
were  18  cases  (15%)  with  coronary  sclerosis 
of  Grade  HI  or  more,  while  in  the  general 
hospital  group  there  were  44  cases  (37%). 
In  comparing  the  heart  weights,  there  were 
20  State  Hospital  cases  with  hearts  hyper- 
trophied to  450  grams  or  more  (16.8% ) while 
in  the  general  hospital  group  40  cases  had 
hearts  weighing  450  grams  or  more  (33.6% ). 
The  explanation  of  these  trends  is  not  readily 
found,  but  such  factors  as  diet,  regulation  of 
work  and  working  hours,  plus  differences 
in  responsibility  and  achievements  are  most 


obvious.  The  possibility  that  mental  disease 
occurs  more  in  individuals  not  susceptible  to 
cardio-vascular  disease  may  play  a part  in  the 
initial  selection  of  patients  in  the  State  Hos- 
pital population  and  may  work  conversly  in 
the  general  hospital  group.  A similar  trend 
was  reported  in  1936  by  Allen^^h  in  a review 
of  cardiac  deaths  occurring  in  1,245  autopsies 
in  mental  hospitals  in  Massachusetts.  She 
reported  12.4%  cardiac  deaths  in  her  series 
and  only  24  cases  of  death  due  to  coronary 
occlusions.  This  would  be  slightly  less  than 
2%  of  the  total  deaths.  Significant  coronary 
sclerosis  was  recorded  by  her  in  only  57  cases 
(4.5%). 

There  is  a definite  tendency  to  lower  inci- 
dence of  malignant  neoplasm  with  higher  in- 
cidence of  inflammatory  diseases  and  trauma 
in  the  State  Hospital  group  as  compared  with 
the  general  hospital  group.  The  difference 
in  incidence  of  cancer  may  well  be  only  one 
of  over  selection  in  the  general  hospital 
where  much  of  the  diagnostic  and  therapeu- 
tic work  concerns  neoplastic  diseases.  The 
general  classification  of  diseases  in  the  two 
hospital  groups  when  divided  into  traumatic, 
inflammatory,  degenerative,  neoplastic,  and 
other  causes  of  death  is  summarized  in  Table 
IX.  The  high  incidence  of  complicating  in- 
fections accounts  for  the  greater  total  num- 
ber of  diagnoses  in  the  State  Hospital  group. 

TABLE  IX 

General  Classification  of  Anatomic  Findings 


No.  of  Cases 

Etiology  State  Hosp,  Gen.  Hosp. 

Inflammatory 69  31 

Degenerative 29  44 

Neoplastic 18  43 

Traumatic 10  2 

Other 22  11 


The  final  general  comment  concerning 
causes  of  death  deals  with  the  mental  dis- 
eases that  in  themselves  contributed  to  the 
patient’s  death,  as  recorded  in  Table  VII. 
These  figures  show  that  central  nervous  sys- 
tem syphilis,  arteriosclerotic  or  senile  psy- 
choses and  the  convulsive  disorders  are  most 
likely  to  play  a direct  part  in  the  patient’s 
death. 

Of  perhaps  more  than  passing  interest,  is 
the  fact  that  35%  of  the  cases  coming  to  ne- 
cropsy showed  anatomic  evidences  in  the  vis- 
cerae  of  previous  surgery.  This  was  evidence 
obtained  without  reference  to  history  and 
without  minute  inspection  of  the  body  for 
evidences  of  rectal,  vaginal  or  oral  surgery, 
which  undoubtably  would  have  increased  the 
above  rate. 
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A general  observation  to  be  mentioned 
is  the  absence  of  fatal  epidemic  diseases  (ex- 
cept tuberculosis)  in  spite  of  the  occasional 
sporadic  occurrance  of  cases  of  meingococcic 
meningitis,  influenzal  pneumonia  and  inter- 
stitial pneumonia.  Also  noticed  was  the  good 
nutritional  state  found  except  for  emaciation 
as  the  results  of  disease.  Many  individual 
cases  of  great  interest  were  encountered  dur- 
ing the  four  year  period  reported  above,  but 
time  does  not  allow  presentation  of  cases  at 
this  time. 

SUMMARY  AND  CONCLUSIONS 

A statistical  review  of  pathologic  anatomy 
in  necropsy  cases  from  the  Lincoln  State 
Hospital  has  been  made.  Some  of  the  differ- 
ences in  anatomic  lesions  found  in  this  group 
as  compared  with  a group  from  a general 
hospital  has  been  pointed  out. 

A predominence  of  inflammatory  diseases 
both  primary  and  complicating,  particularly 
of  lungs,  is  noticed  and  would  suggest  that  in 
these  mental  cases,  almost  a routine  use  of 
general  chemotherapeutic  agents  would  be 
justified.  The  possibility  of  prophylactic 
chemotherapy  might  well  be  investigated. 
Leading  the  inflammatory  diseases  and  all 
single  diseases  as  a cause  of  death,  was  tu- 
berculosis. To  this  observer  it  would  appear 
that  adequate  control  of  this  disease  in  the 
Lincoln  State  Hospital  is  a major  task  and 
one  which  probably  cannot  be  achieved  by  the 
present  facilities.  The  use  of  B.C.G.  vaccine 
would  seem  worthy  of  investigation  in  view 
of  recent  reports 


in  accord  with  studies  reported  from  other 
mental  disease  hospitals.  A low  general  in- 
cidence of  coronary  arteriosclerosis  and  car- 
diac hypertrophy  was  found  in  all  autopsied 
State  Hospital  cases  as  compared  with  those 
from  a general  hospital. 

Central  nervous  system  syphilis,  cerebral 
arteriosclerosis,  senility  and  the  convulsive 
disorders  were  found  most  frequently,  pro- 
ducing psychoses  which  were  directly  related 
to  the  patient’s  death. 

The  apparent  absence  of  fatal  contagious 
diseases  (except  for  tuberculosis)  and  the  ap- 
parently good  general  nutritional  standard 
maintained  in  the  presence  of  many  cases  of 
extremely  deteriorated  patients  is  remark- 
able. This  evidence  of  good  general  care  and 
preventive  medicine  is  a tribute  to  the  full- 
time medical  personnel  and  administration. 

REFERENCES 

1.  Dayton,  Neil  A.;  Doering,  Carl  R.;  Hilferty, 
Margaret  M.;  Maher,  Helen  C.;  Dolan,  Helen  H.: 
Mortality  and  Expectations  of  Life  in  Mental  De- 
ficiency in  Massachusetts;  Analysis  of  fourteen 
year  period  1917-1930.  New  England  Jr.  Med.,  Vol. 
206,  No.  11,  Pages  555-570;  March  17th,  1932. 

2.  Allen,  H.  D.  Jr.:  Mortality  in  Psychotic  Ill- 
ness. So.  Med.  Jr.,  Vol.  33,  No.  1,  Pages  73-78;  Jan- 
uary, 1940. 

3.  Allen,  Anna  M.:  A Review  of  Cardiac  Deaths 
in  1,245  Medical  Examiners  Cases  that  have  come 
to  autopsy  in  Massachusetts  State  Hospitals  for 
Mental  Disease.  New  England  Jr.  Med.,  Vol.  214, 
No.  11,  Pages  534-535;  March  12,  1936. 

4.  Rosenthal,  S.  R.;  Leslie,  E.  K.;  Loewinsohn, 

E. ;  B.  C.  G.  Vaccination  in  All  Age  Groups.  J.A.M.A. 
136:  73-79;  January  10th,  1948. 

The  author  wishes  to  express  appreciation  to  Dr. 

F.  L.  Spradling,  Superintendent  of  the  Lincoln  State 
Hospital,  for  his  cooperation  in  the  preparation  of 
this  paper. 


This  study  indicates  a relatively  low  inci- 
dence of  cardiac  disease,  particularly  coro- 
nary occlusion  as  a cause  of  death.  This  is 
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THE  PROGNOSIS  OF  SYPHILITIC 
AORTIC  INSUFFICIENCY 

Authors  are  George  G.  Reader,  Bruno  J.  Romeo, 
Bruce  Webster  and  Walsh  McDermott.  Ann.  Int. 
Med.,  27:  584-595,  1947. 

In  discussing  the  general  belief  that  the  course 
of  syphilitic  aortic  insufficiency  is  rapidly  progres- 
sive, the  authors  present  a report  based  on  a study 
of  43  patients  with  syphilitic  aortic  insufficiency 
intensively  treated  with  bismuth  and  trivalent  ars- 
enicals  and  followed  from  2 to  16  years.  In  27  of 
these  patients,  determinations  of  cardiac  efficiency 
made  in  1941  and  1946  showed  that  during  that  bVz- 
year  period,  20  of  the  43  changed  to  worse,  although 


in  only  6 of  18  asymptomatic  patients  did  symptoms 
develop.  Thirteen  of  the  43  died,  8 of  heart  disease. 
Twenty-seven  living  patients  are  at  present  able  to 
continue  their  pursuits;  12  still  remain  completely 
asymptomatic. 

In  conclusion,  the  authors  state  that:  (1)  Syphi- 

litic aortic  insufficiency  may  be  characterized  by  an 
asymptomatic  phase  of  at  least  2 to  10  years;  (2) 
a symptomatic  phase  usually  occurs  which  may  last 
from  2 to  14  years;  (3)  cardiac  failure  in  this  dis- 
ease may  be  as  readily  controlled  with  digitalis  and 
mercurial  diuretics  as  cardiac  failure  in  other  types 
of  heart  disease;  and  (4)  prolonged  circulation  time 
and  low  diastolic  blood  pressure  offer  the  best  in- 
dices for  prognosis. 


Calcium,  Phosphorus,  and  Phosphatase  Metabolism* 

A review  of  a series  of  hospital  cases  from  the  University 
of  Nebraska  College  of  Medicine,  Omaha,  Nebraska. 

E,  J.  KIRK,  M.D.,  F.A.C.P.,  and  D.  R.  JACKSON,  M.D. 

Department  of  Internal  Medicine,  University  Hospital, 

Omaha,  Nebraska 

PART  II 


OSTEITIS  FIBROSA  CYSTICA 

The  disease  known  as  osteitis  fibrosa  cys- 
tica was  first  described  by  Von  Reckling- 
hausen in  1891  It  is  primarily  a man- 
ifestation of  hyperparathyroidism  and  con- 
sists of  a disturbance  in  the  calcium  and 
phosphorus  metabolism  leading  to  a decalcifi- 
cation of  bones.  It  remained  for  Dawson  and 
Struthers^ii)  in  1923  to  associate  the  dis- 
ease process  with  parathyroid  adenoma  in 
man;  and  in  1925  Mandh^^^  reported  allevi- 
ation of  symptoms  by  removal  of  the  ad- 
enoma. Hanson  and  Collip  in  1925  con- 
firmed the  relationship  between  the  para- 
thyroid glands  and  calcium  metabolism  by 
preparation  of  extracts  of  the  parathyroid 
glands.  Since  then  many  investiga- 
tors^^’ have  reported  the  disease  in 
association  with  adenoma  of  the  parathyroid 
glands.  Geschickter  and  Copeland have 
recognized  four  forms  of  fibrocystic  disease 
of  bone,  three  of  which  are  not  associated 
with  parathyroid  disease. 

Case  History:  Mrs.  L.  M.,  age  42,  white.  Admitted 
to  the  University  Hospital  on  1-3-46.  Complaints: 
1.  Pain,  tenderness,  swelling,  and  inability  to  ro- 
tate the  right  forearm  for  3 weeks.  2.  Inability  to 
walk  without  crutches  for  6 months  because  of  leg 
weakness.  3.  30  pounds  weight  loss  in  1 year.  4. 
Urgency,  frequency,  nocturia,  low  back  pain  for  3 
years.  5.  Thirst  for  “several  years.” 

Family  history  essentially  negative. 

Personal  history:  Peptic  ulcer  with  severe  hem- 
orrhage in  1942.  Extraction  of  the  teeth  in  1942 
because  the  “jaw  bone  was  wasting  away.” 

Physical  examination:  Development  and  nutrition 
fair.  The  neck  has  no  palpable  masses.  Chest 
and  lungs  negative.  Heart  negative.  Blood  pres- 
sure 134/80  and  no  disturbance  of  rate,  rhythm  or 
tone.  Abdominal  musculature  soft  and  flabby.  Dis- 
tention. Numerous  right  lower  quadrant  scars  from 
drainage  of  ruptured  appendix,  age  18  years.  There 
is  a fracture  of  the  right  ulna  with  medial  bowing. 
Generalized  muscular  atony. 

Progress:  1-3-46:  Patient  admitted  to  Orthopedic 
seiwice  with  fracture  of  the  right  forearm.  X-ray 
examination  disclosed  generalized  decalcification, 
coarsening  of  trabeculation,  and  confluent  cystic 
areas  in  the  right  ulna  associated  with  fracture. 
There  is  calyceal  calcification  of  the  kidneys, 
calcification  of  the  pelvic  nodes,  and  collapse  of  the 
vertebral  bodies.  Cystic  areas  are  noted  in  the 
thickened  cranial  bones.  Blood  chemistry  as  fol- 

*Read  before  the  regional  meeting  of  The  American  College 
of  Physicians,  Lincoln,  Nebraska.  September  20,  1947. 
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lows:  senim  calcium  15.85  mg%,  serum  inorganic 
phosphorus  2.55  mg%,  seram  alkaline  phosphatase 
12,6  units  (Bodansky). 

1-7-46:  Transferred  to  Medicine  service.  Modified 
Mosenthal  test  showed  a specific  gravity  range  from 
1.010-1.015.  NPN  42  mg9c,  creatinine  1.2  mg%, 
PSP  40%  in  2 hours. 

1-23-46:  Serum  calcium  level  17.85  mg%,  senim 
inorganic  phosphorus  2.8  mg%  serum  phosphatase 
9.5  units. 

1-25-46:  Left  parathyroidectomy  under  local  an- 
esthesia was  done  without  complication  and  an  ad- 
enoma on  histological  examination. 

1-28-46:  First  signs  of  low  calcium  tetany  are 
peripheral  parasthesia  and  muscular  twitching. 

1- 29-46:  A positive  Chvostek  sign  obtained.  Cal- 
cium gluconate  administered  in  doses  of  5 grams 
three  times  daily,  and  large  doses  of  Vitamin  D 
given,  both  without  noticeable  effect.  Temporary 
relief  afforded  with  5%  calcium  chloride  intraven- 
ously. 

2- 2-46:  Parathyroid  extract  given  in  1 cc  doses 
for  three  doses.  General  condition  unimproved  with 
generalized  fibrillary  twitchings,  carpopedal  spasm, 
weakness,  parasthesia,  temperature  of  104  degrees, 
and  apprehension. 

2- 12-46:  Serum  calcium  4.68  mg%.  Dihydrotachy- 
sterol  started  in  doses  of  gtts  ii  three  times  daily, 
and  three  days  later  dosage  increased  to  3 cc. 
twice  daily.  An  immediate  response  was  noted  in 
the  serum  calcium  level. 

3- 19-46:  All  signs  of  tetany  had  disappeared  with- 
in six  days  from  the  onset  of  AT-10.  Gradual  im- 
provement noted  in  the  blood  chemistry. 

Five  cases  of  osteitis  fibrosa  cystica  have 
been  reviewed  from  the  University  Hospital 
records.  Of  the  five  cases,  all  were  white, 
two  being  males  and  three  females.  The  ages 
varied  from  20  to  60  years.  Three  were 
housewives,  the  fourth  a produce  dealer,  and 
the  fifth  a farmer.  The  duration  of  symp- 
toms prior  to  hospitalization  was  one  year 
in  two  cases,  four  years  in  two  cases,  and 
twenty-two  years  in  one  case. 

In  the  study  of  symptomatology,  three  pri- 
mary complaints  were  recorded,  pain,  weak- 
ness, and  fracture  of  bones.  Associated 
symptoms  were  related  to  the  gastro-intest- 
inal  tract,  and  genito-urinary  system. 

Abnormal  physical  findings  were  restrict- 
ed to  the  site  of  fracture  or  bony  deform- 
ity. There  is  no  record  of  a palpable  para- 
thyroid adenoma. 
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The  laboratory  findings  were  meager  in 
j|  the  first  cases  reported.  In  two  cases  the 
serum  calcium  was  within  normal  range;  in 
i the  third  case  it  was  well  above  normal  (14- 
J 17  mg%).  Each  of  the  recorded  determin- 

If  ations  of  serum  phosphorus  was  normal, 
ranging  from  2-4  mg%.  In  only  one  case 
was  the  alkaline  phosphatase  activity  stud- 
! ied.  This  was  reported  to  vary  between  8 
' and  12  units. 

' In  four  cases  x-ray  studies  revealed  path- 
ij  ological  fractures  and  generalized  decalcifi- 
cation. Three  cases  showed  cystic  changes 
I in  the  involved  bone.  One  far  advanced  case, 
I reported  above  presented  x-ray  findings  of 
I pathological  fracture  of  the  forearm,  renal 


Fig.  1.  OSTEITIS  FIBROSA  CYSTICA.  Flat  film  of  abdo- 
men showing  caliceal  calcification  of  the  kidneys,  calcification 
of  pelvic  lymph  nodes,  and  generalized  decalcification  of  skeletal 
structures  with  partial  collapse  of  the  vertebral  bodies.  From 
the  Department  of  Radiology,  University  Hospital,  Omaha. 

calculi,  peptic  ulcer,  calcification  of  lymph 
nodes,  and  generalized  skeletal  demineraliza- 
tion. 

OSTEITIS  DEFORMANS 
(Paget’s  Disease) 

The  first  recorded  description  of  osteitis 
deformans,  given  by  Paget  in  187607)^  in 
an  address  before  the  Royal  Society  of  Lon- 
don- has  been  unsurpassed.  Paget  considered 
it  to  be  an  inflammatory  process,  hence  he 
suggested  the  name  osteitis  deformans.  Os- 
teitis deformans  is  a chronic  deforming 


leison  of  the  skeleton  characterized  by  simul- 
taneous absorption  of  old  bone  and  formation 
of  imperfect  new  bone.  A representative 
case  history  of  Paget’s  disease  is  presented. 

Case  History:  (Paget’s  disease):  Mrs.  M.  B.,  age 
63  was  admitted  to  the  University  Hospital  on 
12-12-46  with  complaints  as  follows:  1.  Constant 

aches  and  pains,  dull  and  sharp,  in  the  hips,  knees, 
ankles,  and  back  for  5 weeks  duration.  2.  Skull,  leg, 
and  back  deformities,  gradually  increasing  for  10 


Fig.  2.  OSTEITIS  DEFORMANS  (PAGET’S  DISEASE  OF 
BONE).  Skull  film  demonstrating  marked  thickening  of  the 
cranial  bones.  From  the  Department  of  Radiology,  University 
Hospital,  Omaha. 

years.  3.  Loss  of  40  to  45  pounds  weight  in  5 years. 
4.  Loss  of  3 to  4 inches  in  height  in  5 years.  5. 
Nervousness.  6.  Skin  eruption  on  the  left  ankle. 
The  disease  process  had  been  diagnosed  Paget’s  dis- 
ease 10  years  previously  in  the  University  dispen- 
sary, and  the  course  followed.  Treated  symptomat- 
ically. A kyphosis  had  been  partially  corrected  with 
a back  brace.  On  admission  the  patient  is  unable 
to  walk  because  of  severe  pain  in  the  back  and  ex- 
tremities. 

Family  and  Personal  History:  Essentially  nega- 
tive. 

History  by  Systems:  Head:  Headaches  over  the 
vertex  and  occiput  for  5 years.  EENT:  vision  poor 
for  past  three  years,  and  edentulous  for  ten  years. 
Cardio-respiratory:  mild  palpitation  and  dyspnea. 
Gastro-intestinal  and  Genito-urinary:  negative. 

Physical  Examination:  Patient  is  nervous  indi- 

vidual, poorly  nourished,  exibiting  many  body  de- 
formities. Head:  supraorbital  margins  are  thick 
and  overhanging.  The  lower  jaw  protrudes,  the 
cheek  bones  are  prominent,  the  eyes  are  sunken,  and 
the  external  occipital  protuberance  is  prominent. 
Chest:  right  side  larger  than  the  left  and  the  ribs 
are  prominent.  Heart:  B.  P.  118/78,  rate  regular, 
no  murmurs,  and  no  demonstrable  cardiac  enlarge- 
ment. Abdomen:  negative.  Back:  scoliosis  to  the 
left  and  marked  thoracic  kyphosis.  Extremities: 
right  leg  shorter  than  the  left,  both  legs  are  bowed 
laterally,  and  the  tibiae  and  femora  are  heavy. 
There  is  an  erythematous  scaling  of  the  left  ankle. 

Laboratory:  Hb  13.7,  WBC  6000,  differential  nor- 
mal. Urine  negative.  Mazzini  negative.  Serum 
calcium:  9.7,  8.8,  9.0%.  Serum  inorganic  phosphor- 
ous: 2.9,  3.2,  2.2  mg%.  Alkaline  Phosphatase:  77.5, 
31.2,  22.0  units.  Total  serum  protein  5.6%. 

Progress:  Pain  relieved  with  rest,  codeine,  and 
local  heat.  A neurosurgical  opinion  was  asked  con- 
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cerning  the  advisability  of  a cordotomy  or  nerve 
root  section  for  relief  of  continuous  pain.  A cystome- 
trogram  disclosed  a normally  functioning  bladder. 
The  decision  was  that  of  symptomatic  relief  of  pain 
in  preference  to  care  of  a neurogenic  bladder  inci- 
dent to  cordotomy. 

Thirteen  cases  of  Paget’s  disease  of  bone 
have  been  collected  from  the  University  Hos- 
pital records,  of  which  there  were  seven 
white  males  four  white  females  and  two  ne- 
gresses.  The  age  incidence  varied  from  30  to 
80  years  at  the  time  of  diagnosis.  The  dura- 
tion of  symptoms  prior  to  hospital  admission 
was  unknown  in  five  cases,  approximately 
11-15  years  in  3 cases,  1-4  years  in  3 cases 
and  5 to  10  years  in  2 cases. 

The  admitting  symptoms  in  eight  cases 
were  due  primarily  to  the  manifestations  of 
Paget’s  disease  of  bone.  Two  of  these  cases 
exhibited  findings  of  spinal  cord  compres- 
sion with  symptoms  varying  from  ataxia,  leg 
pain,  and  lower  extremity  parasthesia,  to 
complete  paralysis  of  the  lower  extremities 
and  incontinence  of  bladder  and  bowel.  A 
55  year  old  negro  cook  was  admitted  with 
parietal  bulging  and  the  presence  of  a bony 
mass  on  the  left  cheek,  both  of  which  were 
diagnosed  roentgenologically  as  Paget’s  dis- 
ease. Two  men,  ages  63  and  58,  experienced 
pathological  fracture  of  the  leg  due  primarily 
to  lesions  in  the  extremity.  A 62  year  old 
housewife  complained  bitterly  of  pain  in  the 
back  and  knees,  and  was  found  to  have  ex- 
tensive involvement  of  most  of  the  skeletal 
structures,  especially  the  head,  spine  and 
lower  extremities.  A 59  year  old  teacher 
complained  of  increasing  leg  pain  associated 
with  marked  bowing  of  the  legs.  The  last 
case,  with  signs  and  symptoms  attributed 
primarily  to  Paget’s  disease-  died  the  day  af- 
ter admission  with  terminal  convulsions  and 
coma. 

In  five  cases  the  admitting  complaints 
were  other  than  those  which  might  be  attrib- 
uted to  Paget’s  disease.  In  each  the  diag- 
nosis of  Paget’s  disease  was  an  incidental  and 
often  unsuspected  finding.  A 62  year  old 
white  housewife  was  seen  in  the  hospital 
with  osteomyelitis  of  the  left  mandible  inci- 
dent to  a tooth  extraction  and  was  found  to 
have  Paget’s  disease  of  the  skull,  left  ilium, 
and  transverse  processes  of  the  third  and 
fourth  lumbar  vertebrae.  A 54  year  old 
housewife  complained  of  a rectal  mass  on  ad- 
mission, later  proven  to  be  carcinoma  of  the 
rectum,  with  the  incidental  finding  of  scle- 
rosing (Paget’s)  of  the  skull,  tibia  and  fib- 


ula. Dissimilar  bony  lesions  in  the  spine  and 
ilium  were  interpreted  to  be  metastatic 
neoplasm.  Two  cases  were  admitted  with 
primary  prostatic  complaints  due  to  hyper- 
trophy. A diagnosis  of  bone  pathology  was 
made  upon  examination  of  the  abdominal 
scout  film.  In  one  case  a polyglandular  dis- 
turbance in  a 32  year  old  female  presented 
symptoms  which  could  not  be  distinguished 
from  symptoms  due  to  Paget’s  disease. 

Symptomatically,  pain  was  the  most  im- 
portant complaint.  The  site  of  pain  was 
most  commonly  the  extremities,  although 
back,  hip,  and  neck  pain  was  noted.  Lesser 
symptoms  were  headache,  weakness,  and 
stiffness. 

Physical  findings  in  osteitis  deformans 
consisted  of  bowing  of  the  legs,  head  en- 
largement- thickening  of  the  bones  of  the 
extremities,  and  kyphosis.  Associated  phys- 
ical findings,  undoubtedly  due  to  the  bone 
pathology,  were  gait  disturbance,  and  frac- 
ture of  the  bones  of  the  legs.  In  two  cases 
there  were  no  physical  findings  related  to 
the  disease  process. 

Roentgenographic  studies  showed  bone 
changes  in  the  skull,  vertebrae,  pelvis,  tibia 
and  fibula,  and  femur.  Skull  changes  con- 
sisted of  moderate  to  marked  thickening  of 
the  cranial  bones,  demineralization  of  the 
petrosal  ridges  and  multiple  areas  of  in- 
creased density  and  rarefaction.  Often  the 
skull  appeared  to  have  a cottony  structure. 
Bone  changes  in  the  pelvis  assumed  scle- 
rosing features  of  trabecular  coarsening  with 
areas  of  rarefaction.  Similar  lesions  were 
noted  in  the  spine  with  compression  frac- 
tures of  the  vertebral  bodies.  The  changes 
noted  in  the  bones  of  the  lower  extremities 
consisted  of  tibial  thickening,  lateral  bowing, 
distortion  of  the  bone  architecture,  sclerosis 
and  rarefaction,  and  in  two  cases  pathologi- 
cal fracture. 

Laboratory  examination,  particularly  blood 
chemistry,  was  conspicuously  absent  in  many 
cases  here  reported.  In  only  four  cases  serum 
calcium  determinations  were  recorded,  each 
being  normal.  Serum  inorganic  phosphorus 
levels  were  reported  normal  in  three  cases. 
The  alkaline  phosphatase  activity  was  found 
to  be  normal  in  one  case  with  minimal  evi- 
dence of  the  disease  process ; however,  in  two 
cases,  the  alkaline  phosphatase  level  was  re- 
ported well  above  the  physiological  range. 
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Dissecting  aneurysm  of  the  aorta  results 
from  the  penetration  of  the  circulating  blood 
through  the  internal  into  the  medial  layer 
with  subsequent  extension  of  the  effused 
blood  for  a variable  distance  along  the  length 
of  the  vessel.  If  the  blood  reenters  the  lumen 
of  the  aorta  at  a distal  point  the  so-called 
double  barrelled  aorta  is  formed  between  the 
sites  of  rupture  and  return  of  the  stream  to 
the  main  channel.  It  is  this  type  of  dissect- 
ing aneurysm  from  which  there  is  recovery 
for  as  long  as  several  years. 

Most  patients  are  over  forty  years  of  age. 
The  incidence  is  males  3:1,  and  occurs  in 
adult  autopsy  in  a ratio  which  varies  with 
different  reports  from  0.3  to  1.5%. 

Hypertension  is  almost  invariably  present. 
Syphilis  hinders  rather  than  contributes  to 
the  morbid  changes.  Virchow’s  theory  that 
the  dissection  originated  in  an  area  of  intimal 
degeneration  at  the  site  of  an  atheromatous 
plague  was  generally  accepted  until  subse- 
quent obseiA^ations  revealed  its  occurrence 
in  vessels  in  which  there  were  no  plagues  or 
ulcerations  and  the  fundamental  morbid 
change  is  degeneration  of  the  media  known 
as  medionecrosis  aortae  indiopathica  cystica. 
It  is  described  by  Erdheim^^^  and  by  Mor- 
itz ^2)  ag  2i  local,  diffuse  mucoid  and  hyaline 
degeneration  of  the  media  resulting  in  cystic 
changes.  The  dissection  starts  as  a hemor- 
rhage within  the  vessel  wall.  Tearing  of  the 
intima  does  not  always  occur It  is  not  in- 
frequently the  cause  of  death  in  coarctation 
of  the  aorta. 

The  tear  is  commonly  transverse  and  us- 
ually 1.5  to  3.0  cm.  above  the  aortic  valve.  It 
is  the  result  of  recoil  and  widening  of  the 
aorta  during  diastole.  It  occurs  less  frequent- 
ly at  the  site  of  the  ligamentum  arteriosum 
which  may  be  rendered  weak  by  defects  in 
the  closure  of  the  ductus  arteriosus.  These 
points  are  comparatively  fixed  and  immobile 
as  compared  to  the  rest  of  the  thoracic  aorta. 
When  the  rent  is  low,  dissection  may  advance 
proximally  resulting  in  rupture  into  the  peri- 
cardium and  pericardial  hematoma  with 
symptoms  of  cardiac  tampinade.  If  it  preced- 
es distally,  branches  of  the  aorta  remain  con- 
nected only  by  the  intimal  layer  which  may 
become  compressed  or  severed  as  the  an- 
eurysm increases. 


Extensive  aneurysms  progress  along  the 
posterior  two-thirds  of  the  aorta  and  by  in- 
volvement of  the  carotid,  intercostal  or  lum- 
bar arteries  result  in  neurological  changes. 
Penetration  of  the  renal,  mesenteric  or  iliac 
arteries  may  result  in  hematuria,  melena, 
ileus  or  pulse  changes  suggesting  peripheral 
embolism. 

The  disease  is  sudden  and  dramatic  in  on- 
set without  premonitory  symptoms,  and  is 
characterized  by  severe  crushing  or  tearing 
anterior  chest,  less  often  epigastric,  pain 
which  frequently  radiates  to  the  back,  some- 
times to  the  neck  or  lower  extremeties,  rarely 
to  the  arms.  The  pain  tends  to  remain  con- 
stant and  responds  poorly  to  opiates.  Prostra- 
tion and  shock  may  ensue,  although  the 
blood  pressure  may  remain  elevated.  There 
is  usually  slight  fever  and  appreciable  leuco- 
cytosis.  There  may  be  changes  in  the  peri- 
pheral circulation  simulating  embolism. 
There  may  be  abdominal  pain  suggesting  a 
surgical  emergency. 

The  heart  may  evidence  physical  findings 
only  of  hypertension.  If  pericardial  bleeding 
occurs  there  may  be  a pericardial  friction 
rub,  signs  of  pericardial  effusion  with  eleva- 
tion of  the  venous  pressure  in  the  arms,  dis- 
tension of  superficial  cervical  and  arm  veins. 
Murmurs  are  sometimes  heard  over  the 
course  of  the  aorta.  A systolic  and  diastolic 
murmur  at  the  aorta  area  have  been  heard 
singly  or  together.  Pulsation  in  the  inter- 
scapular area  of  the  chest  wall  has  been  re- 
ported as  a pathagnomonic  sign. 

The  pulse  or  blood  pressure  may  be  un- 
equal in  the  two  arms  and  two  legs  or  un- 
equal in  the  arms  and  legs.  Increased  skin 
temperature  and  feeling  of  being  hot  all  over 
one  part  of  the  body  may  be  due  to  spontan- 
eous arterial  sympathectomy  as  the  result  of 
the  dissection.  Palpation  of  the  radial  and 
carotid  arteries  may  reveal  differences  in 
their  pulse  or  involvement  of  the  latter  may 
result  in  hemiplegia  . 

The  electrocardiogram  does  not  show 
changes  typical  of  myocardial  infarction  un- 
less the  dissection  involves  the  ostia  of  the 
coronary  arteries. 

Widening  of  the  myocardial  shadow  is  the 
most  constant  x-ray  finding.  There  is  some- 

317 


318 


AXEURYSM  OF  THE  AORTA:  LEHNHOFF 


Nebr.  S.  M.  Jour. 
September,  1948 


times  a radiolucent  area  outside  the  main 
aortis  shadow.  X-ray  evidence  of  myocardial 
hypertrophy  is  quite  consistent.  There  may 
be  displacement  of  the  esophagus  and  tra- 
chea^^h 

The  course  is  usually  short,  since  less 
than  20  percent  of  patients  live  more  than  a 
few  hours.  If  the  patient  survives,  there  is 
usually  a transient  fall  in  blood  pressure 
with  subsequent  rise  to  the  previous  high 
level.  The  pain  may  decrease  to  only  a residu- 
al ache  in  the  mid-dorsal  or  epigastric  region. 


Figue  1.  Longitudinal  section  through  abdominal  aorta  show- 
ing separation  of  layers. 


The  patient  may  live  several  years  but  is 
more  likely  to  die  suddenly  of  rupture  of  the 
aorta  with  hemorrhage  into  the  pericardium, 
pleural  cavity  or  abdomen. 

Until  the  comprehensive  monograph  by 
Shennan(5>  in  1934  dissecting  aneurysm  was 
almost  exclusively  an  autopsy  diagnosis.  In 
1937  Paulin  and  McGeaehy^^>  reported  three 
out  of  six  diagnosed  antemortem  and  stated 
in  their  article  that  of  500  cases  reported 
only  9 were  diagnosed  as  such.  In  1943, 
Logue^''^  reported  12  cases  of  which  10  had 
been  diagnosed  and  confirmed  at  necropsy. 
In  1947  Bauersfield^^>  reported  15  cases  of 
which  6 were  diagnosed  clinically.  There  are 
other  recent  reports The  following 
case,  which  represents  one  with  quite  typical 
manifestations,  provided  for  ante-morten 
diagnosis.  It  is  reported  in  the  hope  that  it 
may  stimulate  physicians  to  think  of  the 
disease  and  thereby  increase  the  incidence  of 
diagnosed  cases. 

A 72  year  old  white  male  was  admitted  as  an 
emergency  to  the  hospital  on  May  13,  1946.  He  com- 
plained of  constricting  anterior  chest  pain  which 
had  persisted  unchanged  for  two  hours  since  it  had 
come  on  unexpectedly,  suddenly  and  overwhelming- 
ly while  he  attended  a prize  fight.  In  the  course  of 
half  an  hour  a radiation  straight  through  to  the 
interscapular  region  developed.  He  received  mor- 
phine by  hypodermic  a few  minutes  after  the  symp- 
toms started.  He  was  prostrated  but  remained  con- 
scious throughout  the  acute  stage.  The  injection  of 
morphine  was  repeated  in  about  an  hour,  as  soon  as 
he  arrived  at  the  hospital. 

About  two  hours  after  the  onset  he  was  seen  and 
found  still  to  be  in  agonizing  pain.  The  face  was 


flushed,  lips  and  nail  beds  were  mildly  cyanotic.  The 
blood  pressure  was  212/124  in  both  arms.  The  pulse 
60.  regular,  temperature  98.6.  There  were  a few 
moist  rales  at  the  right  pulmonary  base.  The  left 
border  of  the  heart  percussed  slightly  beyond  nor- 
mal limits.  The  cardiac  tones  were  distant  and  of 
poor  quality.  The  peripheral  pulsations  were 
strong.  The  abdomen,  genitalia,  neurological  and 
rectal  examinations  were  normal. 

A past  history  of  known  hypertension  for  three 
or  four  years  was  later  obtained.  He  had  had  a 
transurethral  prostatectomy  seven  years  previously. 
Two  years  before  he  had  had  a sudden  facial  palsy 
which  he  was  told  resulted  from  a mild  “stroke” 
but  from  which  he  made  a complete  recovery.  He 
was  known  to  his  associates  as  an  intense  and  vig- 
orous man  of  physical  capability  far  beyond  his 
years. 

He  was  kept  at  bed  rest,  received  oxygen  by 
mask,  frequent  injections  of  morphine.  Within  12 
hours  the  pain  diminished  to  precordial  and  inter- 
scapular aching.  Within  48  hours  the  blood  pressure 


Figure  2.  Cross  section  of  abdominal  aorta  showing  separa- 
tion of  layers. 


fell  to  148/88,  all  the  pain  was  relieved  except  a 
persistent  ache  in  the  back.  He  became  somewhat 
uncooperative  and  irrational  which  was  laid  to  the 
generous  use  of  sedatives.  When  they  were  discon- 
tinued mental  clarity  returned. 

Within  a week  his  blood  pressure  had  returned  to 
196/120.  His  only  complaint  was  the  constant  ache 
which  nothing  relieved.  On  the  seventh  hospital  day 
he  developed  acute  arthritis  of  the  right  wrist  and 
ankle  which  appeared  to  be  gouty  arthritis  and  re- 
sponded well  to  an  anti-gout  regime. 

On  the  12th  hospital  day,  having  been  compara- 
tively comfortable,  he  suddenly  gasped  and  died. 

Except  for  the  bedside  chest  x-ray,  which  show- 
ed widening  of  the  aortic  shadow,  the  laboratory 
work  was  essentially  non-contributory.  Three  elec- 
trocardiograms were  taken,  all  of  which  showed 
variable  degrees  of  first  degree  heart  block  and  left 
ventricular  strain. 
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The  urinalysis  on  the  day  of  the  attack  showed 
4+  albuminuria,  a rare  red  blood  cell  and  white 
blood  cell.  Subsequent  urinalysis  showed  1+  albu- 
min. The  white  blood  count  on  the  day  of  the  attack 
was  15,000,  segmented  92%,  lymphocytes  % 4,  mono- 
cytes 2,  eosinophiles  2.  Hemoglobin  97%,  red  cells 
5,100,000.  The  sedimentation  rate  on  May  14  was  12 
mm.  in  two  hours;  May  16th  70mm.  in  two  hours  and 
on  May  22  120  mm.  in  two  hours.  The  blood  Wasser- 
mann  test  was  negative.  Blood  uric  acid  1.8  mg.  per 
100  c.c.  at  the  time  of  the  arthritis. 

The  autopsy  was  performed  by  Dr.  Sven  Isaacson. 
A portion  of  his  report  is  as  follows: 

Chest:  A large  amount  of  clotted  blood  was  pres- 
ent in  the  posterior  half  of  the  left  plueral  sac. 
There  was  a large  eventration  of  the  left  diaphragm 
pressing  on  the  underlying  spleen. 

The  arch  of  the  aorta  was  discolored  purplish 
over  an  area  of  approximately  8 to  10  cm.  Approx- 
imately 3 cm.  distal  to  the  left  subclavian  artery 
there  was  seen  a perforation  of  the  aorta  readily  ad- 
mitting the  index  finger.  The  wall  at  this  perforation 
-was  thin  and  appeared  to  be  made  up  of  adventitia 
only. 

The  left  lung  was  smallj  soft  and  air-containing 
throughout.  The  right  lung  was  slightly  adherent  to 
the  diaphragm.  The  right  pleural  sac  contained  on- 
ly a small  amount  of  embalming  fluid  and  blood. 
The  right  lung  was  likewise  soft  and  air-containing 
throughout. 

The  heart  appeared  moderately  increased  in  size 
with  a concentric  hypertrophy  of  the  left  ventricu- 
lar muscle.  The  pericardial  sac  contained  50  c.  c.  of 
chocolate  colored  serum.  The  left  heart  was  empty. 
The  mitral  valve  leaflets  were  slightly  fibrosed  at 
the  edges.  The  right  heart  chambers  were  empty. 
The  tricuspid  valve  was  in  good  condition;  the  aor- 
tic semilunar  valves  showed  a slight  sclerosis  at 
the  base  the  pulmonary  semilunar  valves  were  nor- 
mal. The  root  of  the  aorta  contained  a large,  soft 
blood  clot  extending  up  into  the  innominate  artery. 
It  was  not  adherent.  The  coronary  vessels  were 
mildly  sclerosed. 

The  lungs,  heart,  esophagus  and  aorta  were  re- 
moved in  toto.  Upon  further  inspection  the  above 
mentioned  rupture  of  the  adventitia  at  the  arch  of 
the  aorta  was  seen  to  have  occured  in  small  aneur- 
ismal  dilatation  and  from  this  point  onward  and 
downward  the  media  was  completely  separated,  ex- 
tending through  the  thoracic  and  abdominal  aorta 
and  into  the  proximal  part  of  the  right  internal  iliac 
artery.  There  appeared  to  be  no  dissection  of  the 
renal  arteries  or  any  of  the  other  greater  branches. 
An  incomplete  dissection  between  the  rnedia  and  the 
adventitia  was  seen  extending  for  a short  distance 
from  the  aneurismal  opening. 

Microscopic  Section  of  Abdominal  Aorta:  Section 
showed  the  separation  of  media  in  its  outer  third. 
There  were  many  hyperplastic  vasa  vasora. 

It  is  noteworthy  that  the  point  of  dissection  was 
in  the  region  of  the  ductus  arteriosus  rather  than 
the  more  common  location  within  the  first  three 
centimeters  of  the  aorta. 

Figures  1 and  2 show  longitudinal  and  cross 
sections  respectively  of  the  abdominal  aorta  and  il- 
lustrate the  dissection  of  the  layers  of  the  artery. 

This  case  of  dissecting  aneurysm  of  the 
aorta  presents  features  which  distinguish  it 


from  the  condition  with  which  it  is  most  lik- 
ely to  be  confused,  namely,  coronary  throm- 
bosis. (1)  The  pain  was  sudden,  severe  at  on- 
set without  premonitory  symptoms  or  the 
gradually  increasing  pain  of  coronary  occlu- 
sion. (2)  There  was  radiation  to  the  back. 
(3)  It  occurred  during  excitement.  (4)  The 
electrocardiogram  was  not  that  of  coronary 
disease  per  se.  (5)  The  x-ray  showed  widen- 
ing of  the  supra  cardiac  shadow.  (6)  Hyper- 
tension was  present  at  onset  and  returned  to 
its  original  level  within  a few  days.  (7)  The 
patient  died  of  rupture  of  the  aneurysm. 
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FORRESTAL  APPROVES  INTEGRATION  OF 
PANAMA  CANAL  ZONE  HOSPITALS 

Secretary  of  Defense  James  Forrestal  has  ap- 
proved integration  of  National  Military  Establish- 
ment hospital  and  medical  services  in  the  Panama 
Canal  Zone  area,  according  to  a news  item  which 
appears  in  the  August  14  issue  of  The  Journal  of 
the  American  Medical  Association. 

Approval  was  given  on  recommendation  of  the 
committee  on  medical  and  hospital  services  of  the 
armed  forces,  of  which  Dr.  Paul  R.  Hawley,  former 
chief  medical  officer  of  the  Veterans  Administra- 
tion, is  chairman. 

Under  the  integrated  program,  hospitalization  of 
the  personnel  of  all  three  military  services  is  as- 
signed to  the  navy  on  the  Atlantic  side  of  the  zone 
and  to  the  army  on  the  Pacific  side. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  next  annual  Assembly  of  the  Nebras- 
ka State  Medical  Association  will  be  held  in 
Omaha  on  May  3,  4,  and  5,  1949.  If  you 
wish  to  read  a paper  before  this  Asssembly, 
send  the  title  to  Dr.  R.  B.  Adams,  416  Fed- 
eral Securities  Bldg.,  Lincoln  8,  Nebr.  Do 
so  at  once.  No  titles  will  be  accepted  after 
January  1,  1949. 


Applications  for  membership  in  the  Ne- 
braska Academy  of  General  Practice  are  be- 
ing received  almost  daily  by  the  Board  of 
Directors.  Plans  are  being  made  for  the  gen- 
eral meeting  of  this  group  in  Omaha  in  Sep- 
tember. 

The  first  Annual  Scientific  Assembly  of 
the  American  Academy  of  General  Practice 
is  scheduled  to  be  held  March  7th,  8th  and 
9th,  1949,  at  Netherlands  Plaza  Hotel  in  Cin- 
cinnati, Ohio. 

Applications  for  membership  should  be 
forwarded  to  Dr.  Esther  I.  McEachen,  Sec- 
retary, 307  Medical  Arts  Bldg.,  Omaha, 
Nebr. 

FALL  POSTGRADUATE  COURSES  OF 
AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  is 
sponsoring  three  postgraduate  courses  in  the  latest 
developments  in  the  specialty  of  Diseases  of  the 
Chest.  Each  of  the  courses  will  be  of  one  week’s 
duration  and  are  open  to  all  physicians.  Tuition 
fee  is  $50.00  for  each  course,  and  registration  is 
limited  to  fifty  physicians  for  the  courses  being 
presented  in  Chicago  and  New  York  City.  Reserva- 
tions will  be  accepted  in  the  order  received. 

SAN  FRANCISCO,  CALIFORNIA,  SEPTEMBER  13  through 
17,  1948— 

In  cooperation  with  the  University  of  California  Medical 
School  and  Stanford  University  School  of  Medicine.  For  in- 
formation please  write  to  Stacy  R.  Mettier,  M.D.,  Head  of 
Postgraduate  Instruction,  Medical  Extension,  University  of 
California,  San  Francisco,  California. 

CHICAGO,  ILLINOIS,  SEPTEMBER  20  through  25,  1948- 

Third  Annual  Postgraduate  Course  presenting  the  recent  de- 
velopments in  all  aspects  of  diagnosis  and  treatment  of  Dis- 
eases of  the  Chest.  Course  to  be  held  at  the  Hotel  Stevens, 
Chicago. 

NEW  YORK  CITY,  NOVEMBER  8 through  12.  1948- 

First  Annual*  Postgraduate  Course  presenting  the  newer 
aspects  of  Diseases  of  the  Chest.  Course  to  be  held  at  the 
Hotel  New  Yorker,  New  York  City. 

Applications  for  the  courses  to  be  given  in  Chi- 
cago and  New  York  City  should  be  made  through 
the  Executive  Offices,  American  College  of  Chest 
Physicians,  500  North  Dearborn  Street,  Chicago  10, 
Illinois. 
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AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

A number  of  changes  in  Board  requirements  and 
regulations  were  made  at  the  annual  meeting  of 
the  Board  held  in  Washington,  D.C.,  May  16  to  May 
22,  1948.  New  Bulletins  are  now  available  for  dis- 
tribution upon  application  and  give  full  details  of 
all  new  regulations.  These  relate  both  to  candi- 
dates, and  to  hospitals  conducting  residency  serv- 
ices for  training. 

Foremost  are  the  following; 

1.  The  ruling  that  applicants  must  receive  ade- 
quate training  in  both  obstetrics  and  gynecology 
has  been  defined  as  meaning  a minimum  of  six 
months,  full-time,  in  the  branch  of  either  obstetrics 
or  gynecology  relegated  to  a minor  role  in  a candi- 
date’s training  and  preference  for  practice. 

2.  Acceptable  preceptorship  training  is  defined. 

3.  The  present  regulation  requiring  at  least  six 
months  of  practice  in  the  specialty  following  the 
completion  of  an  acceptable  training  period,  has 
now  been  extended,  effective  December  31,  1949, 
to  a requirement  of  two  years  post-training  practice 
limited  to  the  specialty. 

4.  Specific  requirements  for  approval  of  hos- 
pital services  for  residency  training  are  outlined. 

5.  Effective  immediately,  there  will  be  no  fur- 
ther temporary  approvals  of  hospital  services  for 
residency  training.  It  is  planned  that  all  hospitals 
holding  any  type  of  residency  training  approval 
will  soon  either  be  resurveyed  or  initially  surveyed 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.  so  that  all  future  approvals,  new  or 
old,  will  be  based  entirely  upon  inspection  following 
application.  It  is  expected  also  that  certain  re- 
surveys will  result  in  withdrawal  of  present  resi- 
dency approval  from  institutions  where  the  educa- 
tional and  training  standards  are  not  being  main- 
tained. 

The  next  scheduled  examination  (Part  I),  writ- 
ten examination  and  review  of  case  histories,  for 
all  candidates  will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  Friday,  February  4, 
1949.  Application  may  be  made  until  November  1, 
1948.  Application  forms  and  Bulletins  are  sent 
upon  request  made  to  American  Board  of  Obstetrics 
and  Gynecology,  1015  Highland  Building,  Pitts- 
burgh 6,  Pennsylvania. 


AMERICAN  HOSPITAL  ASSOCIATION 

Almost  18  million  Americans  were  admitted  into 
the  6,173  hospitals  of  the  United  States  in  1947, 
according  to  the  1948  American  Hospital  Directory 
compiled  and  published  by  the  American  Hospital 
Association.  This  represents  an  average  of  one 
of  every  eight  Americans  receiving  hospital  care. 

Approximately  16  million  patients,  two  million 
more  than  in  1946,  were  admitted  to  general  hos- 
pitals during  the  year,  the  Directory  reports.  In 
addition,  40  million  hospital  visits  were  made  by 
outpatients,  those  needing  special  tests  or  treat- 
ments without  bed  care. 

The  average  cost  of  caring  for  a patient  for  one 
day  in  a general  hospital  rose  from  $9.39  to  $11.09 
in  the  year  1946-1947,  according  to  the  Directory. 
Yet  the  average  income  from  patients  was  $9.71, 
leaving  a daily  deficit  of  $1.38  per  patient  to  be 


made  up  through  voluntary  contributions  and  gifts 
from  the  public. 

Part  of  the  $2,354,344,000  expended  by  hospitals 
in  1947  was  for  the  salaries  of  the  79  fulltime 
employees  serving  every  100  patients  in  all  types 
of  hospitals,  the  Directory  states.  General  hospitals 
had  approximately  151  employees  for  every  100 
patients  to  maintain  prevailing  high  standards  of 
patient  care.  Hospitals  spent  about  about  400  mil- 
lion dollars  more  in  1947  than  in  1946,  because  of 
higher  wages,  higher  prices,  and  expanded  services. 

The  average  patient  going  to  a general  hospital 
in  1947  stayed  for  only  eight  days,  as  compared 
with  9.1  days  in  1946,  the  figures  show.  This  re- 
flects the  spreading  practice  of  entering  hospitals 
in  earlier  stages  of  illness,  possible  for  increasing 
numbers  of  people  through  Blue  Cross  and  other 
prepayment  plans,  as  well  as  wider  recognition  of 
the  value  of  hospitals,  improved  treatment  methods, 
and  early  ambulation. 

Hospitals  in  1947  had  total  assets  of  approximate- 
ly six  billion  dollars  ,which  is  more  than  $42  for 
every  man,  woman  and  child  in  the  United  States. 
Of  that  amount,  general  hospitals’  plant  valua- 
tion represents  almost  three  and  a half  billion  dol- 
lars, an  average  of  $7,500  per  bed. 

“Ten  years  ago,  in  1937,  9,221,517  patients  were 
admitted  to  hospitals,”  George  Bugbee,  executive 
director  of  the  American  Hospital  Association  re- 
ported. “During  this  ten  year  span,  hospital  ad- 
missions have  increased  almost  100  per  cent. 

“These  facts  revealed  by  the  Association’s  sur- 
vey,” he  said,  “dramatically  illustrate  the  in- 
creased recognition  of  the  place  of  hospitals  in  the 
nation’s  health  and  welfare.” 

Medical  science  and  hospital  care  continue  to 
progress  steadily,  Mr.  Bugbee  stated,  and  added 
that  “while  not  always  as  dramatic  or  as  attention- 
getting  as  developments  in  other  areas  of  scien- 
tific advance,  they  do  have  a personal  meaning  for 
every  individual  in  America.  The  prospect  is  for 
better,  longer  and  healthier  lives.” 


NEWS  (utd  VIEWS 


Two  administrative  shifts  in  the  Creigh- 
ton University  School  of  Medicine  were  an- 
nounced August  1st  by  the  Rev.  William  H. 
McCabe,  S.J.,  President.  Dr.  Percy  J.  Car- 
roll  of  St.  Louis,  a graduate  of  the  St.  Louis 
University  Medical  School  will  become  Dean 
of  the  Creighton  University  School  of  Medi- 
cine and  Chief  of  Staff  of  Creighton  Memo- 
rial St.  Joseph’s  Hospital  on  September  1st. 
He  will  hold  the  rank  of  Professor  of  Pre- 
ventive Medicine.  Dr.  Charles  M.  Wilhelmj, 
Dean  since  1939,  Professor  of  Physiology 
since  1930,  takes  over  a new  post,  Director 
of  Research,  in  addition  to  his  professorship. 
The  appointment  of  a successor  to  Dean  Wil- 
helmj, Father  McCabe  said,  was  made  at  his 
own  request,  because  of  his  interest  in  the 
promotion  of  research.  “The  present  pro- 
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gram  of  research  in  our  School,”  Dean  Wil- 
helmj  said,  “my  very  great  interest  in  it  and 
the  opportunity  to  further  it  as  Director  of 
Research,  make  my  new  appointment  very 
attractive  to  me.  It  will  be  a pleasure  to 
work  under  the  new  Dean.” 

Dr.  Carroll  is,  at  present,  a consultant  in 
industrial  and  preventive  medicine  in  St. 
Louis.  He  brings  to  Creighton  a wide  and 
successful  experience  as  medical  administra- 
tor and  as  a surgeon.  The  new  dean  saw 
service  with  General  John  J.  Pershing  on  the 
American  Punitive  Expedition  into  Mexico  to 
capture  Pancho  Villa  in  1916.  He  served 
with  the  4th  Division  Engineers  in  France 
in  World  War  I.  During  World  War  II  ex- 
ceptional ability  as  an  administrator  merited 
for  him  such  posts  as  Commandant  of  the 
Army  Medical  Center  of  Manila  and  Chief 
Surgeon  of  the  Southwest  Pacific  Theater 
of  Operations.  He  served  under  General 
MacArthur  in  the  Philippines  and  became  a 
ship’s  captain  long  enough  to  run  the  Japa- 
nese blockade  in  a 2,000-ton  Inner  Island 
ship,  the  “Mactan,”  with  225  bed  ridden  pa- 
tients. He  received  the  Distinguished  Serv- 
ice Medal  for  his  work  of  evacuating  the 
wounded  from  Manila  under  siege  and  for 
the  organization  and  administration  of  the 
United  States  medical  forces  in  the  Pacific. 
He  organized  the  Army’s  first  portable  and 
mobile  surgical  hospitals  for  use  in  the  first 
New  Guinea  campaigns.  In  January,  1944, 
Dr.  Carroll  returned  to  the  United  States 
and  assumed  command  of  Vaughn  General 
Hospital  which  he  reorganized  as  a special 
center  for  the  treatment  of  paraplegics.  Dr. 
Carroll  retired  from  the  Army  in  1946  with 
the  rank  of  Brigadier  General  after  thirty- 
one  years’  service. 


AMERICAN  HEART  ASSOCIATION  NAMES 
FIRST  FUND-RAISING  DIRECTOR 

The  appointment  of  E.  J.  Ade  as  the  first  Fund- 
Raising  Director  of  the  American  Heart  Association 
was  announced  today  by  Dr.  Tinsley  R.  Harrison, 
President  of  the  Association.  Mr.  Ade  formerly 
was  associated  with  the  John  Price  Jones  Corpor- 
ation, serving  as  technical  director  for  many  major 
war  fund  drives. 

Earlier  this  year,  the  American  Heart  Associa- 
tion and  its  local  affiliates  conducted  their  first 
nationwide  public  appeal  for  funds  to  combat  heart 
disease  raising  a total  of  nearly  $3,000,000.  Mr. 
Ade  will  coordinate  the  activities  of  national  fund- 
raising committees  which  are  now  being  established 
for  an  extended  1949  campaign  to  be  climaxed  dur- 
ing National  Heart  Week,  beginning  next  February 
14,  St.  Valentine’s  Day.  The  committees  will  in- 
clude representatives  of  medical  groups,  corpora- 


tions, foundations,  women’s  organizations,  labor 
unions,  clubs,  and  the  publicity,  sports,  and  enter- 
tainment fields. 

Among  the  national  fund  - raising  campaigns 
which  Mr.  Ade  previously  assisted  were  those  of 
the  British  War  Relief,  Red  Cross,  United  Service 
Organizations,  and  War  Bond  drives.  Mr.  Ade  also 
directed  fund-raising  activities  for  the  Planned 
Parenthood  Federation  of  America  and  the  New 
York  University- Bellevue  Medical  Center  Fund.  He 
served  as  Assistant  Admissions  Officer  of  the 
United  Nations  Conference  in  San  Francisco  in 
1945. 


NOMINATIONS  FOR  SCHOLARS  IN 
MEDICAL  SCIENCE 

Medical  schools  in  the  United  States  and  Canada 
are  invited  by  the  John  and  Mary  R.  Markle 
Foundation  to  make  nominations  for  the  second 
group  of  Scholars  in  Medical  Science  on  or  before 
December  1,  1948.  Each  school,  through  the  dean, 
may  nominate  one  candidate.  No  nominations  from 
individuals  will  be  considered. 

The  program  is  designed  to  aid  promising  young 
men  and  women  planning  careers  in  academic 
medicine,  who  have  not  yet  made  their  reputations. 
They  should  have  completed  the  usual  fellowship 
training  in  some  area  of  science  related  to  medicine 
and  should  hold,  or  expect  to  hold,  in  the  academic 
year  1949-50  a full-time  faculty  appointment  on 
the  staff  of  a medical  school. 

Grants  of  $25,000,  payable  at  the  rate  of  $5,000 
annually,  will  be  made  to  the  schools  over  a five- 
year  period  for  the  support  of  each  Scholar  finally 
selected,  his  research,  or  both. 

The  number  of  Scholars  to  be  appointed  in  1949 
has  not  yet  been  determined.  Sixteen  were  chosen 
in  1948.  A nw  booklet  describing  the  plan  is  avail- 
able on  request  from  the  Foundation,  14  Wall  Street, 
New  York  5,  N.  Y. 


WOMAN'S  AUmiARV 


The  following  is  a list  of  the  1948-49  Officers 
of  the  Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association: 

President — Mrs.  P.  0.  Marvel,  Giltner 
President-Elect — Mrs.  C.  Fred  Ferciot,  1225  So. 
49th  St.,  Lincoln 

1st  Vice-President — Mrs.  Glen  Whitcomb,  725  No. 
56th  St.,  Omaha 

2nd  Vice  President — Mrs.  A.  E.  Harrington,  710  E. 
7th,  Hastings 

Secretary — Mrs.  C.  W.  Way,  Wahoo 
Treasurer — Mrs.  H.  0.  Bell,  316  W.  11th,  York 
Directors : 

One  Year — Mrs.  D.  B.  Wengert,  1525  No.  Colson, 
Fremont,  and  Mrs.  L.  E.  Sharrar,  2111  Sewel 
St.,  Lincoln 

Two  Years — Mrs.  J.  N.  Stoops,  1906  7th  Ave., 
Scottsbluff,  and  Mrs.  Arthur  Offerman,  3334 
Pine  St.,  Omaha 

CHAIRMEN 

Organization — Mrs.  Glen  Whitcomb,  725  No.  56th 
St.,  Omaha 
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Program — Mrs.  R.  E.  Garlinghouse,  3225  So.  30th, 
Lincoln 

Public  Relations — Mrs.  Robert  A.  Youngman,  1501 
Burr  St.,  Lincoln 

Press  and  Publicity — Mrs.  Wilbur  A.  Muehlig,  2302 
Country  Club  Ave.,  Omaha 
Hygeia — Mrs.  A.  A.  Ashby,  Fairmont 
Legislation — Mrs.  George  E.  Robertson,  3904  Har- 
ney, Omaha 

Revisions  and  Resolutions — Mrs.  L.  A.  DeLanney, 
2869  Ida,  Omaha 

Bulletin — Mrs.  L.  F.  Egan,  1130  No.  Hastings  Ave., 
Hastings 

Finance — Mrs.  Maurice  Nielsen,  Blair 
Parliamentarian — Dr.  Dora  Eckles,  York 
Historian — Mrs.  Floyd  Rogers,  3015  Stratford,  Lin- 
coln 

Advisor — Mrs.  M.  E.  Grier,  4922  Ames  Ave.,  Omaha 
Honorary  Board  Member — Mrs.  C.  C.  Tomlinson, 
5251  Jackson,  Omaha 

ADVISORY  COUNCIL 
R.  T.  VanMetre,  Chairman,  1949,  Fremont 
C.  R.  Williams,  1951,  Syracuse 
R.  A.  Moser,  1950,  Omaha 

PRESIDENTS  OF  COUNTY  AUXILIARIES 
Douglas  County — Mrs.  James  P.  Donelan,  2703  No. 
55th,  Omaha 

Lancaster  County — Mrs.  M.  A.  Wood,  2808  Strat- 
ford Ave.,  Lincoln 

Scotts  Bluff  County — Mrs.  W.  C.  Harvey,  1725  12th 
St.,  Gering 

TRI-COUNTY  NO.  2— Mrs.  W.  H.  Hill,  2115  No. 
Park,  Fremont 

Adams  County — Mrs.  A.  E.  Harrington,  710  E.  7th, 
Hastings 

Sixth  Councilor  District — Dr.  Dora  B.  Eckles,  York 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


If  you  have  not  read  your  copy  of  Dr.  Paul  R. 
Hawley’s  challenging  address  to  the  A.M.A.  Con- 
ference of  Presidents,  give  it  top  priority  as  “re- 
quired reading.”  Citing  the  dangers  which  im- 
miently  threaten  the  practice  of  free  medicine.  Dr. 
Hawley  charts  the  course  which  voluntary  medical 
care  must  take  if  government  medicine  is  to  be 
forestalled.  His  message  is  of  vital  concern  to 
every  physician. 


Under  the  terms  of  the  Blue  Shield  agreement, 
claims  for  gastro-intestinal  and  gall  bladder  x-ray 
IN  THE  PHYSICIAN’S  OFFICE  are  not  allow- 
able. Claims  for  office  procedure  should  be  sub- 
mitted only  if  they  are  listed  “O.T.P.”  (Office 
Treatment  Permissible). 


A reminder:  Members  of  the  Nebraska  State 

Medical  Association  and  their  employees  may  be- 


come Blue  Cross-Blue  Shield  members  on  an  in- 
dividual basis.  Application  forms  will  be  sent  on 
request,  and  the  payment  of  dues  may  be  ar- 
ranged on  a quarterly  or  semi-annual  basis. 


It  is  advisable  to  postpone  sending  a statement 
to  your  patients  who  are  Blue  Shield  members  un- 
til after  the  Plan  has  made  payment  to  you.  Then, 
in  billing  the  patient,  please  indicate  the  amount 
of  the  payment  made  to  you  by  Blue  Shield. 


If  you  are  interested  in  what  the  future  can 
hold  for  you  and  your  patients  in  relation  to  their 
ability  to  afford  medical  care,  read  “100  MILLION 
SUBSCRIBERS— WHY  NOT?”  This  booklet  was 
mailed  to  you  recently  as  part  of  the  educational 
program  designed  to  keep  you  in  touch  with  the 
latest  developments  in  the  prepayment  program. 


“THE  CASE  OF  MRS.  CONRAD,”  the  new 
March  of  Time  documentary  film,  is  receiving  fav- 
orable comment  from  physicians  and  hospitals  over 
the  country.  The  picture,  while  promoting  pub- 
lic confidence  in  modem  medical  and  hospital  tech- 
niques, gives  recognition  to  the  Blue  Cross  Plan 
for  hospital  care. 


Address  all  correspondence  regarding  Blue  Cross 
and  Blue  Shield  to  330  City  National  Bank  Build- 
ing, Omaha  2,  Nebraska. 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 


CASH  RECEIPTS  AND  DISBURSEMENTS 
July  31,  1948 


Cash  on  hand,  July  1,  1948 

Receipts : 

From  dues  

From  enrollment  fees 

Taxes  deducted  from  salaries 
Interest  on  U.  S.  Bonds 


Disbursements : 

Claims  paid  

Administrative  expense  (Regular 

$4,305.74;  Adv.  Campaign  $72.76) 

Salary,  Executive  Director 

Professional  fee,  E.K.M 

Medical  Director  

Attorney  

Advertising  

Printing  and  stationery 

Home  office  travel  and  expense 

Collection  expense  

Refunds  

Dues  

Bank  charge  

Postage  

Taxes  paid  

Subscription,  Medical  Journal 


,$  62,755.24 


$46,922.83 

1,447.00 

40.10 

218.75 

48,628.68 

$111,383.92 

$34,945.00 

4,378.50 

250.00 

125.00 

100.00 
100.00 

13.35 

481.80 

5.00 
136.75 

44.04 

2.00 
400.00 
134.40 

2.50 

41,118.34 

Cash  on  hand,  July  31,  1948 $ 70,265.58 

Bank  Balances,  July  3i,  1948 — 

Packers  National  Bank,  Omaha $ 64,118.42 

First  National  Bank,  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 5,000.00 


$70,265.58 


NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
July  31,  1948 

Assets : 

Cash  in  banks  

Premiums  in  process  of  collection 

U.  S.  Bonds  (oost  plus  accrued 

interest)  


Liabilities : 

Accounts  payable.  Blue  Cross $ 5,446.53 

Accounts  payable,  monthly  invoices 536.68 


$70,265.58 

821.82 

99,421.00  $170,508.40 


II 
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Nebr.  S.  M.  Jour. 
September,  1948 


Accrued  payroll 
Claims  payable 


taxes - 


Accrued  audit 
Unearned  prer 


expense- 


Reserve  for  Public  Relations  Campaign- 
Subscribers  4% 

Surplus  Notes  $19,450.00 

Net  income  to  date 67,757.45 


42.60 

Obstetrics  

68 

6.84% 

3,310.00 

Orthopedics 

81 

8.14% 

2,668.50 

. 18,000.00 

Medical 

— 77 

7.74% 

2,047.00 

. 4,008.50 

Herniotomies 

16 

1.61% 

1,700.00 

. 5,000.00 

X-rays  

175 

17.95% 

1,392.00 

500.00 

Minor  Surgery 

153 

15.38% 

1,296.00 

. 48,766.64 

Gall  Bladders 

8 

.80% 

1,150.00 

Urology 

23 

2.31% 

1,010.00 

$82,300.95 

Nose  and  Throat 

18 

1.81% 

702.00 

. 1,000.00 

Hemorrhoids 

11 

1.11% 

495.00 

Radiation  Therapy 

___  4 

.40% 

475.00 

Eye 

8 

.80% 

215.00 

Anesthesia 

20 

2.01% 

155.00 

Pathology 

21 

2.11% 

86.00 

87,207.45 

Transfusions 

2 

.20% 

20.00 

$170,508.40 

995 

100.00% 

$35,039.00 

NEBRASKA  MEDICAL  SERVICE 


Adjustments  — 94.00 


INCOME  AND 

EXPENSE 

July 

31, 

1948 

Income: 

Month  of 

7 Months 

July 

to  Date 

From  dues  

$ 43,068.76 

$255,523.79 

Enrollment  fees  paid 

1,447.00 

8,039.00 

Interest,  U.  S.  Bonds 

218.75 

302.09 

$ 44,734.51 

$263,864.88 

Expenses: 

Claims 

$31,773.50 

$192,360.50 

♦Administrative  expense — 

Regular 

4,781.96 

31,361.26 

Adv.  Campaign  

205.44 

2,189.28 

Salary  Executive  Director  . 

250.00 

1,750.00 

Professional  fees,  E.K.M. 

125.00 

875.00 

Medical  Director  _ 

._  __  100.00 

700.00 

Attorney 

100.00 

700.00 

Auditing  _ _ . 

. — 125.00 

900.00 

Advertising,  regular 

154.35 

345.25 

Stationery 

711.68 

Printing  _ 

141.70 

2,851.56 

Home  office  travel  and  expense. 

67.10 

1,343.83 

Collection  expense 

5.00 

150.20 

Taxes  and  licenses 

2.50 

47.50 

Dues 

49.48 

305.03 

Postage 

400.00 

1,600.00 

Miscellaneous 

17.50 

85.00 

Insurance 

114.80 

122.00 

38,413.33 

238,398.09 

Net  Gain,  Year  1948 

$ 6,321.18 

$ 25,466.79 

Administrative  exnense 

Additional  payment,  prior  years. 



4,500.00 

Net  Addition  to  Reserves- 

$ 6,321.18 

$ 20,966.79 

♦Administrative  expense  for 

July,  1948 

.$  5,241.09 

Less  cash  payment  for  prior 

years,  February,  1948. 

459.13 

Net  amount 

.$  4,781.96 

MEMBERSHIP  SUMMARY— JULY,  1948 

Sub-  De- 

scribers  pendents  Total 

Membership,  July  1,  1948 

22,864  31,780  54,644 

Additions 

948 

Less  terminations 

534 

Net  Gain 

414 

Membership,  August  1,  1948 

. 23,728  32,356  55,634 

Groups  enrolled  during  July. 
Groups  cancelled  during  July. 


69 

8 

Number  of  active  groups,  August  1,  1948 1,406 

JULY  ENROLLMENT  BY  COUNTY 


Adams 

_ 36 

Keith 

_ 7 

Box  Butte 

2 

Lancaster 

156 

Buffalo 

- 36 

Lincoln 

20 

Burt  _ 

1 

Madisrm 

3 

Cberrv 

54 

Nemaha 

2 

Cheyenne 

30 

Nuckolls 

7 

Custer 

2 

Otne 

2 

Dawes  _ _ 

1 

Phelps  _ 

12 

Dawson 

54 

Platte 

45 

Dodge 

_ 11 

Red  Willow 

1 

Douglas  - _ 

221 

Richardson 

2 

Gage 

fJnrden 

_ 11 
1 

Sarpy  _ 

3 

Hall 

115 

Saunders 

1 

Hamilton 

- 13 

Scotts  Bluff 

92 

Holt 

1 

Sheridan  _ _ _ 

1 

Jefferson 

4 

Washington 

1 

NEBRASKA  MEDICAL  SERVICE 
CLAIM  REPORT 
July,  1948 

Number  of  claims  paid 

Number  of  services  rendered 

Females  

Males  

Subscribers  , 351 

Dependents  644 

Tonsilectomies  164  16.48%  S 5,715.00  16.31% 

Appendectomies  57  5.73%  5,665.00  16.17% 

Gynecology  47  4.72%  3,472.50  9.91% 

General  Surgery  42  4.22%  3,465.00  9.89% 


799 

995 

575 

420 


$34,945.00 

Amount  of  claims  in  process  of  settlement 

Average  cost  per  case  for  July 

Number  per  thousand  receiving  benefits  during  July. 


9.45% 

7.62% 

5.84% 

4.85% 

3.97% 

3.70% 

3.28% 

2.88% 

2.00% 

1.41% 

1.36% 

.61% 

.44% 

.25% 

.06% 

100.00% 


.$4,008.50 

43.85 

17 
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A.M.A.  MEETS  WITH  LABOR  GROUPS 

Members  of  the  A.M.A.  Council  on  Medical  Serv- 
ice and  the  A.M.A.  Committee  on  Rural  Medical 
Service  met  in  Chicago  recently  with  representa- 
tives of  cooperative  groups  and  organized  labor 
for  the  purpose  of  discussing  various  phases  of 
voluntary  medical  care  insurance. 

The  organizations  represented  included  the  Co- 
operative Health  Federation  of  America,  American 
Federation  of  Labor,  Congress  on  Industrial  Or- 
ganizations, United  Mine  Workers,  International  As- 
sociation of  Machinists  and  the  Farmers  Union. 

This  first  meeting  was  an  informal  get-together 
devoted  to  an  exchange  of  ideas  on  possible  ap- 
proaches to  the  various  problems  involved.  A sec- 
ond meeting  is  scheduled  for  sometime  in  Septem- 
ber. 

COMMITTEE  REPORTS  ON  STUDY  OF 
NURSING  PROBLEM 

Ina  report  submitted  to  the  House  of  Delegates, 
a five-man  committee,  appointed  by  Past-President 
Edward  L.  Bortz,  Philadelphia,  at  the  Atlantic 
City  meeting  to  study  the  nursing  problem  in  the 
United  States,  estimated  that  there  are  about  342,- 
737  nurses  now  available. 

“A  bulletin  issued  by  the  Women’s  Bureau  of  the 
U.  S.  Department  of  Labor  indicates  that  550,000 
nurses  will  be  required  to  care  for  the  American 
people  in  1960  if  current  standards  of  nursing  are 
maintained,”  the  committee  report  said,  adding; 
“The  bulletin  also  states  that  to  accomplish  this, 
50,000  nurses  must  be  graduated  each  year  from 
1951  to  1960.  The  largest  number  ever  graduated 
was  44,700  in  1947.” 

The  committee’s  report  was  submitted  by  Drs. 
Warren  Draper,  Washington;  Howard  Gray,  Roches- 
ter, Minn.;  Leland  McKittrick,  Boston;  Donald 
Smelzer,  Philadelphia,  and  T.  P.  Murdock,  chairman, 
of  Meriden,  Conn. 

The  report  said  that  a permanent  conference 
committee  had  been  formed,  made  up  of  representa- 
tives of  the  American  Nurses  Association,  the 
American  Hospital  Association  and  the  American 
Medical  Association. 

“The  duties  of  this  committee  will  be  to  study 
the  problems  common  to  all,”  the  report  said,  add- 
ing: 

“The  committee  recommends  that  changes  be 
made  in  the  present  method  of  training  nurses; 
that  in  the  future  nurses  be  made  up  of  two  main 


Volume  33 
Number  9 


AM. A.  NEWS 


325 


groups — the  professional  nurse  and  the  trained 
practical  nurse.  The  requirements,  duties,  and 
courses  of  training  of  both  main  groups  have  been 
outlined. 

“The  economic  problem  presents  certain  features 
which  should  be  corrected.  Your  committee  urges 
that  steps  be  taken  to  provide  social  security  and 
retirement  plans  for  all  nurses.  This  is  advised 
from  the  business  and  moral  viewpoints.  We  also 
recommend  that  hospitals  adopt  a definite  per- 
sonnel policy,  for  all  institutional  nurses,  with  a 
view  toward  making  salaries,  hours,  sick  leave,  and 
vacations  comparable  to  other  fields  of  endeavor, 
for  women,  with  equivalent  education  and  training. 

“The  committee  recommends  that  the  cost  of  es- 
sential special  nursing  care,  to  the  patient,  be  cov- 
ered by  payment  nursing  plans  or  be  tied  into  pre- 
payment hospital  and  medical  plans,  if  practicable. 

“The  committee  feels  that  the  nurses  innocently 
erred  in  their  action  in  Atlantic  City  in  1946  when 
they  voted  to  have  their  organizations  act  as  bar- 
gaining agents.  They  are  members  of  a noble 
profession.  They  do  not  need  bargaining  agents. 
The  term  bargaining  agent  carries  with  it  the  im- 
plication to  strike  even  though  it  is  true  that 
they  have  never  gone  on  strike.  Medical  men, 
nurses,  and  other  hospital  employees  have  not  the 
right  to  strike  anywhere,  anytime.  They  are  deal- 
ing with  that  most  priceless  possession — ^life  it- 
self. It  is  hoped  that  the  nurses  will  correct  this 
in  the  near  future. 

CHANGE  METHOD  OF  SELECTING  GENERAL 
PRACTITIONER 

With  more  and  more  attention  being  directed  to 
the  second  annual  A.M.A.  Interim  meeting  to  be 
held  in  St.  Louis,  Nov.  30  to  Dec.  3,  1948,  attention 
is  called  to  the  resolution,  adopted  by  the  House 
of  Delegates  at  the  Chicago  session  in  June,  chang- 
ing the  method  of  selecting  the  outstanding  gen- 
eral practitioner  of  the  year.  The  selection  is 
made  at  the  Interim  Session. 

The  resolution,  which  was  introduced  by  Dr.  E. 
S.  Hamilton  in  behalf  of  the  Illinois  State  Medical 
Society,  set  out  that  the  first  award  was  made  at 
the  A.M.A.  meeting  in  Cleveland  last  January,  but 
was  “marred  by  confusion  and  misunderstanding.” 
The  resolution  said  it  was  desirable  to  set  up  some 
definite  procedure  for  the  selection  of  the  A.M.A. 
general  practitioner  of  the  year,  recommending  that 
the  selection  originate  at  the  county  society  level 
and  proceed  through  state  organizations  so  that 
local  or  state  groups  and  individuals  may  pay  trib- 
ute to  the  family  physician  of  their  choice. 

The  resolution  set  in  operation  the  following 
plan: 

1.  Each  county  medical  society  shall  be  urged 
to  name  the  candidate  of  its  choice  as  the  outstand- 
ing general  practitioner  for  the  year  within  its 
jurisdiction,  basing  its  selection  on  nominations  and 
recommendations  from  any  responsible  source,  lay 
or  professional. 

2.  The  name  of  each  candidate  so  chosen  by  a 
county  medical  society,  with  all  pertinent  data,  in- 
cluding recommendations  of  lay  groups  and  indi- 
viduals, shall  be  submitted  by  the  county  medical 
society  to  the  state  medical  society  of  which  it  is  a 
component  part. 

3.  Each  state  medical  society,  through  whatever 
agency  each  may  designate,  shall  select  from  among 


the  candidates  submitted  by  its  component  county 
medical  societies  one  name  to  be  declared  the  out- 
standing general  practitioner  within  the  state. 

4.  The  candidate  so  selected  at  the  state  level 
shall  be  the  sole  candidate  from  that  state,  and  his 
or  her  name,  with  all  pertinent  supporting  data, 
shall  be  submitted  to  the  Board  of  Trustees  of  the 
American  Medical  Association. 

5.  The  Board  of  Trustees  shall  select  from  the 
names  submitted  by  state  societies  the  names  of 
three  persons,  these  names  to  be  submitted  in  turn 
to  this  House  of  Delegates,  which  shall  select  one 
name  to  be  declared  the  outstanding  general  prac- 
titioner of  the  United  States  for  the  year. 

6.  Any  state  medical  society  desiring  to  do  so 
may  establish  and  confer  a suitable  award  with 
fitting  public  ceremony  on  the  physician  it  has 
named  as  the  outstanding  general  practitioner  of 
that  state  for  the  year. 

REDUCED  NUMBER  OF  SCIENTIFIC 
MEETINGS 

A reduction  and  reallocation  of  scientific  meet- 
ings for  the  1949  Annual  Session  was  voted  by  the 
Council  on  Scientific  Assembly  at  its  recent  meet- 
ing in  Chicago.  The  action  was  in  accordance  with 
the  new  authority  vested  in  the  Council  by  the 
Amended  Constitution  and  By-Laws  approved  by 
the  House  of  Delegates  at  the  Chicago  session  in 
June. 

It  was  very  apparent  for  some  time  that  the 
large  number  of  scientific  meetings  exhausted  the 
restricted  facilities  available  in  the  convention 
cities,  and  that  in  many  instances  the  relatively 
small  attendance  at  some  sections  did  not  justify 
the  number  of  meetings  allocated. 

In  1947  the  Council  appointed  a subcommittee  to 
study  the  entire  problem  and  this  group  made  its 
report  to  the  full  Council  at  its  recent  meeting  at 
headquarters.  On  the  basis  of  attendance  figures 
since  1944,  the  nature  of  the  section,  universality 
of  appeal  and  the  desirability  of  reducing  the  total 
number  of  section  meetings,  the  Council  voted  to: 
(1)  retain  three  section  meetings  for  the  Sec- 
tions on  Internal  Medicine,  Surgery,  Pediatrics,  Ob- 
stetrics and  Gynecology  and  on  the  General  Prac- 
tice of  Medicine,  and,  (2)  to  reduce  all  other  sec- 
tions to  two  meetings  with  the  exception  of  Pre- 
ventive and  Industrial  Medicine  and  Public  Health, 
which  was  reduced  to  one.  The  new  session  on 
Disease  of  the  Chest  was  allotted  two  meetings. 
Two  sessions  on  Physical  Medicine  and  one  on  Al- 
lergy, which  come  under  the  Section  on  Miscel- 
laneous Topics,  were  also  approved. 

A.M.A.  URGES  SUPPORT  OF  WORLD 
MEDICAL  ASSOCIATION 

Aims  of  the  World  Medical  Association  “merit 
the  support  of  every  physician,”  according  to  an 
editorial  appearing  in  the  July  24  issue  of  The 
Journal  of  the  American  Medical  Association. 

Organized  in  Paris  in  September,  1947,  the  World 
Medical  Association  now  embraces  the  national 
medical  societies  of  26  nations  as  members  and  is 
considering  applications  for  admission  to  member- 
ship of  16  others. 

The  editorial  follows  in  part: 

“The  promotion  of  closer  ties  among  the  national 
medical  organizations  and  the  physicians  of  the 
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world,  the  maintenance  of  the  honor  and  dignity 
of  the  medical  profession,  mutual  consideration  of 
professional  problems  of  the  medical  profession  in 
the  different  countries  and  exchange  of  informa- 
tion on  matters  of  interest  to  the  medical  profes- 
sion, the  establishment  of  proper  relations  with 
similar  groups  (such  as  the  World  Health  Organiza- 
tion, the  United  Nations  Educational,  Scientific,  and 
Cultural  Organization),  improvement  of  health 
throughout  the  wmrld,  and  the  promotion  of  world 
peace  are  aims  which  merit  the  support  of  every 
physician. 

“At  this  time  through  the  office  of  the  general 
secretary.  Dr.  Louis  H.  Bauer,  surveys  are  in 
process  concerning  the  status  of  the  physician  in 
different  countries  of  the  world,  the  standards  of 
medical  education,  the  qualifications  and  rating  of 
specialists,  the  extent  of  recognition  of  cultist  prac- 
tice, and  the  advertising  of  medical  products. 

“Also  in  process  of  development  is  a bulletin  to 
be  issued  periodically  reporting  the  results  of  the 
studies  that  have  been  mentioned. 

“In  the  United  States  a committee  has  been 
established  to  aid  the  work  of  the  World  Medical 
Association.  Since  the  problems  are  such  as  will 
interest  every  physician  who  participates  in  civic 
and  in  medical  affairs,  opportunity  is  offered  to 
individual  physicians  to  become  Founder  Sustaining 
Members  of  the  World  Medical  Association, 

“The  annual  membership  dues  are  $10.  Many 
physicians  are  subscribing  for  five  years  in  advance 
in  order  to  place  the  World  Medical  Association 
promptly  on  an  established  basis.  Individual  mem- 
bers will  receive  the  bulletin  of  the  World  Medical 
Association  and  certificates  of  membership  in  the 
United  States  Committee. 

“Many  medical  organizations  such  as  the  Ameri- 
can Medical  Association  and  the  International  Col- 
lege of  Surgeons  have  become  associated  through 
organizational  memberships  and  are  represented  on 
the  Board  of  Directors  of  the  United  States  Com- 
mittee. Many  of  the  great  medical  industries  have 
indicated  their  approval  by  substantial  contribu- 
tions. The  House  of  Delegates  of  the  American 
Medical  Association  has  given  its  complete  end- 
dorsement  to  this  project. 

“Physicians  who  wish  to  affiliate  with  the  United 
States  Committee  of  the  World  Medical  Association 
may  do  so  by  addressing  the  World  Medical  Asso- 
ciation at  its  permanent  offices  in  New  York  City 
at  2 East  103rd  St.  Thus  they  will  share  in  a 
worthy  cause  and  thus  also  they  will  have  oppor- 
tunity to  keep  abreast  of  the  manner  in  which 
physicians  throughout  the  world  are  joining  to  sus- 
tain the  ethics  and  the  ideals  that  have  animated 
the  medical  profession  for  thousands  of  years,” 

DR.  FISHBEIN  TO  STUDY  MEDICAL 
PRACTICE  IN  BRITAIN 

Dr.  Morris  Fishbein,  Chicago,  editor  of  The 
Journal  of  the  American  Medical  Association,  de- 
parted for  London  July  30  to  study  various  aspects 
of  the  new  British  National  Health  Act. 

He  will  confer  with  Aneurin  Bevan,  Minister  of 
Health,  and  officials  of  the  British  Medical  Associa- 
tion, and  is  also  scheduled  to  meet  with  the  presi- 
dents of  the  Royal  Colleges  of  Physicians,  Surgeons, 
and  Obstetricians,  Sir  Wilson  Jameson,  chief  medi- 


cal officer  of  the  Ministry  of  Health,  and  Dr.  Ed- 
ward Mellanby,  secretary  of  the  Medical  Research 
Council. 

Dr.  Fishbein  plans  to  meet  with  a group  of  gen- 
eral practitioners  to  study  the  effects  of  the  new 
health  act,  which  is  a universal  compulsory,  tax- 
suppported,  and  government  administered  program, 
costing  an  estimated  $720,000,000  during  the  first 
nine  months. 

Dr.  Fishbein  plans  to  visit  France,  Belgium,  Hol- 
land, and  Denmark  where  interviews  with  public 
officials  and  leading  physicians  have  been  arranged. 
He  tentatively  plans  to  visit  U.  S.  Army  Medical 
Department  installations  in  Germany  and  Austria. 

From  September  4 through  September  12,  he  will 
attend  the  World  Medical  Association  meeting  in 
Geneva,  Switzerland,  President  of  the  International 
Association  of  the  Medical  Press  and  acting  editor 
of  the  Bulletin  of  the  World  Medical  Association, 
Dr.  Fishbein  is  considering  the  organization  of  a 
medical  press  to  represent  national  medical  organ- 
izations throughout  the  world. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  Stete 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ins,  Omaha. 


Dr.  R.  C.  Cowger,  formerly  of  Grand  Island,  has 
moved  to  California. 

Associated  with  Dr.  Harold  Gifford  of  Omaha  is 
Dr.  Frank  L.  Eagle. 

Dr.  and  Mrs.  Earl  Montgomery  have  returned  to 
Omaha  from  a three  weeks  trip  to  the  west  coast 
and  the  Hiwaiian  Islands. 

Dr.  G.  E.  McGlothlen,  whose  home  is  Paragould, 
Ark.,  has  settled  in  Sutton. 

Dr.  J.  R.  Zastera,  graduate  of  St.  Louis,  Medical 
College,  has  located  in  Talmage. 

Dr.  J.  A.  Lanspa  of  Tecumseh  adressed  the  local 
Kiwanis  Club  the  latter  part  of  July. 

Celebrating  their  golden  anniversary  in  July 
were  Dr.  and  Mrs.  I,  C.  Munger  of  Lincoln. 

Dr.  Robert  E.  Kopp  of  Detroit  has  settled  in 
Plainview  to  become  associated  with  Dr.  M.  A. 
Johnson. 

Dr.  Byron  D.  Petersen,  gaduate  of  the  University 
of  Nebraska  Medical  College,  has  joined  the  McFee 
Clinic  in  Ogallala. 

Dr.  Louis  Moon,  Omaha,  was  made  president- 
elect of  the  American  Proctologic  Society  at  its 
recent  annual  meeting. 

Dr.  Kenneth  McGinnis,  formerly  of  Ord,  has  be- 
come associated  with  the  Lincoln  Clinic  as  head  of 
the  obstetrics  department. 

Dr.  Stanley  E.  Potter  has  become  associated  with 
Dr.  R.  Russell  Best  of  Omaha.  Dr.  Potter  is  the 
son  of  the  late  Dr.  George  B.  Potter. 

Dr.  Jerome  H.  Hirschmann  has  become  associated 
with  Drs.  Sidney  A.  Portis,  Charles  H.  Lawrence 
and  Irving  H.  Zitman  in  Chicago. 

Dr.  Charles  Brannen  a 1947  graduate  of  Creigh- 
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ton  Medical  School  has  joined  his  father  in  the 
practice  of  medicine  at  Greeley,  Nebr. 

Associated  with  Dr.  C.  D.  Howard  and  R.  F. 
Sievers  in  Blair  is  Dr.  Robert  Foley,  a graduate 
of  the  University  of  Nebraska  in  1947. 

Dr.  Elroy  Brugh,  a recent  graduate  of  the  Uni- 
versity of  Nebraska  Medical  College,  has  become 
associated  with  Dr.  Royer  in  Grand  Island. 

Dr.  Daniel  E.  Greene,  graduate  of  University  of 
Nebraska  College  of  Medicine  in  1943  has  located  in 
David  City  in  association  with  Dr.  L.  J.  Ekeler. 

Dr.  Ralph  L.  Blair,  has  located  in  his  home  town 
of  Broken  Bow.  Dr.  Blair  graduated  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1939. 

Associated  with  his  father  in  Gering  is  Dr.  W.  C. 
Harvey,  Jr.  The  Junior  Harvey  recently  completed 
his  internship  at  the  Presbyterian  Hospital  in  Den- 
ver. 

Associated  with  Drs.  J.  R.  Lynch  and  R.  P.  Luce 
in  Fairbury  is  Dr.  William  Yoachim,  a graduate 
of  the  University  of  Nebraska  College  of  Medicine 
in  1945. 

Dr.  Floyd  Clarke  of  Omaha  writes  from  Estes 
Park:  “Nu  telephones,  no  day  routine,  no  crying 

youngsters.  Just  loafing,  wonderful  scenery,  good 
sleep  and  eats.  Hate  to  see  it  all  end.” 

Dr.  Robert  Dodd,  a native  of  Fairbury,  has  locat- 
ed in  Milwaukee,  Wis.  Another  Fairburian,  Dr. 
Joseph  E.  Snyder,  was  recently  appointed  director 
of  the  Vanderbilt  Clinic  in  New  York  City. 

“An  estimated  $60,000  job  here  is  begging  for  a 
taker.  The  job  is  that  of  town  doctor  for  this 
northeast  (Allen)  Nebraska  community  of  880 
families.”  Editorial  remark:  Them’s  hard  words. 

An  addition  to  the  profession  in  Lincoln  is  Dr, 
Kenneth  Rose,  formerly  of  Cincinnati,  Another  ad- 
dition to  the  Lincoln  group  is  Dr,  Curtis  Hanson 
who  is  to  be  associated  with  Dr.  J.  E.  M.  Thomson. 

According  to  a press  report.  Dr.  A.  Carlton 
Ernstene,  a native  of  Nebraska  City,  has  become  the 
head  of  the  Division  of  Medicine  at  the  Cleveland 
Clinic.  Dr.  Ernstene  was  formerly  the  head  of  the 
section  on  cardiovascular  diseases  in  this  same  in- 
stitution. 

Dr.  and  Mrs.  W.  J.  Hemphill,  North  Lpup,  cele- 
brated their  golden  wedding  anniversary  in  July. 
Dr.  Hemphill  came  to  North  Loup  in  1902.  They 
have  three  sons,  all  M.D.’s.  Dr.  Paul  is  a derma- 
tologist in  Kansas  City,  Mo.;  Dr.  George,  a sur- 
geon in  Eugene,  Oregon,  and  Dr.  William,  Jr.,  has 
just  completed  his  internship  in  Salem,  Oregon. 


LONALAC  FOR  DIETS  OF  RESTRICTED 
SODIUM  CONTENT 

Lonalac,  nutritionally  similar  to  whole  milk 
powder  but  virtually  free  of  sodium,  aids  in  the 
maintenance  of  protein  nutrition  when  milk,  meat, 
eggs  and  cheese  must  be  restricted.  Congestive 
heart  failure,  hypertension  and  toxema  of  preg- 
nancy have  been  treated  with  low  sodium  diets. 
Sodium  analyses  of  foods,  diet  plans,  literature 
on  use  of  low  sodium  diets  and  samples  of  Lonalac 
are  available  from:  Mead  Johnson  & Company, 
Evansville  21,  Indiana. 


DEATHS 

Charles  Daniel  Eby,  Leigh.  Born  in  1879  near 
Hendley.  Graduated  from  Omaha  Medical  College 
in  1904.  Practiced  for  a while  in  Virginia  and  came 
to  Leigh  in  1906.  Dr.  Eby  was  a very  conscientious 
physician  and  served  the  community  in  which  he 
established  his  practice.  He  was  a member  of  the 
Nebraska  State  Medical  Association  and  the  Ameri- 
can Medical  Association.  He  was  active  in  civic 
and  fraternal  affairs.  He  died  July  30,  1948,  Sur- 
viving are  his  wife,  two  daughters,  one  sister  and 
a brother. 


James  Norris  Plumb,  York.  Born  in  Rulo  in  1868. 
His  M.D.  degree  was  obtained  from  Rush  Medical 
College  in  1891,  and  began  the  practice  of  medicine 
in  Fairmont,  then  moved  to  York  in  1901,  where 
he  remained  in  practice  until  his  retirement  several 
years  ago.  He  was  a member  of  the  Nebraska 
State  Medical  Association  and  the  American  Medi- 
cal Association.  He  died  May  8,  1948,  in  a Hast- 
ings hospital.  Burial  was  in  York.  He  is  survived 
by  three  daughters. 


Tuberculosis  Abstracts 

The  more  rapid  decline  of  the  tuberculosis  death 
rate  in  younger  age  groups  and  the  gradual  aging 
of  the  population  have  resulted  in  an  increasing  pro- 
portion of  tuberculosis  deaths  in  the  ages  over  45. 
Tuberculosis  among  older  people  is  often  unsus- 
pected because  the  disease  has  long  been  considered 
the  particular  foe  of  youth.  Although  tuberculosis 
remains  the  leading  cause  of  death  from  disease 
in  the  ages  15  to  35  the  tuberculosis  death  rate  in- 
creases steadily  with  age  from  a minimum  in  child- 
hood to  a maximum  at  75  years  of  age, 

TUBERCULOSIS  IN  THE  OLDER  AGE  GROUP 

The  present  practice  of  making  extensive  studies 
of  tuberculosis  in  the  younger  age  group  of  our 
population,  thus  minimizing  the  importance  of  the 
disease  in  the  aged,  has  proved  to  be  unwise. 

The  statement  has  been  made  that  in  persons 
over  the  age  of  50  years  the  occurrence  of  com- 
municable pulmonary  tuberculosis  is  more  frequent 
than  in  any  other  period.  In  3,000  routine  post- 
mortem examinations  made  at  the  Philadelphia 
General  Hospital  from  1936  to  1937,  11.2  per  cent 
of  the  1,000  patients  60  years  of  age  and  over 
had  died  of  tuberculosis.  This  and  other  evidence 
leaves  little  doubt  that  tuberculosis  among  older 
individuals  is  not  rare. 

The  same  irregular  periods  of  activation  and 
quiescence  which  are  characteristic  of  tuberculosis 
occur  in  the  older  age  group,  and  when  continued, 
calcareous  areas,  fibrosis,  fibrocaseous  or  fibro- 
cavemous  pathology  finally  develop.  The  disease 
among  the  elderly  is  usually  of  a chronic  nature, 
and  the  patient  continues  with  his  occupation.  One 
of  the  deficiencies  in  the  control  of  tuberculosis 
is  the  failure  to  discover  the  disease  in  elderly  in- 
dividuals who  may  be  spreaders  of  tuberculosis  for 
many  years. 

A study  of  case  histories  of  older  patients  hav- 
ing pulmonary  tuberculosis  gives  the  impression 
that  the  disease  is  usually  acquired  before  40  years 
of  age  though  the  time  of  onset  is  often  difficult  to 
determine. 
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Herewith  are  four  illustrative  cases: 

Case  1.  A famier  at  28  years  of  age  had  a 
profuse  hemorrhage,  which  was  diagnosed  as  being 
of  gastric  origin.  Six  years  later  a daughter  died 
of  tuberculous  meningitis.  Fourteen  years  later,  in 
an  accident,  he  was  badly  exsanguinated.  He  re- 
covered and  continued  his  fann  work  for  22  years 
apparently  in  good  health.  At  70  years  of  age  he 
complained  of  a productive  cough  and  had  a low 
grade  fever.  A sputum  examination  made  at  this 
time  showed  tubercle  bacilli.  Two  years  later,  he 
died  of  tuberculosis.  This  man  apparently  had  pul- 
monary tuberculosis  for  44  years. 

Case  2.  A female,  married  for  22  years,  had 
been  in  poor  health,  but  as  no  clinical  symptoms 
were  present  to  suggest  serious  trouble  her  family 
physician  concluded  that  she  was  a malingerer  and 
lost  interest.  Another  doctor  later  found  abnormal- 
ities in  her  chest  upon  physical  examination  and 
tubercle  bacilli  were  present  in  her  sputum.  This 
woman,  now  68  years  of  age,  is  living. 

Case  3.  A seven-year-old  female  died  of  pul- 
monary tuberculosis  22  years  ago.  The  family 
consisted  of  two  brothers,  a father,  and  mother. 
During  a school  tuberculin-testing  program  held 
later  the  two  brothers  showed  positive  reactions. 
The  mother  was  thought  to  be  the  source  of  infec- 
tion, but  her  sputum  examinations  proved  to  be 
negative.  The  father  failed  to  cooperate,  claiming 
that  he  was  in  good  health.  Later  he  made  a poor 
recovery  from  influenza,  during  which  he  lost 
weight  and  acquired  a productive  cough.  An  x-ray 
of  his  chest  then  showed  far-advanced  tuberculosis. 
He  died  of  tuberculosis  at  the  age  of  80  years. 

Case  4.  Forty-six  years  ago  a young  man,  then 
16  years  of  age,  had  three  quarts  of  fluid  aspir- 
ated from  his  chest.  Fifteen  years  later  rales  were 
found  in  his  right  lung  apex.  During  the  next  few 
years  physical  signs  were  found  in  both  upper  lobes. 
In  1933  an  x-ray  of  his  chest  showed  marked  in- 
volvement of  both  upper  lobes  and  this  had  prog- 
ressed to  cavity  formation  by  1946.  This  man,  now 
69  years  of  age,  appears  in  excellent  physical  con- 
dition and  in  good  health. 

It  seems  unreasonable  to  assume  that  repeated 
exogenous  reinfections  account  for  the  course  of 
the  disease  in  such  cases.  Many  of  these  patients 
date  the  beginning  of  their  trouble  back  to  only  a 
few  months,  while  their  x-ray  indicates  a long- 
standing disease  finally  reaching  a stage  where  a 
breakdown  occurs.  Physical  examination  does  not 
materially  aid  in  making  a diagnosis.  Spinal  de- 
formities, ossification  of  the  costal  cartilages,  and 
a decreased  vital  capacity  are  encountered  in  older 
patients.  These  alter  the  signs  on  inspection  and 
palpation.  Upon  auscultation  the  findings  are  often 
confused  by  the  presence  of  other  pathologic  con- 
ditions, namely,  bronchitis,  bronchiectasis,  asthma, 
heart  disease,  and,  particularly  emphysema.  The 
x-ray  film  is  the  decisive  factor  in  making  a diag- 
nosis in  older  as  well  as  in  younger  persons. 
Neither  a negative  sputum  examination  nor  a 
negative  tuberculin  test  can  rule  out  the  disease. 

These  elderly  patients  present  problems  of  seg- 
regation, individual  education  for  their  own  and 
the  public’s  safety,  and  their  own  personal  treat- 
ment. 

In  the  past  75  years  persons  over  50  years  of 
age  in  the  United  States  have  increased  from  3.8 


to  5.7  per  cent.  The  census  of  1940  showed  ap- 
proximately 9,000,000  adults  over  65  years  of  age. 
Should  this  increase  in  our  old  age  population 
continue  aged  persons  with  tuberculosis  must  be 
given  serious  consideration  to  avoid  the  transmis- 
sion of  the  disease  from  the  aged  to  the  young. 

— Tuberculosis  in  the  Older  Age  Group,  Charles  D.  Boyd,  M.D., 
The  Wisconsin  Medical  Journal,  December,  1947. 


WOMEN  PAST  *49  RESPOND  BEST  TO 
TREATMENT  FOR  CANCER  OF  CERVIX 

Women  past  49  respond  more  favorably  to  treat- 
ment for  cancer  of  the  cervix  than  do  younger 
women. 

Writing  in  the  July  10  issue  of  The  Journal  of 
the  American  Medical  Association,  Harry  H.  Bowing 
and  Robert  E.  Fricke,  of  Rochester,  Minn.,  say  that 
“the  patient  more  than  49  years  of  age  has  a def- 
initely favorable  factor  influencing  the  five  year 
cure  rate.” 

Women  49  or  older  responded  better  to  all  types 
of  treatment,  except  that  younger  women  were 
more  able  to  withstand  the  effects  of  surgery. 

Twenty-nine  per  cent  of  the  women  between  the 
ages  of  30  and  49  who  were  treated  before  1940 
and  who  were  traced  were  living  five  or  more  years 
after  leaving  the  hospital.  In  the  40  to  69  group, 
nearly  37  per  cent  were  living  five  or  more  years 
after  leaving  the  hospital. 

The  majority  of  patients  with  cancer  of  the 
cervix  are  in  the  menopausal  years  of  their  lives, 
the  study  shows.  About  two  thirds  of  the  entire 
group  were  from  40  to  59  years  of  age  and  only 
a few  patients  were  under  30  or  over  69. 

Seven  types  of  treatment  were  used,  the  type 
being  determined  by  the  stage  of  the  disease,  the 
patient’s  condition  and  previous  treatment,  and 
other  factors: 

(1)  Radium  therapy  (2)  Roentgen  therapy  (3) 
Surgery  (4)  Surgery,  radium  therapy,  and  roent- 
gen therapy  (5)  Combined  radium  therapy  and 
roentgen  therapy  (6)  Surgery  and  radium  therapy, 
and  (7)  Surgery  and  roentgen  therapy. 

Combined  methods  are  often  more  successful 
than  any  method  used  alone,  the  study  points  out. 

The  importance  of  early  treatment  is  shown  by 
the  fact  that  among  the  patients  at  the  clinic  from 
1915  through  1939,  65  per  cent  of  those  treated  in 
an  early  stage  of  the  disease  and  who  were  traced 
by  the  physicians  were  living  five  years  after 
leaving  the  clinic. 

Emphasizing  the  importance  of  systematic  exam- 
ination after  treatment,  the  authors  state: 

“The  importance  of  a well-planned  follow  up  sys- 
tem cannot  be  overstressed.  We  recommend  re-ex- 
amination every  three  or  four  months  for  the  first 
post-treatment  year;  every  six  months  for  the  sec- 
ond post-treatment  year;  and  every  year  there- 
after.” 

Stressing  the  adaptation  of  therapy  to  the  needs 
of  the  individual  patients,  they  comment: 

“It  seems  reasonable  that  by  a combination  of 
selected  methods  in  proper  sequence  the  most  good 
can  be  obtained  for  the  patient.  So  far,  there  are 
no  mass  production  procedures  that  will  effectively 
control  the  malignant  disease.” 
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MILESTONES 


IN  CARDIORESPIRATORY  HISTORY 


A most  important  milestone  in  cardiotherapy 
was  the  introduction  of  Aminophyllin. 

Its  action  in  stimulating  the  myocardium 
to  increased  vigor  of  contraction 
results  in  augmented  cardiac  output 
and  increased  work. 


(1578-1657) 

Discovered  and 
demonstrated  the  circulation 
of  the  blood 
and  the 

heart’s  function. 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


SEARLE  AMINOPHYLLIN^ 

— has  exhibited  its  efficacy  also 
in  relieving  bronchial  asthma, 
paroxysmal  dyspnea  and  restoring- 
Cheyne-Stokes  respiration  to  a 
more  normal  rhythm. 


G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 

*Searle  Aminophyllin  contains  at  least  80% 
of  anhydrous  theophylline. 
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“An  excellent 
simple  presumptive  test  for  routine 
use  in  the  diagnosis  of  diabetes.”^ 


CLINITEST 

THE  TABLET  NO-HEATING  METHOD 
FOR  DETECTION  OF  URINE-SUGAR 

SIMPLE  TECHNIC— “My  experience 
with  Clinitest  has  convinced  me  be- 
yond a shadow  of  a doubt  that  they 
are  the  simplest  from  the  technical  stand- 
point . . 

SELF-GENERATING  HEAT-“The 

reagent  tablet,  known  as  the  Clinitest 
Urine  Sugar  Tablet  . . . generates  heat 
when  dissolved  and  the  use  of  exter- 
nally applied  heat  is  not  required  . . 

Clinitest — simple,  speedy,  com- 
pact, convenient — is  distributed 
through  regular  drug  and  medi- 
cal supply  channels. 

1.  Kasper,  J.  A.  and  Jeffrey,  I.  A.:  A Simplified  Benedict 
Test  for  Glycosuria,  Amer.  J.  Clin.  Pathology,  74.-117-21 
(Nov.)  1944. 

2.  Haid,  W.  H.:  The  Use  of  Screening  Tests  in  the  Clinical 
Laboratory,  J.  Amer.  Med.  Tech.,  <S:606-14  (Sept.)  1947. 


Identification  cards  for  the 
protection  of  your  diabetic 
patients  now  available  free 
upon  request. 

\ J 


AMES  COMPANY,  INC. 


ELKHART,  INDIANA 


BARUCH  COMMITTEE  ACHIEVES  ITS 
MAJOR  OBJECTIVES 

Stating  that  powerful  physical  forces  which  may 
threaten  civilization  are  being  diverted  into  chan- 
nels which  may  lead  to  a better  life,  the  Baruch 
Committee  on  Physical  Medicine  in  its  annual  re- 
port declared  that  the  atomic  “age  of  physics”  has 
released  physical  agents  of  enormous  power  and 
vast  magnitude  which  “will  in  the  future  relieve  the 
suffering  of  untold  millions  of  sick  and  disabled 
persons  and  will  aid  in  their  prompt  restoration  to 
happy  and  productive  citizenship.” 

Founded  in  1944  by  Mr.  Barnard  M.  Baruch, 
elder  statesman  and  philanthropist,  in  memory  of 
his  father.  Dr.  Simon  Baruch,  pioneer  in  physical 
medicine  and  leading  American  exponent  of  hydro- 
therapy, the  Baruch  Committe  has  in  less  than  five 
years,  according  to  its  directors.  Dr.  Frank  H.  Kru- 
sen,  achieved  its  major  objectives  of:  (1)  Increas- 

ing the  number  of  physicians  trained  to  teach  and 
use  physical  medicine;  (2)  Providing  for  more 
extensive  basic  and  clinical  research  in  physical 
medicine;  and  (3)  Insuring  the  proper  use  of  phys- 
ical medicine  in  relation  to  wartime  rehabilitation 
and  peace  time  physical  preparedness. 

In  issuing  the  report.  Dr.  Krusen,  who  is  Director 
of  Physical  Medicine  at  the  Mayo  Foundation, 
Rochester,  Minnesota,  stated,  “Although  the  full 
effect  of  the  research  and  training  of  physicians 
will  not  be  felt  for  some  time,  there  have  been 
immediate  effects  in  the  rehabilitation  and  medical 
care  of  thousands  of  disabled  veterans  and  even 
more  disabled  civilians.  Many  disabled  veterans 
are  today  living  self-sufficient,  independent  lives 
in  their  own  communities  because  of  the  increased 
emphasis  given  physical  medicine  and  rehabilita- 
tion by  the  military  services  and  the  Veterans  Ad- 
ministration, an  emphasis  which  would  not  have 
been  possible  without  the  research,  and  training 
of  physicians  provided  for  by  the  Baruch  Com- 
mittee. Through  the  committee,  such  opportunities 
are  gradually  being  brought  also  to  the  far  greater 
number  of  civilian  casualties  of  peace.” 

As  compared  with  but  a few  limited  facilities  in 
physical  medicine  and  medical  rehabilitation,  pri- 
marily in  large  medical  centers,  prior  to  the  war, 
there  are  now,  according  to  the  report,  approxi- 
mately 150  communities  in  the  nation  which  have 
or  are  planning  civilian  rehabilitation  programs. 
Among  these  are  the  Rehabilitation  Center  of  San 
Francisco,  California;  the  Woodrow  Wilson  Reha- 
bilitation Center,  operated  by  the  State  of  Virginia; 
Philadelphia,  Pennsylvania,  General  Hospital;  Bell- 
evue Hospital,  New  York  City;  Baruch  Center  of 
Physical  Medicine  of  the  Medical  College  of  Vir- 
ginia, Richmond;  and  the  Institute  of  Rehabilitation 
and  Physical  Medicine,  New  York  University — 
Bellevue  Medical  Center,  New  York  City. 

Many  of  the  Physical  Medicine  Rehabilitation 
Services  established  in  each  Veterans  Administra- 
tion Hospital  as  well  as  such  services  in  Army  and 
Navy  Hospitals  are  directed  by  physicians  whose 
training  was  sponsored  by  the  Baruch  Committee. 

The  effect  of  the  committee’s  efforts  on  increas- 
ing opportunities  for  training  physicians  and  other 
personnel  in  physical  medicine  is  shown  by  the 
fact  that  when  the  committee  was  organized  there 
were  only  five  approved  residencies  or  fellowships 
in  physical  medicine  available  annually  in  three 
(Continued  on  page  xxii) 
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The  South  Dakota  Division  of  the  American  Cancer  Society 

in  cooperation  with 

The  South  Dakota  State  Board  of  Health 

Presents  An  Invitation  to  the  Physicians  of 

Nebraska,  South  Dakota,  Minnesota,  Iowa 

TO  ATTEND  AN  OUTSTANDING 


CANCER  SYMPOSIUM 

AT  THE  COLISEUM 

SIOUX  FALLS,  SOUTH  DAKOTA 
OCTOBER  11,  12,13,  1948 

The  following  program  will  be  presented  by  prominent  guest  speakers: 


October  11,  1948 — Morning 

9 :00  a.m. 

Dr.  Brewster  S.  Miller,  New  York  City, 
Assistanl  Medical  Director,  American 

• Cancer  Society — The  American  Can- 
cer Society. 

Dr.  Robert  L.  Cherry,  Kansas  City, 
Missouri,  Senior  Surgeon,  U.  S.  Pub- 
lic Health  Service — Role  of  the  Pub- 
lic Health  Service  in  Cancer  Control. 

Dr.  Cornelius  P.  Rhoads,  New  York 
City,  Mf;morial  Hospital  — Present 
Status  of  Cancer  Research. 

Dr.  John  R.  McDonald,  Rochester,  Min- 
nesota, Pathologist,  Mayo  Clinic — 
Status  of  the  Papanicolaou  Stain  for 
the  Diagnosis  of  Cancer. 

Dr.  Elbert  DeCoursey,  Ft.  Sam  Hous- 
ton, Texas,  Colonel  M.C.,  Chief,  Lab- 
oratory Service  — Pathological  Diag- 
nosis of  Cancer. 

Afternoon 

2 :00  p.m. 

Dr.  John  R.  McDonald,  Rochester,  Min- 
nesota, Pathologist,  Mayo  Clinic — • 

Pathology  of  Tumors  of  the  Head 
and  Neck. 

Dr.  Douglas  Quick,  New  York  City, 
Surgeon  — Diagnosis  and  Treatment 
of  Tumors  of  the  Mouth,  Accessory 
Sinuses  and  Salivary  Glands. 

Dr.  Max  Cutler,  Chicago,  Illinois,  On- 
cologist, Chicago  Tumor  Institute — • 
Radiological  Treatment  of  Neoplasms 
of  Head,  Neck  and  Larynx. 

Dr.  Ferdinand  C.  Helwig,  Kansas  City, 
Missouri,  Pathologist,  St.  Lukes  Hos- 
pital-Pathology of  Thyroid  Tumors. 

Dr.  Arnold  S.  Jackson,  Madison,  Wis- 
consin, Surgeon,  Jackson  Clinic  — 
Treatment  of  Thyroid  Tumors. 

Evening — Open  to  Laity 

8:00  p.m. 

Dr.  Cornelius  P.  Rhoads,  New  York 
City — Future  Outlook  of  Cancer, 

Dr.  Douglas  Quick,  New  York  City — 
Early  Diagnosis  of  Cancer  of  Head 
and  Neck. 

Dr.  Elbert  DeCoursey,  Ft.  Sam  Hous- 
ton, Texas — The  Destructive  Effects 
of  Radiation,  The  Modern  Treatment 
of  Cancer. 


October  12,  1948 — Morning 

9 :00  a.m. 

Dr.  John  V.  Goode,  Dallas,  Texas,  Pro- 
fessor Surgery,  Southwestern  Uni- 
versity Medical  School  — Diagnosis 
and  Treatment  of  Neoplasms  of  the 
Skin  and  Fascia.  Including  Hands 
and  Feet. 

Dr.  Charles  L.  Martin,  Dallas,  Texas, 
Radiologist,  Martin  X-Ray  and  Ra- 
dium Clinic  — Radiological  Treat- 
ment of  Neoplasms  of  Skin. 

Dr.  Murray  M.  Copeland,  Washington, 
D.  C.,  Professor  of  Oncology,  George- 
town University  Medical  Center — 
Benign  Tumors  of  the  Breast. 

Dr.  William  Crawford  White,  New 
York  City,  Surgeon  Roosevelt  Hos- 
pital— ^Malignancies  of  the  Breast. 

Dr.  Max  Cutler,  Chicago,  Illinois,  On- 
cologist, Chicago  Tumor  Institute  — 
Radiological  Treatment  of  Malig- 
nancies of  the  Breast. 

Dr.  Edwin  Bayrd,  -Rochester,  Minne- 
sota, Department  Medicine,  Mayo 
Clinic — Lymphomas. 

Afternoon 

2:00  p.m. 

Dr.  Charles  G.  Johnston,  Detroit, 
Michigan,  Professor  Surgery,  Wayne 
University  Medical  School — Pre  and 
Post-operative  Care  of  the  Patient 
with  Malignancy. 

Dr.  Ferdinand  C.  Helwig,  Kansas  City, 
Missouri  — Pathology  of  Pulmonary 
and  Mediastinal  Tumors. 

Dr.  Thomas  J.  Kinsella,  Minneapolis, 
Minnesota,  Surgeon  — Treatment  of 
Pulmonary  and  Mediastinal  Tumors. 

Dr.  Robert  E.  Fricke,  Rochester,  Min- 
nesota, Radiologist,  Mayo  Clinic  — 
Radiological  Treatment  of  Chest  Tu- 
mors. 

Dr.  Ernest  Sachs,  St.  Louis,  Missouri, 
Neuro-Surgeon,  Barnes  Hospital, 
Washington  University  Medical 
School  — Neoplasms  of  C r a n ia  I 
Nerves,  Spinal  Cord  and  Peripheral 
Nerves. 

Evening — Open  to  Laity 

8:00  p.m. 

Dr.  William  Crawford  White,  New 
York  City — Tumors  of  the  Breast. 

Dr.  Brewster  S.  Miller,  New  York  City 
— The  American  Cancer  Society  and 
the  Laity. 


October  13,  1948 — Morning 

9:00  a.m. 

Dr.  Murray  M.  Copeland,  Washington, 
D.  C. — Pathology  of  Bone  Tumors. 

Dr.  Henry  C.  Marble,  Boston  Massa- 
chusetts, Surgeon  — Massachusetts 
General  Hospital  — Diagnosis  and 
Treatment  of  Bone  Tumors. 

Dr.  Charles  L.  Martin,  Dallas,  Texas, 
Radiologist,  Martin  X-Ray  and  Ra- 
dium Clinic — Radiological  Treatment 
of  Bone  Tumors. 

Dr.  Joe  V.  Meigs,  Boston,  Massachu- 
setts, Gynecologist,  Vincent  Memorial 
Hospital  — Surgical  Treatment  for 
Cancer  of  the  Cervix  and  Fundus 
Uteri. 

Dr.  Robert  E.  Fricke,  Rochester,  Min- 
nesota, Radiologist,  Mayo  Clinic  — 
Radiological  Treatment  of  Carcinoma 
of  the  Cervix  and  Fundus  Uteri. 


Afternoon 

2:00  p.m. 

Dr.  C.  D.  Creevy,  Minneapolis,  Profes- 
sor Urology,  Minnesota  University 
Medical  School — Diagnosis  and  Treat- 
ment of  Malignancies  of  the  Blad- 
der and  Prostate,  Kidneys  and  Testi- 
cles. 

Dr.  Robert  E.  Fricke,  Rochester,  Min- 
nesota — Radiological  Treatment  of 
Malignancies  of  the  Bladder,  Pros- 
tate, Kidneys  and  Testicles. 

Dr.  Karl  A.  Meyer,  Chicago,  Illinois, 
Surgeon,  Cook  County  Hospital— Car- 
cinoma of  the  Upper  Gastro-Intesti- 
nal  Tract. 

Dr.  Raymond  W.  McNealy,  Chicago, 
Chief  Surgeon,  Wesley  Memorial 
Hospital  — Carcinoma  of  the  Colon 
and  Rectum. 


★ ★ ★ 


NO 

REGISTRATION 

FEE 


For  Hotel  Reservations,  Write  to: 

Mr.  A.  C.  Fisber,  Carpenter  Hotel,  Sioux  Falls,  South  Dakota 
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MALPRACTICE  INSURANCE 
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Q. 
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THE  CONTINENTAL  COMPANY 


1100  “0”  St. 


Lincoln,  Nebr. 


BARUCH  COMMITTEE  ACHIEVES  ITS 
MAJOR  OBJECTIVES 

(Continued  from  page  xx) 

medical  centers  as  compared  with  70  such  resi- 
dencies and  fellowships  now  annually  available  at 
34  medical  centers.  Compared'  to  30  medical  schools 
then  offering  instruction  in  physical  medicine,  there 
are  now  60,  just  double  the  original  number. 

Of  the  33  Baruch  Fellows  in  physical  medicine 
who  completed  their  training  in  1947,  twelve  are 
already  in  teaching  positions  in  large  medical  cen- 
ters. Three  former  Fellows  now  hold  professor- 
ships of  physical  medicine  in  medical  schools,  five 
hold  assistant  professorships  and  three  hold  instruc- 
torships,  eight  have  headed  departments  of  phys- 
ical medicine  in  Army  general  hospitals,  one  in  a 
Navy  medical  center,  and  four  have  directed  de- 
partments in  Veterans  Administration  hospitals. 
Since  the  establishment  of  the  Committee,  physical 
medicine  has  become  the  sixteenth  officially  recog- 
nized medical  specialty. 

Of  the  original  allocation  of  a million  and  a quar- 
ter dollars,  sums  totaling  $900,000  were  given  to 
Columbia  University,  New  York  University,  and 
the  Medical  College  of  Virginia  to  establish  three 
centers  for  physical  medicine  and  rehabilitation. 
The  three  centers,  which  are  being  developed  over 
a 10  year  period,  are  designed  to  serve  as  models 
for  medical  schools  and  hospitals  both  in  this  coun- 
try and  abroad. 

Research  and  training  projects  are  also  being 
conducted  under  Committee  grants  at  Massachu- 
setts Institute  of  Technology;  Harvard  University; 


University  of  Minnesota;  University  of  Southern 
California;  University  of  Iowa;  Marquette  Uni- 
versity; Washington  University;  University  of  Ill- 
inois, and  George  Washington  University.  Grants 
have  also  been  given  to  the  American  Association 
of  Physics  Teachers  for  studies  on  the  teaching  of 
physics  as  related  to  medical  and  pre-medical  train- 
ing. 

One  of  the  special  activities  outlined  in  the  re- 
port is  the  work  of  a subcommittee  which  has  been 
defining  “physical  fitness”  and  determining  how  the 
average  doctor  may  apply  the  term  to  his  patients. 
Previous  standards  of  physical  fitness,  they  re- 
ported, have  been  for  “athletes,  soldiers  and  other 
groups  in  supposedly  good  health”  and  have  no 
meaning  for  the  practicing  physician  unless  quali- 
fied by  asking  “physically  fit  for  what?”  The  chief 
goal  of  physical  fitness,  the  group  agreed,  is  “to 
bring  the  individual  to  that  state  whereby  he  can 
perform  those  tasks  which  will  permit  him  to  be- 
come an  active  member  of  society,  economically 
independent  if  necessary.”  The  subcommittee,  con- 
sisting of  Dr.  Robert  C.  Darling,  Columbia  Uni- 
versity; Dr.  Ludwig  W.  Eichna,  New  York  Uni- 
versity; Dr.  Clark  W.  Heath,  Harvard  University; 
and  Dr.  Harold  G.  Wolff,  Cornell  University,  re- 
ported that  motivation,  “the  will  to  do”  is  probably 
one  of  the  most  important  factors  in  determining 
physical  fitness. 

In  addition  to  financial  support  for  research  and 
training,  the  Baruch  Committee  furnishes  profes- 
sional consultation  and  advice  to  the  universities 
participating  in  its  program  through  its  Scientific 
(Continued  on  page  xxvi) 
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SIMULTANEOUS 

PROTECTION 


HIGHLY 

PURIFIED 


FEWER 

INJECTIONS 


REDUCED 
ALUM  CONTENT 


SMALLER 

DOSAGE 


Only  three  0.5  cc.  injections  are  necessary  at  intervals  of  4 to  6 weeks. 

Single  immunization  package,  containing  three  0.5  cc.  single  dose  vials. 

Five  immunizations  package,  containing  three  2.5  cc.  (Multiple  dose  vials) 


NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 


MANUFACTURERS  OF  PHARMACEUTICAL.  BIOLOGICAL  AND  BIOCHEMICAL  PRODUCTS  FOR  THE  MEDICAL  PROFESSION. 
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COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 

SURGERY — Intensive  Course  in  Technique,  Two  Weeks, 
starting  Sept.  27,  Oct.  25,  Nov.  29. 

Surgical  Technique,  Surgical  Anatomy  and  Clinical 
Surgery,  Four  Weeks,  starting  Oct.  11,  Nov.  8. 
Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks, 
starting  Sept.  27,  Oct.  25,  Nov.  22. 

Surgery  of  Colon  and  Rectum,  One  Week,  starting 
Oct.  18.  Nov.  15.  N 

Surgical  Pathology  Every  Two  Weeks. 

FRACTURES  AND  TRAUMATIC  SURGERY— Intensive 
Course.  Two  Weeks,  starting  Oct.  25. 

GYNECOLOGY — Intensive  Course,  Two  Weeks,  starting 
Oct.  11. 

Vaginal  Approach  to  Pelvic  Surgery,  One  Week, 
starting  Oct.  25. 

OBSTETRICS  — Intensive  Course,  Two  Weeks,  starting 
Oct.  25. 

UROLOGY  — Intensive  Course,  Two  Weeks,  starting 
Sept.  27. 

MEDICINE  — Intensive  Course,  Two  Weeks,  starting 
Oct.  11. 

Personal  Course  in  Gastroscopy,  Two  Weeks,  start- 
ing Sept.  27,  Nov.  8. 

Gastroenterology,  Two  Weeks,  starting  Oct.  25. 
Hermatology,  One  Week,  starting,  Oct.  4. 
DERMATOLOGY — Formal  Course,  Two  Weeks,  starting 
Oct.  4. 

Clinical  Course  Every  Two  Weeks. 
OPHTHALMOLOGY  — Intensive  Course,  Two  Weeks, 
starting  Sept.  20. 

Refraction  Methods,  Four  Weeks,  starting  Oct.  11. 
Ocular  Fundus  Diseases,  One  Week,  starting  Nov.  15. 
OTOLARYNGOLOGY  — Intensive  Course,  Two  Weeks, 
starting  Oct.  18. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar,  427  South  Honors  Street.  Chicago  12,  Illinois 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 

TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


BARUCH  COMMITTEE  ACHIEVES  ITS 
MAJOR  OBJECTIVES 
(Continued  from  page  xxii) 

Advisory  Committee  consisting  of  Dr.  Frank  H. 
Krusen,  Mayo  Foundation,  University  of  Minnesota, 
Chairman;  Dr.  John  Stanley  Coulter,  Northwestern 
University;  Dr.  John  F.  Fulton,  Yale  University; 
Dr.  Charles  Gordon  Heyd,  Columbia  University; 
Dr.  Andrew  C.  Ivy,  University  of  Illinois;  Dr. 
Chauncey  D.  Leake,  University  of  Texas;  Dr.  Frank 
R.  Ober,  Harvard  University;  Dr.  Winfred  Over- 
holser,  St.  Elizabeths  Hospital,  Washington,  D.  C.; 
Dr.  Francis  0.  Schmitt,  Massachusetts  Institute 
of  Technology,  and  Dr.  William  S.  Tillett,  New 
York  University. 

Each  year  the  Committee  has  also  sponsored 
special  scientific  exhibits  at  the  meetings  of  the 
American  Medical  Association  and  other  medical 
groups  presenting  both  technical,  experimental  and 
clinical  research  in  physical  medicine  and  “real  life” 
demonstrations  of  methods  of  rehabilitating  arth- 
ritics,  paralytics,  amputees  and  victims  of  poliomey- 
litis  and  cerebral  palsy. 

In  receiving  the  report  from  Dr.  Ray  Lyman 
Wilbur,  Chancellor  of  Stanford,  who  is  Chairman 
of  the  Committee’s  Administrative  Board,  Mr. 
Baruch  stated,  “This  is  a matter  to  which  I have 
given  a great  deal  of  thought  and  which,  I think, 
has  already  done  a tremendous  amount  of  good  in 
alleviating  the  sufferings  of  our  fellow  men,  par- 
ticularly the  veterans,  and  I think  it  will  do  still 
more.  There  is  nothing  with  which  I have  been 
connected  that  has  given  me  as  great  satisfaction.” 


UNIVERSITY  OF  MICHIGAN  OFFERS 
RESIDENCIES  IN  GENERAL  PRACTICE 

More  general  practitioners  to  care  for  the  needs 
of  rural  areas  in  Michigan  is  the  goal  of  an  experi- 
mental .two-year  residency  program  being  inaugu- 
rated by  the  University  of  Michigan  Medical  School 
this  summer. 

Writing  in  the  July  10  issue  of  The  Journal  of 
the  American  Medical  Association,  Charles  F.  Wil- 
kinson, M.  D.,  of  the  University  of  Michigan  Medi- 
cal School,  Ann  Arbor,  says  that  the  program  has 
the  approval  of  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association 
and  of  the  Michigan  State  Board  of  Registration 
in  Medicine. 

The  first  year  of  the  program  will  consist  of  six 
months  of  internal  medicine,  dermatology,  and  sur- 
gery, and  six  months  on  medical  and  surgical  ser- 
vices, to  include  obstetrics,  psychiatry,  neurology, 
dermatology,  other  nonoperative  specialties,  and 
all  the  operative  specialties,  according  to  Dr.  Wil- 
kinson. 

The  second  year  will  be  spent  on  obstetrics  and 
gynecology,  neuropsychiatry,  pediatrics,  and  medical 
and  surgical  services,  “with  a possible  third  year.” 
he  says. 

“Many  areas  in  Michigan  were  not  being  covered 
by  doctors  and  in  some  cases,  large  numbers  of 
people  have  no  medical  care  or  else  have  been  sub- 
jected to  the  care  of  an  osteopath.  In  many  areas, 
older  physicians  are  retiring  and  no  younger  men 
are  coming  to  take  over  the  practice  of  these  elder 
physicians,”  Dr.  Wilkinson  points  out. 
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You  are  NOT  an 
AVERAGE  MAN! 

No,  you’re  not!  There  is  no  “average”  man. 
Yet,  ready-made  suits  fit  only  this  non- 
existent man.  Our  customers  are  men  who 
want  clothes  that  are  tailored  PRECISELY 
. . . who  select  their  own  quality  cloth  . . . 
who  appreciate  the  true  economy  that  comes 
with  superb  tailoring,  smart  good  looks  and 
longer  wear.  Come  in  at  your  convenience 
and  see  our  large  stock  of  “imports.” 

J.  SHNEIDER 
& SON 

IMPORTING  TAILORS 

210  Sharp  Bldg.  LINCOLN,  NEBR. 


“I  feel  that  the  intense  desire  to  specialize  that 
one  sees  in  the  medical  student  at  present  has  been 
brought  about  by  a combination  of  factors.  One 
is  that  in  the  modem  medical  school  students  are 
taught  only  by  specialists. 

“Another  factor  which,  I think,  has  influenced 
medical  students  is  the  experiences  of  their  friends 
during  the  war.  Men  with  special  training  received 
better  assignments  and  faster  promotion  than  other 
men  who  might  have  been  just  as  capable,  but  who 
did  not  have  the  formal  recognition  of  board  or 
various  specialty  colleges. 

“The  reason  that  some  of  them  did  not  intend  to 
go  into  general  practice  was  that  they  felt  there 
was  no  program  where  the  educational  level  was 
equal  to  that  of  the  medical  school  from  which 
they  were  graduating  or  of  the  training  program 
that  led  to  specialization,”  Dr.  Wilkinson  says. 


SCHERING  ANNOUNCES  NEW 
RESEARCH  GRANTS 

Five  new  research  studies  in  the  field  of  har- 
mone  therapy,  x-ray  diagnostics  and  allergy,  in- 
stituted under  grants  from  Schering  Corporation, 
have  been  announced  by  Mr.  Francis  C.  Brown, 
president  of  the  company.  These  grants  in  support 
of  studies  at  four  Eastern  and  one 'Western  med- 
ical institutions  are  a part  of  the  expanding  pro- 
gram of  research  of  the  Bloomfield,  N.  J.,  pharma- 
ceutical manufacturers. 

An  unusual  study  on  encephalography  in  allergic 
children,  and  the  effect  in  this  condition  of  Trime- 


ton,  Schering’s  new  antihistaminic,  will  be  pursued 
at  the  New  York  Post-Graduate  Hospital.  The  re- 
search will  be  under  the  direction  of  Dr.  Robert 
Chobot,  attending  physician  in  allergy. 

Companion  studies  on  the  utilization  and  absorp- 
tion of  the  female  sex  hormones,  progesterone,  es- 
tradiol and  estradiol  benzoate,  by  routes  other  than 
injection  will  be  studied  at  Cornell  University  Med- 
ical College  and  New  York  Medical  College.  Pro- 
gesterone, the  harmone  of  pregnancy,  will  be  stud- 
ied at  Cornell  under  the  direction  of  Dr.  Ephraim 
Shorr,  associate  professor  of  medicine.  Dr.  Thomas 
H.  McGavack,  professor  of  clinical  medicine  and 
director  of  the  Metropolitan  Hospital  Research  Unit, 
will  supervise  the  studies  on  estradiol  and  estradiol 
benzoate  at  New  York  Medical  College. 

At  Yale  University’s  School  of  Medicine,  New 
Haven,  Connecticut,  the  metabolism,  absorption  and 
excretion  of  the  gall  bladder  diagnostic  agent,  Pri- 
odax,  and  of  related  compounds  will  be  studied  un- 
der the  direction  of  Dr.  William  T.  Salter,  professor 
of  pharmacology. 

Dr.  Robert  H.  Williams,  professor  of  medicine  and 
chairman  of  the  department  of  medicine  at  the  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
will  supervise  studies  on  the  effect  of  the  male  hor- 
mone preparations  of  testosterone  in  thyrotoxicosis, 
Addison’s  disease  and  Cushing’s  disease. 


The  tasks  of  health  education  are  not  merely  to 
teach  the  facts  of  the  modern  science  of  hygiene  but 
ultimately  to  persuade  men  to  apply  these  facts. 
Motivation  in  Health  Education.  lago  Galdston, 
M.  D.,  Columbia  Univ.  Press,  1948. 
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BALYEAT 

HAY  FEVER  AND  ASTHAVA 

CLINIC 


l)iV0T£0  £XCLUStV£LY  DIAGNOSIS 
TR£ATM£NT<>fALL£RGIC  DISEASES 

•••  OSL€R  BUILDI'NG*** 

OKLAHOMA  CITY  • • • OKLAHOMA 


^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SEOVIGE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Ellis,  Holyoke  & Company 

403  Stuart  Building  • Lincoln  8,  Nebraska 
Telephone  2-1297 


ALTITUDE  OF  8,000  FEET  DOES 
NOT  INJURE  HEART 

Contrary  to  widespread  belief,  living  at  an  alti- 
tude as  high  as  8,000  feet  is  not  injurious  to  the 
heart,  says  Gonzalo  Esguerra  Gomez,  M.  D.,  of  Bo- 
gota, Columbia. 

Writing  in  the  The  Journal  of  the  American  Med- 
ical Association,  Dr.  Gomez  bases  his  conclusion  on 
a study  of  480  residents  of  Bogota,  which  is  8,016 
feet  above  sea  level.  In  none  of  these  residents  did 
he  find  enlargement  of  the  heart  out  of  proportion 
to  the  general  build  or  abnormal  variations  in  blood 
pressure,  pulse,  respiration,  or  number  of  red  blood 
cells. 

Prolonged  strenuous  exercise  can  cause  enlarge- 
ment of  the  heart,  he  says,  but  no  more  so  at  8,000 
feet  than  at  sea  level. 


To  advocate  the  indiscriminate  use  of  streptomy- 
cin, especially  in,  moderately  advanced  or  advanced 
cases  of  pulmonary  tuberculosis,  not  only  is  pre- 
mature but  also  carries  with  it  certain  dangers  and 
drawbacks.  Among  the  principal  dangers  in  the 
use  of  this  drug  is  its  toxicity,  which  may  seriously 
affect  hearing,  sight  and  kidney  function  and  cause 
skin  eruptions.  At  present,  it  can  only  be  said 
that  we  have  seen  little  in  the  treatment  of  well 
established  pulmonary  tuberculosis  by  streptomycin 
that  gives  cause  for  any  great  optimism  regarding 
its  curative  value.  Com.  on  Tuberc.,  N.  H.  Med. 
Soc.,  New  England  J.  Med.,  Oct.  23,  1947. 
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WANTED:  Surgical  Assistant.  Salary  and 
commission  on  outside  work.  Write  or  call 
W.  J.  Arrasmith,  M.D.,  Grand  Island  Clinic, 
Grand  Island,  Nebraska. 


Only  seven  states — Colorado,  Connecticut,  Mass- 
achusetts, Michigan,  North  Dakota,  Rhode  Island 
and  Wisconsin — ^have  two  and  a half  or  more  beds 
available  for  the  tuberculous  per  annual  death 
from  tuberculosis.  Mary  Dempsey,  NTA. 


/friends 


will  want 


REPRINTS 


of  your  article 
in  this  Journal 


^/3i7/3rSURGICAL 

WOf'I't?/  COMPANY,  Inc. 


Laboratory  center  for  Micro- 
scopes, Photo-electric  Colori- 
meters, Sedimentation  Appa- 
ratus, Centrifuges,  Labora- 
tory Glassware. 

Write  for  Information 

Medical  Arts  Building,  Omaha,  Nebr. 

Phone  ATlantic  5825 


Let  us  furnish  them 
for  you. 

— Write  for  Prices  — 

The  Huse  Publishing  Co. 

The  Norfolk  Daily  News 
Office  Supplies  — Blank  Books 

Norfolk,  Nebraska 

Our  Voice  of  the  Air—WJAG 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


j. 

j. 


E.  M.  Thomson,  Lincoln President 

D.  McCarthy,  Omaha President-Elect 


M.  C.  Smith,  Lincoln 


E.  F.  Leininger,  McCook Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

Executive  Secretary 


BOARD  OF  TRUSTEES 

Geo.  W.  Covey,  Chairman,  1949 Lincoln  D.  B.  Steenburg,  1951 Aurora 

G.  E.  Peters,  1950  Randolph  Earle  Johnson,  1952 Grand  Island 

R.  B.  Adams Lincoln 

Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha  Alternates;  Joe  Bixby,  Geneva;  H.  S.  Morgan,  Lincoln 


COMMITTEES 

Education 

Advisory  to  Auxiliary 
R.  T.  VanMetre.  Chm..  1949 

Fremont 

C.  R.  Williams,  1951-Syracuse 
R.  A.  Moser,  1950 Omaha 

Credentials 
(Net  yet  appointed) 

Insurance 

Ralph  Luikart,  Chm.,  1949_ 

Omaha 

George  Misko,  1951 Lincoln 

C.  R.  Weber,  1950 Hastings 

Journal  and  Publication 

W.  H.  Heine,  1951 Fremont 

F.  W.  Niehaus,  1949 Omaha 

J.  C.  Thompson,  1950_Lincoln 

Library,  Necrology  and 
Records 

Roy  Whitham,  Chm.,  1949 — 

Lincoln 

George  Salter.  1950 Norfolk 

Fay  Smith,  1951 Imperial 

Medical  Service 

E.  B.  Reed,  Chm.,  1950 

Lincoln 

R.  M.  Still,  1949 Lincoln 

J.  S.  Broz,  1953 Alliance 

C.  H.  Sheets,  1951 Cozad 

R.  W.  Fouts,  1952 Omaha 


Medicolegal  Advice 

R.  W.  Fouts,  Chm.,  1949 

Omaha 

R.  B.  Adams,  1950  Lincoln 

J.  P.  Gilligan,  1951_Nebr.  City 

Planning 

F.  L.  Rogers,  Chm.,  1950 

Lincoln 

Morris  Nielsen,  1951 Blair 

A.  B.  Anderson,  1952 

Paynee  City 

A.  J.  Offerman,  1953 Omaha 

F.  G.  Dewey,  1949 Coleridge 

Prepayment  Medical  Care 
Donald  Wilson,  Chm.,  1949- 

Omaha 

Orvis  Neely,  1950  Lincoln 

H.  A.  Jackman,  1951 -Fremont 

Rural  Medical  Service 
E.  F.  Leininger,  Chm.,  1950 

McCook 

R.  L.  Cassel,  1951 Fairbury 

R.  E.  Penry,  1949 Hebron 

E.  T.  Zikmond,  1952 

Central  City 

N.  P.  McKee,  1953 Atkinson 

Scientific  Assembly 

M.  E.  Grier,  1949 Omaha 

J.  Dewey  Bisgard,  1950 

Omaha 

W.  W.  Waddel,  1951_Beatrice 

H.  S.  Morgan,  1952 Lincoln 

R.  B.  Adams Lincoln 


Speakers  Bureau 
O.  V.  Calhoun,  Chm Lincoln 


H.  F.  Elias Beatrice 

C.  M.  Wilhelmj Omaha 

Harold  C.  Lueth Omaha 

W.  Allen  Campbell Lincoln 

E.  G.  Brillhart Columbus 

Student  Loan  Fund 

O.  J.  Cameron,  Chm Omaha 

Olga  Stastny  Omaha 

J.  D.  Taylor Lincoln 


RESEARCH 

Arthritis 

R.  K.  Johnson,  Chm.,  1949 

Friend 

C.  E.  Rice,  1950 Odell 

C.  R.  Carlson,  1951 Wauneta 

Cancer 

James  F.  Kelly,  Chm.,  1949- 

Omaha 

Wm.  Ketter,  1950 Falls  City 

J.  T.  McGreer,  Jr.,  1941 

Lincoln 

Cardio-Vascular  Diseases 

Fred  Niehaus,  Chm.,  1949 

Omaha 

H.  H.  Morrow,  1950 Fremont 

Arthur  L.  Smith,  Jr.,  1951- 
Lincoln 

Fracture 

Wm.  L.  Sucha,  Chm.,  1949- 

Omaha 

Chester  Waters,  Jr.,  1950 

-Omaha 

C.  F.  Ferciot,  1951 Lincoln 


Industrial  Health 

E.  J.  Kirk,  Chm.,  1949 

Omaha 

A.  C.  Barry,  1950 Norfolk 

A.  P.  Synhorst,  1951 G.  Is. 

M.  C.  H. 

R.  E.  Garlinghouse,  Chm., 

1949  Lincoln 

R.  W.  Homan,  1950 Crete 

L.  S.  McGoogan,  1951 — Omaha 

Mental  Hygiene 

R.  J.  Stein,  Chm.,  1949 

Lincoln 

J.  C.  Nielsen,  1951 — Hastings 
H.  A.  Wigton,  1950 Omaha 

Public  Health 

J.  D.  Bradley,  Chm.,  1949 — 

Omaha 

Fred  A.  Long,  1950 Lincoln 

S.  I.  Fuenning,  1951 Lincoln 

Tuberculosis 

J.  Harry  Murphy,  Chm.,  1949 

Omaha 

H.  S.  Eklund,  1950 Osceola 

A.  I.  Webman,  1951 Superior 

Venereal  Disease 
W.  J.  McMartin,  Chm.,  1950 

Omaha 

H.  H.  Humphrey,  1949-Daykin 
Horace  Monger,  1951 Lincoln 


Councilor  Districts  and  Counties 

First  District;  Councilor;  J.  R. 
Nilsson,  Omaha.  Counties ; Doug- 
las, Sarpy. 

Second  District;  Councilor;  Clay- 
ton Andrews,  Lincoln.  Counties ; 
Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties:  Gage, 

Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties : 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Madison, 
Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 
Neumarker,  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties : Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District : Councilor : A.  A. 
Ashby,  Fairmont.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor;  R.  R. 

Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  C.  H. 

Sheets,  Cozad.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District : Councilor : H.  S. 
Andrews,  Minden.  Counties : Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties : Lincoln,  Perkins,  Keith, 
McPherson,  Garden,  Arthur,  Lo- 
gan, Deuel. 

Twelfth  District;  Councilor:  Ted 

Riddell,  Scottsbluff.  Counties; 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) A.  E.  Harrington,  Hastings G.  Paul  Charlton,  Hastings 

Boone  (5) G.  W.  Sullivan,  St.  Edward John  S.  McNeil,  Albion 

Box  Butte  (12) O.  L.  Seng,  Alliance J.  F.  Kennedy,  Alliance 

Buffalo  (9) A.  A.  Enos,  Kearney S.  O.  Staley,  Kearney 

Burt  (5) Isaiah  Lukens,  Tekamah Harry  W.  Benson,  Oakland 

Butler  (6) Z.  E.  Matheny,  Bellwood L.  J.  Ekeler,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix.-Dak.-Th.- Wayne(4)  Max  Coe,  Wakefield Clarence  A.  Piersen,  Pender 

Cheyenne-Kimball-Deuel  (12)  J.  B.  Pankau,  Dalton B.  H.  Grimm,  Sidney 

Clay  (7) H.  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

Colfax  (5) James  B.  Brown,  Clarkson W.  J.  Kavan,  Clarkson 

Custer  (9) P.  H.  J.  Carothers,  Broken  Bow Theo.  Koefoot,  Jr.,  Broken  Bow 

Dawson  (9) Chas.  E.  Hranac,  Cozad P.  B.  Olsson,  Lexington 

Dodge  (5) D.  B.  Wengert,  Fremont W.  H.  Hill,  Fremont 

Fillmore  (7) J.  C.  Hickman,  Geneva V.  V.  Smrha,  Milligan 

Franklin  (10) F.  E.  Nail,  Franklin D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell F.  A.  Barta,  Ord 

Gage  (3) C.  R.  Brott,  Beatrice Donald  Penner,  Beatrice 

Garden-Keith-Perkins  (11) E.  E.  Colglazier,  Grant J.  L.  McFee,  Ogallala 

Hall  (9) Howard  Royer,  Grand  Island J.  A.  Proffitt,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

Holt  and  Northwest  (8) W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) R.  P.  Luce,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) Eugene  VanAckeran,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) Paul  A.  Royal,  Lincoln John  Brown,  Lincoln 

Lincoln  (11) Stanley  Drasky,  North  Platte G.  T.  Anderson,  North  Platte 

Madison  Six  (4) R.  H.  Kohtz,  Bloomfield E.  G.  Surber,  Norfolk 
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Years  Treating  Alcohol 

And  Drug  Addiction 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and 
narcotic  addiction  that,  by  the  standards  of  the  time,  were  conspicuous 
for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with 
the  advantages  of  collateral  medicine,  treatment  is  markedly  further 
improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and 
emotional  re-education.  Cooperation  with  referring  physicians.  Write 
or  phone. 

RALPH 

SANITARIUM 

Established  1897 

529  HIGHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3624 

Ralph  Emerson  Duncan,  M.D.,  Director 


FIRST  NATIONAL  MEDICAL  PUBLIC 
RELATIONS  CONFERENCE  SCHEDULED 

CHICAGO — A national  medical  public  relations 
conference,  first  of  its  kind,  which  will  tackle  six 
common  objectives  facing  the  medical  profession 
today  is  to  be  held  in  St.  Louis  on  November  27. 
Dr.  George  F.  Lull,  secretary-manager  of  the  Amer- 
ican Medical  Association  announced  the  meeting 
which  his  office  will  sponsor. 

“Shooting  at  Common  Targets  in  Medical  Public 
Relations”  is  the  theme  of  the  conference,  to  which 
will  be  invited  public  relations  directors,  executive 
secretaries  charged  with  public  relations  duties  and 
public  relations  committee  chairmen  from  each  of 
the  forty-eight  state  medical  societies. 

At  the  workshop  session  which  will  be  run  in 
the  afternoon  from  two  to  five  o’clock,  carefully- 
selected  discussion  leaders  from  the  state  societies 
will  grapple  with  these  six  major  social  issues 
facing  the  medical  profession:  selling  the  need  of 

public  relations  to  state  medical  society  members, 
encouraging  wider  use  of  medical  pre-payment 
plans,  setting  up  workable  systems  for  handling 
night  calls,  the  rebate  problem,  developing  good- 
will with  labor,  farm,  industrial  and  co-op  groups, 
and  cooperating  with  health  agencies. 

The  conference  will  immediately  precede  the  an- 
nual secretaries-editors  meeting,  which  is  being 
held  in  conjunction  with  the  annual  Interim  Session 
of  the  American  Medical  Association,  November 
28  to  December  3. 

Dr.  Lull  declared  that  the  planning  and  guiding 
of  the  conference  would  be  handled  by  Lawrence 


W.  Rember,  William  Doscher  and  John  Bach  of 
the  Association’s  public  relations  staff. 

“Question  and  answer  periods  will  follow  each 
workshop  topical  presentation,”  said  Lull  “which 
will  enable  all  those  attending  to  find  the  best  re- 
fined answers  to  common  medical  public  relations 
problems.  We’ll  get  the  greatest  possible  value, 
because  the  speakers  chosen  for  the  panel  have 
worked  out  case-history  solutions  on  the  firing 
line  of  their  own  state  and  county  society  ex- 
perience.” 

About  100  representatives  of  state  societies  are 
expected  to  attend  the  sessions  in  St.  Louis. 


The  diagnosis  of  pulmonary  tuberculosis  is  simple 
and  uncomplicated  only  if  adequate  positive  data 
is  readily  obtained.  The  patient  with  obviously 
extensive  chest  film  findings  and  sputum  positive 
for  tubercle  bacilli  presents  no  diagnostic  problem. 
At  that  stage,  with  probable  far  advanced  disease, 
he  presents  no  therapeutic  problem — the  pulmonary 
disease  is  far  advanced — the  prognosis  guarded. 
Rubin  H.  Kaplan,  M.  D.  and  Louis  Levin,  M.  D., 
J.  Missouri  M.  A.,  Jan.,  1948. 


Mass  radiography  of  all  institutions  for  the  men- 
tally ill  should  be  repeated  every  two  years.  It 
is  noteworthy  that  reinvestigation  has  been  pro- 
ductive of  a significant  number  of  cases  who  were 
negative  on  previous  examinations.  A.  H.  Russa- 
koff,  M.  D.,  Am.  Rev.  Tuberc.,  Jan.,  1947. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing'  its  advertisers 


xxxiv 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
September,  1948 


Solution  of  Myochrysine  is  supplied  in  i cc.  ampuls  con- 
taining lo,  25,  50,  and  100  mg.  of  gold  sodium  thiomalate, 
equivalent  to  5,  12.5,  25,  and  50  mg.  of  gold. 

The  content  of  gold  sodium  thiomalate  is  indicated  in 
large  numerals  on  the  label  of  each  ampul,  in  order  that 
the  physician  may  readily  distinguish  the  desired  dosage 
strength. 


Convenient 
Dosage  Strengths 


The  consensus  of  clinicians  who 
have  had  considerable  experience 
with  aurotherapy  is  that  gold, 
despite  its  recognized  toxicity, 
appears  to  be  the  most  effective 
single  agent  available  for  the 
treatment  of  active  rheumatoid 
arthritis. 


SOLUTION  OF 

Council  MYOCHRYSINE  Accepted 

{Solution  Gold  Sodium 
Thiomalate  Merck) 

for  the  treatment  of  active  rheumatoid  arthritis 

MERCK  & CO.,  Inc.  RAHWAY,  N.J. 
Ky(Catt€€fii€>/u/il'n^ 
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EDITORIAL 


MEDICAL  SOCIALIZATION,  A CAM- 
PAIGN ISSUE? 

Early  in  September  of  this  year  Federal 
Security  Administrator,  Oscar  B.  Ewing, 
submitted  a 186  page  report  on  a compulsory 
medical  insurance  program  to  President 
Truman.  This  report  represents  a nine  month 
study  requested  by  the  President  after  the 
Eightieth  Congress  had  turned  down  a sim- 
ilar proposal.  As  is  usual  with  these  reports, 
Mr.  Ewing  called  the  present  medical  facili- 
ties, “totally  inadequate  in  many  respects  to 
meet  the  needs  of  one  hundred  forty-three 
million  people.”  Thus  the  report  discovered 
that  (1)  more  than  three  hundred  thousand 
Americans  die  each  year  who  could  be  saved 
if  present  day  medical  knowledge  and  skills 
were  fully  available  to  them.  (2)  A scant 
fifth  of  the  population  can  afford  all  the 
medical  care  it  needs.  (3)  Privately  operat- 
ed health  insurance  plans  never  will  be  in 
reach  of  more  than  one-half  of  the  popula- 
tion because  of  the  costs. 

The  report  therefore  proposes  that  a gov- 
ernment run  program  might  start  with  cov- 
erage offered  only  to  those  workers  now 
covered  by  Social  Security.  It  would  be  fi- 
nanced at  the  outset  by  a levy  of  from  one- 
half  to  1 per  cent  of  the  first  forty-eight 
hundred  dollars  earned.  Later  the  tax  might 
range  up  to  4 per  cent  as  the  services  are 
expanded.  The  employer  and  the  employee 
each  would  pay  half.  Mr.  Ewing  also  said 
that  there  are  only  half  enough  hospital  beds 
to  care  adequately  for  the  population.  Hence, 
he  proposes  doubling  these  facilities  by  1960 
at  a cost  of  nine  billion  dollars. 

The  program  also  contemplates  the  rem- 


edy for  what  is  called  a “critical  shortage 
of  doctors.”  To  do  this,  Mr.  Ewing  recom- 
mended federal  aid  to  help  medical  colleges 
train  227,000  physicians  by  1960.  This  is 
about  40%  more  than  would  be  turned  out  if 
facilities  are  not  expanded.  To  do  this,  the 
report  recommends  spending  about  40  mil- 
lion dollars  a year  at  the  outset,  with  in- 
creasing amounts  later. 

It  is  interesting  to  note  that  the  report 
made  its  appearance  a few  days  prior  to 
Mr.  Truman’s  opening  of  his  campaign  for 
re-election.  Some  believe  that  the  timing  is 
a result  of  the  challenge  by  some  Republi- 
cans that  the  Democrats  make  compulsory 
health  insurance  an  issue  of  the  1948  cam- 
paign. Therefore,  it  takes  no  severe  stretch 
of  the  imagination  to  conclude  that  Mr.  Tru- 
man will  feature  comnulsory  health  insur- 
ance as  an  issue  in  his  bid  for  re-election. 

This  Journal  has  no  interest  in  politics. 
It  is,  however,  interested  in  the  fate  of  this 
nation  in  general,  and  in  the  fate  of  a free 
medical  profession  in  particular.  We  are  not 
challenging  Mr.  Truman’s  right  to  form  his 
campaign  issues.  We  believe,  however,  that 
it  is  our  duty  and  our  right  to  challenge  the 
wisdom  of  crippling  an  American  institution 
which  has  been  rendering  excellent  service 
to  the  people  of  the  United  States.  We  main- 
tain further  that  it  will  take  the  effort  of 
every  practicing  physician  to  counteract 
these  propaganda  figures  which  will  be  let 
loose  upon  the  voters  this  fall.  Public  opinion 
polls  seem  to  indicate  that  Mr.  Truman’s 
chances  for  election  appear  slim  at  this  time. 
Be  that  as  it  may,  the  fact  is  that  Mr.  Tru- 
man has  made  several  efforts  to  get  Con- 
gress to  approve  the  compulsory  health  in- 
surance program,  but  was  rebuffed  each 
time. 

Our  misgivings  are  not  centered  around 
the  election  of  Mr.  Truman,  so  much  as  up- 
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on  the  disposition  of  the  new  Congress.  As 
physicians  and  as  citizens,  we  owe  it  to  our- 
try,  we  owe  it  to  ourselves  and  to  our  pa- 
selves  and  to  our  patients  to  tell  the  people 
the  true  facts  concerning  medicine,  medical 
practice  and  the  type  of  medical  care  that 
this  nation  is  receiving.  We  have  an  abid- 
ing faith  in  the  common  sense  of  the  aver- 
age American.  Propaganda  has  its  influence 
to  be  sure.  However,  the  best  remedy  to 
counteract  half-truths  is  through  informa- 
tion based  on  fact,  and  the  fact  is  that  the 
people  of  this  nation  are  the  recipients  of  the 
best  type  of  medical  care  anywhere  in  the 
world.  To  make  our  efforts  effective  we 
must  be  well  informed ; we  must  also  present 
our  case  truthfully,  calmly  and  consistently. 
The  people  of  this  nation  have  no  desire  to 
socialize  medicine.  It  is  up  to  every  physi- 
cian to  help  them  avoid  the  pitfalls  of  propa- 
ganda designed  to  act  as  bait. 


NOBLESSE  OBLIGE 

August  26th  was  observed  as  “Dr.  Irvin 
Day”  at  the  Nemaha  County  Fair.  The  hon- 
or was  bestowed  upon  Dr.  I.  W.  Irvin  by  the 
Chamber  of  Commerce  of  Auburn  to  pay 
homage  to  a member  of  what  the  press  called 
“a  shrinking  branch  of  the  medical  profes- 
sion, the  general  practitioner.”  In  comment- 
ing on  the  celeration,  the  Scottsbluff  Star- 
Herald  made  the  following  observation: 

“The  ‘country  doctors’,  those  who  served  in  any 
sort  of  emergency,  who  were  too  busy  in  service  to 
become  ‘specialists’  and  who  seldom  could  call  in 
anyone  for  ‘consultations’,  are  growing  fewer  in 
number. 

“One  of  these  days,  we  fear,  the  breed  will  die 
out  entirely.  But  the  professional  lexicon  they 
leave  behind  will  be  filled  with  many  a brilliant  pas- 
sage; the  country  doctor  presided  with  equal  im- 
partiality over  the  babe  destined  to  a life  of  great- 
ness and  the  one  consigned  by  fate  and  human  mis- 
direction to  the  utmost  obscurity.  The  country  doc- 
tor gave  equal  care  to  the  patient  who  could  pay 
nothing,  to  the  one  who  could  pay  with  a cord  of 
wood  or  a bushel  of  turnips,  to  the  one  who  could 
and  did  pay  with  goodly  pieces  of  gold. 

“While  the  people  of  Nemaha  county,  Nebraska, 
pay  a bit  of  homage  to  Dr.  Irvin,  other  Nebraskans 
may  well  reflect  on  the  tremendous  deeds  of  hu- 
manitarian service  other  country  doctors  performed. 
Deeds  far  too  often  unrecognized.” 

We  cannot  agree  entirely  with  the  Star- 
Herald  on  its  misgivings  that  “the  breed  will 
die  out  entirely.”  On  the  contrary  we  have 
reason  to  believe  that  it  will  multiply  al- 
though its  complexion  will  continue  to 
change,  as  indeed  it  should  with  the  chang- 


ing of  our  social  and  economic  structures. 
We  doubt  very  much  if  anyone  will  mourn 
the  day  when,  as  the  editor  remarks,  care 
was  rendered  whether  the  “patient  could  pay 
nothing,  or  pay  with  a cord  of  wood  or  a 
bushel  of  turnips.”  Nostalgic  as  it  must 
seem  to  Dr.  Irvin,  we  doubt  considerably 
that  he  would  enjoy  going  back  to  that  era. 

In  honoring  Dr.  Irvin,  Nemaha  County  be- 
stowed an  honor  upon  every  country  doctor 
in  the  state,  and  may  we  add  that  it  is  en- 
couraging to  note  an  increasing  appreciation 
expressed  by  communities  throughout  Ne- 
braska toward  those  who  have  rendered 
service  diligently  and  unselfishly.  To  us  it 
is  a welcome  trend.  It  is  a compliment  to 
the  one  who  served  and  to  those  who  honor 
the  services  of  a free  profession. 


SECONDARY  INFECTIONS  MAY  OCCUR 
IN  ANTIBIOTIC  THERAPY 

Secondary  infections,  which  are  an  important  as- 
pect of  treatment  with  antibiotic  drugs,  may  result 
from  upsetting  the  natural  balance  of  microbes  in 
the  throat  and  respiratory  system. 

Writing  in  the  September  11  issue  of  The  Journal 
of  the  American  Medical  Association,  Emanuel  Ap- 
pelbaum,  M.D.,  and  William  A.  Leff,  M.D.,  of  the 
Fourth  Medical  (New  York  University)  Division, 
Bellevue  Hospital,  New  York  City,  describe  two  pa- 
tients treated  with  penicillin  for  pneumonia. 

Penicillin  therapy  resulted  in  improvement  of 
pneumonia  symptoms  and  disappearance  of  the 
microbes  which  caused  the  disease,  but  this  improve- 
ment was  followed  by  the  emergence  of  a secondary 
infection  caused  by  a different  type  of  microbes. 
Symptoms  of  the  new  infection  disappeared  when 
the  patients  received  streptomycin. 

It  may  be  of  interest  to  note,  they  say,  that  in 
both  cases  during  the  administration  of  streptomy- 
cin the  original  infection  returned,  necessitating 
supplementation  with  penicillin. 

“The  mechanism  by  which  the  new  infection  occurs 
is  not  clear,”  they  say,  “but  may  be  due  to  a dis- 
turbance in  the  degree  of  bacterial  antagonism 
which  is  normally  present.  It  is  possible  that  the 
removal  of  bacteria  with  a specific  antibiotic  causes 
insensitive  organisms  to  increase  not  only  in  num- 
ber but  also  in  virulence.” 


LEASE  ON  LIFE  GROWING  LONGER 

It  may  seem  like  a harder  job  every  day  to  make 
ends  meet.  But  at  least  there  is  one  sidedish  of 
comfort  in  the  present  situation.  Today’s  average 
American  has  a longer  lease  on  life  than  ever  before 
in  our  history  in  which  he  may  try  to  perform  that 
economic  miracle.  The  long-suspected  fact  that 
Americans  are  living  longer  these  days  is  now  offi- 
cial. Life  insurance  companies  have  just  adopted 
a newly  revised  mortality  table,  and  the  keepers  of 
the  longevity  box  score  now  figure  the  average  life 
expectancy  at  65.8.  (National  Editorial  Associa- 
tion). 


Marie-Strumpell  Arthritis  and  the  Undiagnosed 

Low  Back  Patient" 

LENOX  D.  BAKER,  M.D. 

School  of  Medicine,  Duke  University 
Durham,  North  Carolina 


Recent  experiences  in  examining  several 
hundred  pensioned  or  would-be  pensioned 
veterans  has  indicated  a widespread  lack  of 
knowledge  in  our  Medical  Corps  of  the  fre- 
quency and  the  symptoms  of  Marie-Strum- 
pell arthritis.  Most  of  the  veterans  examined 
were  seen  in  regard  to  vague  and  sundry 
back  pains.  In  each  instance  the  patient  was 
seen  in  orthopaedic  consultation  for  the 
I Neuropsychiatric  Department.  Over  90%  of 
the  patients  had  been  medically  discharged 
from  the  Armed  Services  because  of  “my 
! nerves”  or  “nervousness.”  The  high  in- 
: stance  of  Marie-Strumpell  arthritis  in  this 

ii  group  of  patients  ranging  in  age  from  ap- 
j proximately  18  years  to  35  years  has  been 
impressive.  Many  of  the  patients  have  given 
a history  of  having  been  hospitalized  for 
periods  of  3 to  12  months.  Those  with  well 
advanced  deformities  usually  have  been 
properly  diagnosed,  but  not  one  early  Marie- 
Strumpell  arthritis  patient  seen  by  us  has 
been  so  diagnosed  while  in  the  service  or  has 
been  properly  treated  during  the  early 
stages  of  the  disease. 

This  experience  with  the  veterans  and  our 
experience  in  the  out-patient  clinic  with 
civilian  patients  indicated  that  the  medical 
profession  as  a whole  is  not  aware  of  the  fre- 
quency of  Marie-Strumpell  arthritis  in  the 
young  male.  The  term  young  male  is  used 
not  because  the  disease  is  not  seen  in  the 
female,  but  because  it  is  not  seen  so  fre- 
quently as  it  is  in  the  male. 

Because  the  disease  so  often  goes  unrecog- 
nized it  will  not  be  amiss  to  discuss  the  his- 
tory, the  signs  and  symptoms  and  the  path- 
ology before  discussing  a recommended  ther- 
apeutic program.  Rhizomelic  spondylosis  is 
best  known  as  Marie-Strumpell  arthritis. 
StrumpelB^)  published  his  paper  in  1897, 
Marie^2)  1898.  Both  described  the  char- 
acteristic clinical  picture  that  now  bears 
their  names.  However,  Von  Bechterew*^^)  de- 
serves priority  (1892)  for  describing  the 
syndrome,  and  it  is  of  interest  that  he  recog- 
nized many  of  the  rare  manifestations  that 
make  this  disease  so  difficult  to  diagnose. 

Herrick  and  Tyson^^>  in  an  introductory 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 


paragraph  have  described  in  a few  words  the 
plight  of  the  unfortunate  victim  of  this  dis- 
ease: 

“Lying  between  the  fields  of  internal  medicine 
and  the  specialities  is  a borderline  into  which  the 
patient  may  stray  and  be  lost  to  adequate  diagnosis 
and  treatment.  It  is  here  that  the  large  number  of 
medical  mistakes  are  made.  In  this  connection  we, 
as  internists,  have  been  impressed  by  the  frequency 
with  which  Marie-Strumpell,  or  ankylosing,  spon- 
dylitis is  recognized  and  mistakenly  labelled.  We 
are,  futhermore,  convinced  of  the  importance  of 
considering  this  somewhat  rare  malady  in  the 
diagnosis  of  any  painful  state  of  the  torso  or  ex- 
tremities. With  a clear  picture  of  the  disease  in 
mind  and  with  ordinary  laboratory  and  roentgeno- 
logic facilities  at  hand,  its  recognition  is  not  diffi- 
cult. Our  experiences  suggest  the  desirability  of 
presenting  Marie-Strumpell  arthritis  less  as  an 
orthopedic  and  more  as  a medical  problem,  espec- 
ially a diagnostic  one.  The  dominant  symptom  is 
pain.  The  feature  of  this  pain  is  its  variability 
and  the  vagueness  with  which  even  the  most  in- 
telligent patient  describes  it  despite  its  severity. 
In  the  same  individual  the  pain  varies  in  site, 
degree  and  character  from  one  phase  of  the  disease 
to  another.  Although  it  may  be  continuous,  it 
does  not  maintain  a constant  pitch  of  intensity. 
Characteristically  it  is  worse  during  the  last  hours 
of  the  night.  Often  the  patient  is  awakened  about 
four  a.  m.  and  passes  the  rest  of  his  time  in  bed 
in  discomfort.  The  great  variability  of  the  pain 
needs  emphasis.  In  the  majority  of  cases  the  onset 
is  insidious  with  exacerbations  and  remissions  but 
the  disease  may  begin  acutely  with  agonizing 
sciatic  or  lumbar  pain  suggesting  a mechanical 
rather  than  an  infectious  etiology.  The  mental  as- 
pect of  these  patients  deserves  notice.  They  seldom 
smile.  There  is  a uniform  dejection  and  depression. 
It  is  difficult  to  be  sure  that  this  is  not  other  than 
one  might  expect  in  any  chronic  painful  disease. 
To  us,  however,  it  has  seemed  to  have  certain  fea- 
tures that  become  characteristic  when  observ^ed  in 
association  with  the  typical  attitude  and  posture 
of  these  patients.” 

This  apathy  associated  with  the  slow  and 
insidious  onset  of  the  symptoms  and  lack  of 
definite  roentgen  ray  changes  has  made  ear- 
ly diagnosis  difficult,  and  in  many  instances 
the  patients  are  classified  as  hypochondri- 
acs. That  the  disease  has  a slow  and  insid- 
ious onset  is  a fact,  but  there  is  not  a lack  of 
early  roentgen  ray  changes.  Poor  films  with 
inadequate  interpretations  even  by  well  qual- 
ified roentgenologists  are  usually  the  cause 
of  early  changes  being  overlooked. 

Many  authors  have  classified  Marie- 
Strumpell  or  rhizomelic  spondylitis  as  a 
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form  of  atrophic  arthritis  but  we  feel  that 
this  is  a false  conception.  In  the  first  place, 
in  the  early  stage  of  rhizomelic  spondylitis 
there  is  an  increased  density  of  the  sub- 
chondral bone  whereas  in  atrophic  arthritis 
there  is  an  atrophy.  If  this  pathological 
difference  is  not  enough  to  differentiate  the 
two  diseases,  it  should  be  remembered  that 
roentgen  therapy  when  used  in  the  treat- 
ment of  atrophic  arthritis  gives  little  or  no 
benefit,  whereas  the  pain  of  Marie-Strum- 
pell  arthritis  is  lessened  by  the  deep  ray. 

SYMPTOMS  AND  DIAGNOSIS 

The  most  consistent  early  symptom  is  a 
vague  morning  backache  of  a lumbosacral 
type  which  as  stated  by  Herrick  and  Tyson 
frequently  disturbs  the  late  hours  of  the 


sal  area,  there  may  be  a radicular  pain  which 
mimics  intercostal  neuralgia,  pleurisy,  or 
cardiac  disease.  Because  of  the  flank  pain 
the  patients  - frequently  have  been  seen  in 
urological  consultation.  Involvement  of  the 
cervical  spine  with  wry  neck  and  attacks 
of  shoulder  girdle  pain  that  suggest  sub- 
deltoid bursitis  may  be  present  in  the  early 
course  of  the  disease  but  are  usually  seen 
late. 

The  late  symptoms  are  not  of  particular 
interest  in  this  presentation.  They  include 
poker  like  stiffness  of  the  spine,  diminution 
of  costovertebral  joint  motion  with  decrease 
of  thoracic  movement  and  diminished  vital 
capacity.  Movements  are  guarded  and  the 
gait  awkward.  Flexion  deformities  may  be 


Figure  I.  A Gatch  bed  with  latex  mattress  and  a fracture  board.  The  fracture  board  is 
hinged  to  conform  to  the  adjustable  bed  and  hyperextension  of  the  spine  is  obtained  by  placing 
the  patient’s  head  toward  the  foot  of  the  bed.  (Southern  Medical  Journal,  1943). 


patient’s  rest.  The  pain  subsides  with  mild 
exercise  such  as  making  one’s  toilet  and 
dressing  for  the  day.  It  may  be  absent  dur- 
ing the  active  part  of  the  day  but  returns 
following  long  periods  of  sitting  or  remain- 
ing in  one  position.  Back  strain  and  pos- 
tural fatigue  may  initiate  exacerbations  of 
the  symptoms  and  may  cause  muscle  spasm 
and  tenderness.  Muscle  spasm  and  fixation 
of  the  lumbar  spine  are  not  necessarily  early 
signs  of  the  disease  but  are  always  seen  in 
the  late  stages.  The  onset  most  frequent- 
ly occurs  in  the  sacroiliac  region.  How- 
ever, there  are  three  common  sites  of  on- 
set: (1)  the  sacroiliacs,  (2)  the  lumbo- 

dorsal  junction,  and  (3)  the  cervicodorsal 
area.  The  patients  are  usually  seen  in  the 
third  decade  of  life  but  close  questioning 
may  reveal  that  they  have  had  low  back 
pain  since  their  late  teens.  Associated  sci- 
atica and  hip  pain  are  not  infrequent  find- 
ings. If  the  early  signs  are  in  the  lumbodor- 


severe.  An  occasional  patient  will  exhibit 
involvement  of  the  hip  joints,  knees  or 
shoulders.  When  the  knees  are  involved 
synovial  hypertrophy  makes  it  difficult  to 
differentiate  the  disease  from  an  atrophic 
arthritis  and  it  may  be  that  this  group  of 
patients  actually  present  a mixed  type  of 
arthritis.  Endocarditis  or  iritis  are  fre- 
quently present  in  this  group.  Temperature 
elevations  are  rare.  During  the  active 
phases  of  the  disease  the  sedimentation 
rate  is  usually  elevated.  Other  laboratory 
findings  may  be  within  normal  limits. 

X-RAY  CHANGES 

Fores  tier  in  reviewing  16  cases  was  able 

to  prove  by  reinterpreting  roentgenograms 
taken  2,  4,  or  even  8 years  previously  that 
sacroiliac  changes  were  already  existent  and 
had  been  overlooked.  He  described  the 
roentgen  ray  changes  of  Marie-Strumpell 
arthritis  and  pointed  out  that  during  the 
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early  inflammatory  period  of  the  disease, 
roentgenograms  may  be  interpreted  as  nega- 
tive. As  a rule  early  calcification  and  mot- 
tled trabeculation  can  be  demonstrated  in 
the  subchondral  bone  adjacent  to  the  sac- 
roiliac joints  with  haziness  and  apparent 
widening  of  the  joint  spaces.  Associated 


beculation  across  the  joint  space.  As  the 
disease  advances  there  is  involvement  of  the 
joints  of  the  articular  facets  of  the  spine. 
Oblique  films  may  show  haziness  and  nar- 
rowing of  these  joints.  Forestier  made  a 
most  valuable  observation  in  pointing  out  the 
difference  between  the  non-ankylosing  ver- 
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Figure  II.  (a)  An  exercise  apparatus  designed  to  prevent  hyperextension  in  the  lumbo- 
sacral area  ; to  aid  in  the  correction  of  contractures  in  the  anterior  shoulder  girdle,  the 
thoracic  cage,  and  the  abdominal  wall  during  correction  of  the  dorsal  curve  and  development 
of  the  thoracic  bundles  of  the  sacrospinalis  muscle,  and  the  muscles  of  the  posterior  shoulder 
girdle.  J.  of  Bone  and  Joint  Surg.,  1942).  (b)  Use  of  the  exercise  machine.  Please  note  that 
the  patient’s  pelvis  is  fixed  by  the  gluteal,  hamstring,  and  the  low  abdominal  muscles,  and  is 
held  snugly  against  the  wall  pad.  Sou.  Med.  J.,  1943). 


with  these  changes  are  piknotic  areas  of  in- 
creased density,  particularly  in  the  lower 
poles  of  the  sacroiliac  joints.  Usually  the 
changes  are  bilateral  but  more  definite  on 
one  side  than  the  other;  they  may  be  con- 
fined to  one  side.  These  sacroiliac  findings 
are  present  long  before  any  demonstrable 
lesions  appear  in  the  spine.  Later  the 
osteosclerosis  present  in  the  pyknotic  areas 
advances  along  the  subchondral  area  with  de- 
struction of  the  articular  cartilage  and  tra- 


tebral  ossifications  (osteophytes)  and  the 
ankylosing  ossifications,  which  he  calls 
syndesmophytes.  The  latter  term  means 
growths  from  the  ligament  in  opposition  to 
osteophytes,  which  means  growths  from  the 
bone. 

TREATMENT 

Swaim<^>  pointed  out  that  muscle  spasm 
and  deformities  exist  for  some  years  before 
actual  ossification  of  the  ligament  takes 
place  and  emphasized  the  importance  of 
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early  treatment  and  described  orthopaedic 
measures  for  combatting  deformities. 

In  1941  Smythe,  Freyberg  and  Lampe^') 
reported  encouraging  results  in  the  use  of 
roentgen  therapy  in  Marie-Strumpell  arth- 
ritis. At  the  time  their  paper  was  read, 


exercises,  was  difficult  to  carry  out  because 
of  pain.  The  introduction  into  the  program 
of  the  roentgen  therapy  as  recommended 
by  the  Michigan  workers  brought  about 
sufficient  alleviation  of  pain  to  allow  active 
and  rapid  correction  of  deformities.  Roent- 


Figure  III.  A King  head  rest  from  a Universal  Operating  Table  attached  to  a physical 
therapy  treatment  table.  The  head  rest  is  adjustable  in  all  directions  and  has  adjustable 
shoulder  suppoid^s.  The  use  of  the  head  rest  adds  to  the  patient’s  comfort  and  allows  correction 
of  deformities  while  treatment  is  being  given.  (Courtesy  of  American  Sterilizer  Co.,  Erie,  Pa.) 


an  attempt  was  being  made  at  Duke  Hos- 
pital to  work  out  a regime,  based  on 
Swaim’s  recommendations  for  the  treatment 
of  spondylitis.  The  treatment,  which  con- 
sisted of  bed  rest,  gradual  hyperextension 
on  a Gatch  bed  with  hinged  fracture  board, 
traction,  physical  therapy,  and  corrective 


gen  therapy  consisting  of  a total  of  approxi- 
mately 450  R units  was  usually  given  over 
a period  of  3 to  4 days,  in  broken  doses. 
Hemphill  and  Reeves recommended  the 
following  factors  in  the  roentgen  treatment: 
“200  kv.,  30  to  50  cm.  distance,  0.5  mm.  Cu 
plus  1 mm.  A1  added  filtration,  8 to  25  ma., 
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Figure  IV.  A three-point  hyperextension  brace  with  heavy  elastic  band  across  dorsal 
area  of  the  spine  to  straighten  the  spine  further.  Side  bars  are  placed  in  or  just  posterior 
to  the  mid-axillary  lines  in  order  to  fix  the  pelvis  and  thorax  as  a unit  to  prevent  rotation 
of  the  spine.  The  manubrial  and  the  pubic  pads  are  freely  hinged  to  allow  respiratory 
movements.  The  crossbars  are  fitted  in  the  pectoral  and  inguinal  regions  so  as  not  to  inter- 
fere with  movements  of  the  extremities.  (J.  of  Bone  and  Joint  Surg.,  1942). 


giving  a half-value  layer  of  1.1  mm.  copper. 
The  spinal  column  is  blocked  off  into  three 
or  four  elongated  fields  by  lead  shields. 
Fields  vary  from  160  to  260  sq.  cm.,  but 
need  not  be  wider  than  8 to  10  cm.  to  be 
certain  that  the  lateral  spinal  ligaments  are 
included  in  the  beam.  A roughly  triangular 


field  is  used  to  include  the  lumbosacral  and 
sacroiliac  joints. 

Two  or  three  fields  are  treated  every  day 
or  every  other  day,  giving  a dose  (without 
backscatter)  of  150  r,  measure  in  air,  to  each 
field  for  three  or  four  treatments  or  a total 
dose  of  450  r or  600  r (in  air)  per  field  per 
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series.  The  skin  dose  is  approximately  215 
r per  field  per  treatment  and  the  depth  dose 
at  the  anterior  interspinous  ligaments  is 
calculated  in  the  neighborhood  of  65  to  85 
r per  field  per  treatment  for  the  average 
patient.  One  series  gives  an  average  depth 
dose  of  about  220  to  250  r and  a skin  dose 
of  645  to  860  r. 

Young  women  are  treated  with  caution 
and  less  total  dosage  per  series.  An  inter- 
mediate voltage,  30  cm.  distance,  0.25  mm. 
Cu  filter  for  the  sacroiliac  field  is  used  in 
order  to  decrease  the  depth  dose  at  the 
ovaries.  The  series  of  deep  roentgen  treat- 
ments is  repeated  at  the  end  of  six  to  eight 
weeks  if  clinical  re-evaluation  suggests  it  is 
necessary.” 

These  authors  noted  that  65%  of  the 
patients  complained  of  one  or  more  side 
effects  from  the  roentgen  therapy,  such  as 
anorexia,  nausea  or  vomiting.  These  symp- 
toms were  not  severe  and  could  be  controlled 
by  cutting  down  the  number  of  fields  treated 
per  day  and  giving  vitamin  tablets  or 
thiamine  chloride.  Leukopenia  was  seen 
occasionally  but  was  not  common  and  never 
required  cessation  of  roentgen  therapy.  Sev- 
enty-two percent  of  all  treated  cases  showed 
a reduction  of  sedimentation  rate  after 
therapy  indicating  that  the  x-ray  therapy 
had  some  direct  action  on  the  disease  pro- 
cess. 

As  soon  as  the  patient  has  experienced 
sufficient  alleviation  of  pain  following  x-ray 
therapy,  attempts  at  correction  of  the  de- 
formities are  started.  A Gatch  bed  (Figure 
I),  equipped  with  a sponge  rubber  mattress 
and  a fracture  board  so  hinged  as  to  con- 
form to  the  Gatch  bed,  is  used  for  hyper- 
extension. Correction  is  obtained  by  placing 
the  patient’s  head  at  the  foot  of  the  Gatch 
spring.  When  needed,  traction  may  be  used. 
If  head  traction  is  used,  it  is  important 
that  it  be  applied  in  the  line  of  the  dorsal 
curve  and  that  the  neck  is  not  hyperextend- 
ed.  This  can  be  assured  if  the  greater  force 
is  always  applied  to  the  occiput  and  not  to 
the  chin.  Three  to  five  lbs.  of  traction  are 
sufficient  and  are  as  much  as  the  patient  can 
tolerate  comfortably.  Sedatives  should  be 
used  in  sufficient  amounts  and  often  enough 
to  keep  the  patient  comfortable  and  relaxed. 
Physical  therapy  consists  of  heat  and  mas- 
sage and  corrective  exercises.  The  exer- 
cises are  directed  at  release  of  contractures, 
relaxation  of  the  anterior  part  of  the 
shoulder  girdle,  increased  motion  of  the 


thoracic  cage  and  relaxation  of  the  lateral 
abdominal  and  the  hip  flexor  muscles.  In 
carrying  out  uncontrolled  exercises  directed 
at  hyperextension,  the  force  is  centered  in 
the  lower  lumbar  area.  Figure  II  shows  an 
apparatus  which  makes  it  possible  to  control 
the  force  and  to  direct  it  at  correcting  the 
dorsal  curve  and  developing  the  upper 
sacrospinalis  muscle  bundles.  In  using  the 
apparatus  the  patient  fixes  his  pelvis  with 
his  gluteal  and  abdominal  muscles.  The 
strap  is  placed  at  the  desired  point  for  hy- 
perextension and  acts  as  a fulcrum  which 
allows  the  greatest  portion  of  the  hyper- 
extending forces  to  take  effect  in  the  region 
where  the  strap  or  belt  is  fitted. 

The  patient  with  Marie-Strumpell  ar- 
thritis who  has  fixed  deformities  is  difficult 
to  handle  on  the  ordinary  physical  therapy 
treatment  table,  especially  when  in  the  prone 
position.  An  operating  table  head  rest 
(Figure  III)  which  is  adjustable  in  all  di- 
rections and  which  has  attached  shoulder 
supports  can  be  used  to  advantage  in  over- 
coming this  difficulty.  If  such  a head  rest 
is  not.  available  a baseball  catcher’s  mask 
makes  a fairly  satisfactory  substitute  for 
the  head  rest  and  sand  bags  can  be  used  to 
support  the  shoulders.  To  relieve  pain  and 
if  possible  give  further  correction  when  the 
patient  is  ambulatory,  some  type  of  brace  is 
necessary.  Such  a brace  should  incorporate 
an  active  force.  At  the  same  time  it  should 
be  sufficiently  comfortable  to  be  tolerated. 
The  brace  illustrated  in  Figure  IV  is  satis- 
factory for  this  purpose.  It  is  made  of  ortho- 
paedic steel  % in.  wide  and  % thick.  It  is 
sufficiently  deep  for  the  side  bars  to  lie  in 
the  mid-axillary  line.  It  is  held  in  place  by 
webbing  straps.  A heavy  elastic  strap  is 
placed  at  or  just  below  the  height  of  the 
curve  to  be  corrected.  The  strap  is  fitted 
sufficiently  tight  to  hold  the  brace  snugly 
against  the  patient’s  body  and  at  the  same 
time  loose  enough  not  to  give  too  great  a 
pressure  across  the  back.  The  abdominal 
pad  strap,  as  illustrated,  is  made  of  webbing. 
This  strap  is  best  made  of  heavy  elastic  to 
allow  abdominal  movement.  The  pubic  and 
manubrial  pads  are  hinged  on  rounded  por- 
tions of  the  two  cross-pieces.  The  brace  is 
fitted  in  the  pectoral  and  inguinal  regions 
so  as  not  to  interfere  with  movement  of  the 
shoulders  and  hips. 

HOME  THERAPY 

Home  therapy  consists  of  continued  use  of 
the  hyperextension  bed,  wearing  of  the  des- 
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cribed  brace,  continued  corrective  exercises, 
maintenance  of  an  adequate  diet  and  limi- 
tation of  activity  in  keeping  with  the  pa- 
tient’s disability.  Rest  periods  of  at  least 
30  minutes  are  recommended  twice  daily, 
and,  when  available,  recreational  and  voca- 
tional guidance  are  invaluable  as  a part  of 
the  educational  program. 

Experience  during  the  past  7 years  indi- 
cates that  the  combined  roentgen,  ortho- 
paedic, and  physical  therapies  offer  a better 
prognosis  for  the  patient  with  Marie-Strum- 
pell  arthritis.  Whether  such  therapies  arrest 
the  disease  cannot  be  answered  but  thus 
far  it  can  be  said  that  in  those  patients  who 
have  had  proper  and  continued  therapy,  no 
further  progress  of  the  disease  has  been 
seen.  Just  what  the  roentgen  therapy  does 
to  the  pathological  granulations  of  Marie- 
Strumpell  arthritis  is  not  known  but  the 
results  indicate  that  the  vascular  granu- 
lations of  this  disease  are  radio-sensitive. 
It  is  felt  that  if  roentgen  therapy  is  used 
in  the  early  course  of  the  disease  the  ac- 
tivity of  the  granulations  is  lessened,  and 
it  appears  that  the  roentgen  ray  when  used 
early  may  arrest  the  process.  If  disabling 
deformities  are  prevented,  the  patient  may 
look  forward  to  permanent  rehabilitation. 

CONCLUSIONS 

Rhizomelic  spondylitis  is  a common  dis- 
ease which  is  difficult  to  diagnose  in  its 
early  phases.  Roentgen  irradiation  when 
combined  with  corrective  orthopaedic  and 
physical  therapy  offers  relief  from  the  pain 
and  deformity  of  this  chronic  and  disabling 
disease. 
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SECOND  ANNUAL  INTERIM  SESSION 
TO  EMPHASIZE  GENERAL  PRACTICE 

Attention  of  the  medical  profession  will  be  fo- 
cused on  procedures  and  problems  of  the  family 
doctor,  or  general  practitioner,  at  the  second  annual 
Interim  Session  of  the  American  Medical  Associ- 
ation in  St.  Louis,  November  30  to  December  3,  1948. 

On  the  eve  of  the  Interim  Session,  Saturday, 
November  27,  the  first  national  Medical  Public 
Relations  Conference  will  be  held  under  sponsor- 
ship of  the  A.M.A.  at  the  Statler  Hotel  in  St.  Louis. 

Lecture  meetings  and  a wide  variety  of  clinical 
conferences  on  conditions  most  often  seen  in  daily 
practice  will  be  conducted  at  the  Interim  Session 
by  medical  leaders  from  all  sections  of  the  nation. 

Subjects  to  be  discussed  include  diabetes,  heart 
disease,  cancer,  poliomyelitis,  obstetrics,  pediatrics, 
dermatology,  genito-urinary  conditions,  hyperten- 


sion, anesthesia,  tuberculosis,  jaundice,  laboratory 
diagnosis,  x-ray  diagnosis,  and  physical  medicine 
as  applied  to  the  treatment  of  arthritis. 

Diagnosis  and  treatment  will  be  stressed  in  the 
clinical  conferences,  which  will  be  correlated  with 
the  lecture  meetings. 

Evening  programs  will  feature  distinguished 
speakers  and  the  award  of  the  general  practitioner 
medal. 

A scientific  exhibit  with  nearly  100  displays 
will  show  clinical  and  pathological  material,  and 
approximately  115  leading  manufacturers  will  dis- 
play technical  exhibits  of  new  medical  products, 
equipment,  and  publications.  All  exhibits  will  be 
open  from  Tuesday  at  8:30  a.m.  to  Friday  noon 
November  30  to  December  3. 

Papers  will  be  read  at  the  General  Scientific 
Meetings  in  the  St.  Louis  Opera  House  from  9 
to  10  a.  m.  and  from  2 to  3 p,  m.  each  day. 


Some  Aspects  of  Pyogenic  Meningitis" 

JOHN  E.  GONCE,  JR.,  M.D. 

College  of  Medicine,  University  of  Wisconsin 
Madison,  Wisconsin 


Pyogenic  or  suppurative  meningitis  in  its 
various  forms  is  a disease  in  which  the  in- 
vestment of  exact  diagnostic  procedures, 
and  specific  therapeutic  measures  pays  large 
dividends.  On  the  contrary,  inaccurate  diag- 
noses and  inept  treatment  lead  to  death  or 
permanent  neurologic  damage.  That  such 
a contrast  between  the  results  of  precision 
and  lack  of  precision  is  possible  is  chiefly 
due  to  the  advances  made  in  the  methods 
of  treatment  developed  during  the  nast  dec- 
ade. Although  the  introduction  of  specific 
antisera,  the  sulfonamides,  and  the  antibi- 
otics has  been  followed  by  a reduction  in 
the  mortality  rates  of  the  various  types  of 
pvogenic  meningitis  to  a small  fraction  of 
their  former  levels,  there  is  good  reason  to 
believe  that  a still  further  reduction  can  be 
attained  by  the  judicious  use  of  the  exper- 
ience in  the  management  of  the  disease 
gained  in  the  past  few  years.  These  ex- 
periences indicate  that  the  successful  man- 
agement of  meningitis  depends  upon:  (1) 
early  diagnosis;  (2)  exact  and  rapid  iden- 
tification of  the  infecting  organism;  (3) 
selection  and  use  of  the  therapeutic  agent  or 
agents  known  to  be  effective  against  the 
involved  organism;  and  (4)  avoidance  of 
intrathecal  therapy  in  acute  uncomplicated 
cases. 

Early  Diagnosis.  Insasmuch  as  the  suc- 
cessful conclusion  of  any  case  of  pyogenic 
meningitis  is  to  be  a very  considerable  ex- 
tent dependent  upon  the  promptness  with 
which  treatment  is  instituted,  early  diag- 
nosis is  of  paramount  importance.  The 
longer  the  duration  of  inflammation  of  the 
meninges  the  greater  the  danger  of  irrepar- 
able damage  to  the  central  nervous  system. 
Within  the  matter  of  a few  days  the  re- 
sultant sero-fibrino-purulent  exudate  may 
cause  obstruction  of  one  or  more  of  the  var- 
ious openings  of  the  ventricles  or  may  be- 
come loculated  over  part  of  the  hemisphere 
and  thereby  make  successful  treatment  al- 
most impossible.  Consequently,  the  practi- 
tioner of  medicine  in  his  daily  rounds  must 
always  be  acutely  conscious  of  meningitis, 
just  as  of  poliomyelitis  in  and  out  of  epi- 
demic season.  If  he  makes  it  a practice  to 
look  for  stiffness  of  the  neck  and  perform 
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the  Kernig  maneuver  in  every  febrile  patient  ' 
over  one  year  of  age,  and  to  palpate  the 
tension  of  the  anterior  fontanel  of  every 
febrile  infant,  he  will  not  fail  to  recognize 
any  case  of  meningitis  with  which  he  is 
confronted. 

In  older  children  the  signs  of  meningeal 
irritation  are  readily  recognized  but  in  in- 
fants under  one  year  of  age  in  whom  the 
anterior  fontanel  is  still  open  stiff  neck  and 
the  Kernig  sign  do  not  appear  until  rela- 
tively late  in  the  course  of  the  disease.  Con- 
sequently, if  the  existence  of  meningitis  is 
to  be  diagnosed  soon  after  its  incipiency 
it  has  to  be  done  on  suspicion  fortified  by 
the  examination  of  the  spinal  fluid.  The 
symptoms  and  signs  highly  suggestive  of 
meningitis  in  infancy  are  sudden  onset,  high 
fever,  lethargy,  irritability,  high-pitched  cry, 
a glassy,  vacant  expression,  and  convulsions. 
Such  symptoms  and  signs  in  conjunction 
with  increased  tension  of  the  anterior  fon- 
tanel almost  surely  indicate  meningitis  and 
positively  indicate  the  need  for  lumbar  punc- 
ture. 

Meningococcic  meningitis  may  vary  a 
great  deal  in  symptomatology  and  clinical 
findings  depending  upon  the  relative  degree 
of  septicemia  and  meningitis,  and  upon  the 
severity  of  the  infection.  It  is  a disease  of 
all  ages  and  is  common  in  young  infants.  A 
typical  case  in  childhood  is  characterized  by 
sudden  onset  which  may  or  may  not  have 
been  preceded  by  nasopharyngitis,  high 
fever,  severe  headache,  drowsiness,  irrita- 
bility, stiff  neck,  and  a rash.  In  children 
under  two  to  three  years  of  age  the  onset  is 
apt  to  be  accompanied  by  convulsions  which 
persist  or  recur  as  the  disease  progresses. 

In  children  over  three  years  of  age  con- 
vulsions are  uncommon  early  in  the  course 
of  the  disease.  Other  complaints  at  the 
onset  may  be  abdominal  pain,  arthralgia, 
myalgia,  delirium,  or  coma.  The  rash  which 
varies  in  incidence  up  to  as  high  as  80%, 
and  which  may  be  transitory,  is  petechial 
or  purpuric  in  nature  and  occurs  anywhere 
in  the  skin  but  in  greatest  abundance  on 
the  extremities  and  chest. 

Influenzal  meningitis  is  one  of  the  three 
most  common  forms  of  meningitis  encoun- 
tered in  infancy  and  childhood  and  during 
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the  past  year  its  incidence  in  our  experience 
in  the  State  Hospital  has  equalled  that  of 
meningococcal  and  turberculous  meningitis. 
It  is  predominantly  a disease  of  infancy,  has 
its  highest  incidence  between  6 to  12  months 
of  age,  and  is  infrequent  after  the  fourth 
year  of  life.  The  onset,  symptoms,  and 
signs  are  similar  to  meningococcic  menin- 
gitis except  for  the  absence  of  a rash  and 
the  greater  likelihood  of  a definite  history 
of  or  the  concurrent  evidence  of  an  acute 
respiratory  infection  including  otitis  media. 

Pneumoccic  meningitis  also  is  common  in 
early  life,  over  half  of  the  cases  in  child- 
hood occurring  in  the  first  year.  Although 
pneumoccic  meningitis  sometimes  occurs  as 
a primary  disease  it  more  frequently  is  sec- 
ondary to  infection  elsewhere,  especially 
mastoiditis  and  sinusitis.  Skull  fracture  of 
recent  or  remote  occurrence  seems  to  exert 
a predisposing  influence  upon  the  disease. 
Occasionally  it  complicates  nephrosis,  a dis- 
ease state  which  is  peculiarly  susceptible  to 
infection  by  the  pneumoccus. 

Hemolytic  streptococcic  and  staphylococ- 
cic meningitis  also  in  most  instances  are 
secondary  to  neighborhood  infection. 

Meningitis  due  to  the  colon  bacillus  is 
mostly  a disease  of  young  infants  and  is 
encountered  as  a complication  of  an  infected 
meningocele  or  of  pyelonephritis  accompany- 
ing an  obstructive  anomaly  of  the  urinary 
tract. 

Exact  and  Rapid  Identification  of  the  In- 
fecting Organisms.  Of  equal  importance  to 
early  diagnosis  is  the  exact  and  rapid  iden- 
tification of  the  organism  responsible  for  the 
meningitis.  At  the  present  time  this  is 
easier  said  than  done  in  many  small  com- 
munities where  too  frequently  the  local  hos- 
pital and  the  nhysicians  do  not  have  the 
necessary  facilities  for  such  a procedure. 
This  situation  is  comparable  to  the  state  of 
nreparation  for  the  care  of  the  premature 
infant  of  20  years  ago.  Since  that  time  the 
deficiencies  in  the  care  of  the  premature 
have  been  to  a large  extent  corrected.  Just 
as  necessary  today  is  the  widespread  pro- 
vision of  skillful  and  reliable  laboratory 
work  in  all  of  our  hospitals,  and  although 
help  may  be  expected  from  our  State  Boards 
of  Health  the  success  of  such  a proiect  de- 
pends chiefly  upon  the  initiative  of  the  phy- 
sicians in  each  and  every  locality.  Without 
a well  equipped  laboratory  conducted  by 
well  trained  personnel  it  is  not  possible  to 


do  justice  to  the  patients  having  meningitis, 
to  say  nothing  of  the  patients  having  other 
infectious  diseases.  No  clinician  no  matter 
how  astute  can  differentiate  one  type  of 
meningitis  from  another  on  the  basis  of  the 
physical  examination  alone  except  perhaps 
for  meningococcic  meningitis  accompanied 
by  a characteristic  rash.  In  view  of  the  fact 
that  the  rash  is  an  inconstant  manifestation 
of  meningoccic  meningitis,  and  even  though 
it  is  present,  the  only  way  of  being  abso- 
lutely certain  about  the  nature  of  the  in- 
fecting organism  in  any  case  of  meningitis 
is  by  bacteriologic  examination,  including 
tests  for  capsular  swelling  with  meningococ- 
cus, pneumococcus,  and  Hemophilus  influ- 
enzae type  specific  diagnostic  antiserum. 

At  the  time  of  the  initial  lumbar  puncture 
enough  spinal  fluid  is  removed  for  a com- 
plete examination.  A blood  culture  and  a 
culture  of  the  throat  are  also  taken.  A most 
important  part  of  the  spinal  fluid  examina- 
tion is  the  quantitative  determination  of 
the  sugar,  the  level  of  which  reflects  the 
severity  of  the  infection.  The  physician  also 
must  caution  the  laboratory  technician  that 
in  case  the  organism  recovered  turns  out  to 
be  either  the  Hemophilus  influenzae  or  a 
pneumococcus  to  retain  the  culture  from 
which  a fresh  culture  later  on  may  be  ob- 
tained for  use  in  testing  for  antibody  con- 
tent of  the  patient’s  serum. 

Selection  and  Use  of  the  Theraneutic  Agent 
or  Agents  Known  To  Be  Effective  Against 
the  Involved  Organism.  Once  the  diagnosis 
of  meningitis  has  been  made  and  while 
waiting  for  the  bacteriologic  report  an 
intravenous  or  subcutaneous  injection  of 
sodium  sulfadiazine  is  immediately  given 
in  the  amount  of  % grain  per  pound  (0.1 
gram  per  kilogram)  of  body  weight.  This 
is  done  to  obtain  a head  start  in  therapy 
because  sulfadiazine  is  helpful  in  the  treat- 
ment of  all  forms  of  pyogenic  meningitis 
and  curative  for  meningococcic  meningitis. 
Upon  receipt  of  the  initial  laboratory  re- 
port, which  should  be  within  1 hour  to  IV2 
hours  from  the  time  of  the  lumbar  puncture, 
the  detailed  plan  of  treatment  is  instituted 
depending  upon  the  identity  of  the  organism, 
the  level  of  the  spinal  fluid  sugar,  and  the 
general  condition  of  the  patient.  Regard- 
less of  the  nature  of  the  infecting  pyogenic 
organism  sulfadiazine  will  surely  be  included 
in  the  plan  of  treatment.  It  is  our  custom 
to  give  a daily  dose  of  2 to  3 grains  per 
pound  (0.3-0.44  gram  per  kilogram)  of  body 
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weight  for  the  first  24  to  48  hours,  then 
11/2  grains  per  pound  (0.22  grams  per  kilo- 
gram) for  another  one  or  two  days,  and 
thereafter  1 grain  per  pound  (0.14  gram  per 
kilogram)  for  the  duration  of  the  drug’s 
administration.  This  scale  of  dosage  of  sul- 
fadiazine results  in  a blood  concentration 
ranging  up  to  30  mgs.  percent  on  the  second 
day  of  treatment  and  a gradual  fall  over 
the  following  days  to  around  10  to  12  mgs. 
percent.  Such  initial  blood  levels  are  two 
to  three  times  higher  than  those  recom- 
mended by  most  workers  but  in  our  experi- 
ence not  only  are  well  tolerated  but  highly 
desirable  as  well.  Great  care,  of  course,  is 
taken  to  provide  the  patient  with  sufficient 
fluids  to  maintain  a normal  urine  output 
throughout  the  course  of  the  disease.  Alkali 
should  be  given  with  the  drug  but  it  is  not 
as  important  as  an  adequate  supply  of  fluid. 
For  this  purpose  the  following  amounts  of 
fluid  are  desirable:  around  6 months  of 

age,  750  cc. ; 6 months  to  1 year,  900  cc.  to 
1,000  cc. ; 2 to  6 years,  1500  cc. ; 6 to  12 
years,  2,000  cc. ; or  in  other  words  10%  or  a 
little  more  per  kilogram  of  body  weight  for 
children  under  6 years  of  age.  Not  more 
than  half,  and  usually  less,  is  given  as  physi- 
ological salt  solution,  Ringer’s  solution,  or 
Hartman’s  solution  If  possible  the  first  few 
doses  of  sulfadiazine  are  given  intravenously 
as  a 5%  solution  of  sodium  sulfadiazine  in 
distilled  water.  Later  the  subcutaneous 
route  is  used  giving  the  sodium  salt  of  the 
drug  as  a 1 % solution  in  either  physiological 
salt  solution.  Ringer’s  solution,  Hartman’s 
solution,  1/6  molar  sodium  lastate  solution, 
or  in  combination  of  these  solutions  such 
as  three  parts  of  1/6  molar  sodium  lactate 
and  four  parts  of  Ringer’s  solution.  The 
solution  containing  the  drug  will  not  cover 
the  total  fluid  requirements  and  additional 
fluid  is  supplied  chiefly  in  the  form  of  5% 
glucose.  Eventually,  both  the  sulfonamides 
and  the  required  fluids  are  given  by  mouth. 

Meningococcic  meningitis.  Against  the 
meningococcus  the  action  of  sulfadiazine  is 
specific.  Cure  is  rapid  and  the  drug  may  be 
discontinued  after  5 days  of  normal  temper- 
ature. Penicillin  is  also  very  effective 
against  meningococcic  infection  but  ordinar- 
ily is  not  needed.  Neither  is  specific  serum 
needed  in  the  average  instance.  In  cases 
of  overwhelming  meningococcal  infection, 
which  are  of  great  rarity,  all  available  ef- 
fective therapeutic  agents  must  be  resorted 
to — sulfadiazine,  penicillin,  specific  serum, 
oxygen,  blood  transfusion,  plasma,  contin- 


uous intravenous  physiological  salt  solution, 
and  adrenocortical  extract. 

Influenzal  meningitis.  The  agent  of  great- 
est usefulness  in  the  treatment  of  influenzal 
meningitis  is  streptomycin.  Given  alone  in 
proper  amounts  it  will  cure  the  disease  in 
the  less  severe  form.  Under  such  circum- 
stances the  spinal  fluid  becomes  sterile  in 
24  to  48  hours.  However,  influenzal  menin- 
gitis being  such  a treacherous  and  aggres- 
sive disease  the  treatment  of  it,  in  the  form 
of  average  or  worse  than  average  severity, 
should  be  planned  with  a rather  be  safe 
than  sorry  attitude  and  consequently  com- 
batted with  all  three  agents  known  to  be 
effective  against  H.  influenzae,  namely, 
streptomycin,  sulfadiazine,  and  type-specific- 
rabbit  antibody.  Certainly  combined  ther- 
apy is  the  only  safe  method  in  infants 
under  1 year  of  age,  in  any  case  in  which 
institution  of  treatment  is  delayed,  in  which 
treatment  with  sulfadiazine  and  antiserum 
is  not  successful,  and  in  any  case  in  which 
the  complication  of  subarachnoid  block 
arises. 

The  presently  accepted  dose  of  strepto- 
mycin intramuscularly  administered  is  40 
mgs.  per  kilogram  (20,000  units  per  pound) 
a day  in  divided  doses  over  a period  of  4 
to  7 days  or  longer  upon  indication,  and  that 
for  intrathecal  injection  25  to  50  mgs. 
(25,000  to  50,000  units)  daily  for  several 
days.  Accordingly  a baby  at  1 year  of  age 
having  a weight  of  22  lbs.  (10  kilograms) 
would  receive  an  intramuscular  dose  of  50 
mgs.  (50,000  units)  every  3 hours  for  a total 
daily  amount  of  0.4  gram.  Smaller  amounts 
than  this  favor  the  development  of  resistant 
strains  of  organisms ; larger  amounts  in- 
crease the  risk  of  untoward  reactions,  espec- 
ially vestibular  dysfunction.  Despite  the 
threatened  hazard  of  large  doses  of  strepto- 
mycin we  decided  in  October,  1946,  to  treat 
influenzal  meningitis  with  intramuscular 
doses  of  250,000  units  (0.25  gram)  every 
four  hours  for  a total  of  1.5  grams  a day, 
and  to  omit  intrathecal  therapy.  Our  over- 
all experience  with  streptomycin  has  not 
shown  the  incidence  of  permanent  8th  nerve 
damage  to  be  high,  and  we  dared  to  hope 
that  large  doses  of  the  antibiotic  would  be 
well  tolerated,  would  hasten  recovery,  and 
would  completely  eliminate  the  need  of  intra- 
thecal therapy.  So  far  only  four  cases  of 
influenzal  meningitis  have  been  treated  in 
this  fashion.  Their  ages  were  1 year,  21/2 
years,  3 years,  and  6 years  respectively. 
One  of  these  received  streptomycin  alone, 


Volume  33 
Number  10 


PYOGENIC  MENINGITIS:  GONCE 


341 


two  received  streptomycin  and  sulfadiazine, 
and  one  received  streptomycin,  sulfadiazine, 
and  antiserum.  The  dose  of  0.25  gram  every 
4 hours  was  continued  for  5 to  7 days  and 
followed  with  V2  this  amount  for  another  5 
to  7 days.  In  all  four  cases  the  fever  dis- 
appeared and  the  spinal  fluid  became  sterile 
in  24  to  72  hours.  In  all  four  cases  recovery 
was  complete  and  uncomplicated  by  either 
the  disease  or  the  streptomycin.  It  is  quite 
probable  that  the  duration  of  treatment  with 
such  large  doses  of  streptomycin  was  un- 
necessarily prolonged.  Further  experience 
should  provide  an  answer  to  the  question  as 
to  how  soon  the  streptomycin  may  safely 
be  discontinued  after  sterilization  of  the 
spinal  fluid. 

Sulfadiazine  is  administered  in  the  same 
dose  as  mentioned  above  for  the  treatment 
of  pyogenic  meningitis  and  is  continued  for 
10  to  14  days  after  the  temperature  becomes 
normal. 

At  the  onset  of  treatment  of  influenzal 
meningitis  the  administration  of  type-spe- 
cific rabbit  antibody  is  withheld  for  2 to  4 
hours  while  hydration  of  the  patient  is  being 
restored  by  the  use  of  1/6  molar  sodium 
lactate  in  5%  glucose  solution  and  while  ac- 
tivity of  the  infection  is  being  brought  un- 
der the  influence  of  the  initial  doses  of  sul- 
fadiazine and  streptomycin.  By  so  doing 
the  likelihood  of  an  antigen-antibody  reac- 
tion is  minimized.  The  antiserum  may  be 
given  by  either  the  intravenous  or  the  intra- 
muscular route.  When  injected  intraven- 
ously it  is  diluted  with  10  cc.  of  isotonic 
sodium  chloride  solution  per  kilogram  of 
body  weight.  Type  b anti-influenzal  rabbit 
serum  is  supplied  in  ampules  of  approxi- 
mately 10  cc.  to  15  cc.  containing  25  mgs. 
of  antibody  nitrogen.  The  desirable  dose  is 
estimated  by  the  level  of  the  spinal  fluid 
sugar.  In  severe  forms  of  the  disease  the 
level  of  the  spinal  fluid  sugar  will  be  greatly 
reduced  and  a dose  of  100  mgs.  of  antibody 
nitrogen  will  be  necessary.  Doses  are  re- 
peated daily  until  the  presence  of  an  excess 
of  antibody  becomes  demonstrable  in  the 
patient’s  serum,  the  adequacy  of  the  anti- 
serum being  appraised  by  the  capsular  swell- 
ing capacity  of  the  patient’s  serum  diluted 
1:10,  or  by  the  intradermal  test  with  0.1 
cc.  of  a 1-5000  dilution  of  H.  influenzae  type 
b.  polysaccharide. 

Pneumococcic  meningitis.  In  former  years 
pneumococcic  meningitis  was  attended  with 
a mortality  rate  of  practically  100%.  The 


introduction  of  sulfonamides  and  type-spe- 
cific antiserum  brought  about  a considerable 
improvement  in  the  prognosis  of  the  disease 
but  an  improvement  in  no  way  comparable 
to  that  which  now  exists  as  a result  of  sul- 
fadiazine combined  with  penicillin  therapy. 
Common  practice  in  the  treatment  of 
pnuemococcic  meningitis  includes  the  use  of 
both  intramuscularly  and  intrathecally  ad- 
ministered penicillin.  In  keeping  with  our 
decision  to  try  to  circumvent  intrathecal 
therapy  by  large  doses  of  intramuscularly 
administered  antibiotic  we  have  withheld 
intrathecal  therapy  in  our  most  recent  cases. 
Here  again  our  experience  is  limited  to  four 
cases,  all  of  whom  were  under  the  age  of 
two  years.  In  all  of  these  cases  recovery 
was  prompt  following  sulfadiazine  and  peni- 
cillin intramuscularly  administered  in  the 
amount  of  40,000  units  every  two  hours. 
The  spinal  fluid  became  sterile  in  24  to  72 
hours.  Thereafter  the  penicillin  was  con- 
tinued at  40,000  units  every  3 hours  for  one 
week  and  the  sulfadiazine  for  two  weeks. 

Likewise  a combination  of  sulfadiazine  and 
penicillin  is  the  therapy  of  choice  in  men- 
ingitis due  to  streptococcic  and  staphylococ- 
cic infections. 

Meningitis  caused  by  the  colon  bacillus 
and  other  organisms  normally  present  in 
the  intestinal  tract  responds  best  to  com- 
bined sulfonamide  and  streptomycin  ther- 
apy. Since  the  adoption  of  our  plan  of  treat- 
ment with  large  doses  of  antibiotics  intra- 
muscularly administered,  we  have  had  oc- 
casion to  treat  one  case  of  Salmonella  men- 
ingitis occurring  in  a 7-weeks  old  infant.  To 
this  infant  streptomycin  was  given  in  the 
amount  of  0.8  gram  daily  and  sulfadiazine 
according  to  our  regular  schedule.  The 
baby’s  temperature  became  normal  on  the 
4th  day  and  the  spinal  fluid  sterile  on  the 
third  day  of  treatment.  Because  of  the 
extraordinary  seriousness  of  this  infectious 
agent  streptomycin  was  continued  for  18 
days.  Vestibular  dysfunction  became  ap- 
parent during  the  course  of  the  therapy  and 
persisted  until  7 months  of  age.  When  last 
seen  at  the  age  of  14  months  the  infant  was 
normal  in  all  respects. 

At  our  institution  we  are  convinced  that 
intrathecal  injection  of  either  penicillin, 
streptomycin,  or  antiserum  is  unnecessary 
in  the  treatment  of  acute  and  uncompli- 
cated pyogenic  meningitis.  More  than  that 
we  feel  that  it  even  may  be  harmful.  We 
do  not  stand  alone  in  this  position  and  the 


342 


PYOGEXIC  MENINGITIS:  GONCE 


Nebr.  S.  M.  Jour. 
October,  1948 


fact  that  there  is  a goodly  number  of  ob- 
jectors to  the  routine  use  of  these  agents 
intrathecally  indicates  the  at  least  ques- 
tionable character  of  the  procedure.  Al- 
though in  not  all,  it  is  in  many  instances 
followed  by  an  increase  in  fever,  an  increase 
in  the  spinal  fluid  cell  count,  an  increase 
in  opisthotonos,  and  by  temporary  deter- 
ioration in  the  general  condition  of  the 
patient.  The  course  of  recovery  is  thereby 
retarded  and  it  is  not  unreasonable  to  as- 
sume that  cellular  and  fibrinous  response  to 
the  irritation  of  the  meninges  produced  by 
penicillin,  streptomycin  and  antiserum  in- 
creases the  risk  of  subarachnoid  block.  On 
the  other  hand  it  must  be  said  that  when 
all  seems  lost  in  the  late  or  chronic  case  of 
either  influenzal  or  pneumococcic  menin- 
gitis already  affected  by  subarachnoid  or 
ventricular  block,  it  would  seem  desirable 
to  resort  to  every  available  resource  of  pos- 
sible help.  Under  such  circumstances  we 
have  on  rare  occasions  observed  great  bene- 
fit to  result  from  the  intrathecal  injection 
of  a combination  of  air,  10  mgs.  of  heparin, 
antiserum,  and  antibiotic  in  small  amounts. 


Favorable  responses,  however,  have  been 
the  exception  rather  than  the  rule. 

Perhaps  the  answer  to  the  problem  of 
intrathecal  therapy  is  to  be  found  in  the 
size  of  the  dose  of  the  effective  agents  ad- 
ministered by  other  routes.  The  failure  of 
the  intramuscular  administration  to  produce 
adequate  levels  of  penicillin  and  streptomy- 
cin in  the  spinal  fluid  having  been  the  chief 
reason  for  the  intrathecal  injection  of  these 
substances  in  the  past,  it  may  well  be  that 
the  attainment  of  higher  cerebro-spinal 
fluid  levels  by  greater  intramuscular  doses 
will  obviate  the  use  of  intrathecal  injections 
in  the  future. 

At  the  beginning  of  this  paper  the  vir- 
tues of  precision  were  extolled.  Toward  the 
end  of  it  a certain  amount  of  speculation 
has  crept  in.  In  view  of  the  somewhat  un- 
certain status  of  intrathecal  therapy,  and  of 
the  ideal  dose  of  streptomycin  and  penicillin, 
I trust  that  you  will  interpret  the  incom- 
patibility of  viewpoints  as  being  more  ap- 
parent than  real. 


❖ ❖ ❖ 


COHESIVE  BANDAGE  CORRECTS 
CLUB  FOOT  IN  CHILDREN 

A new  technic  of  treating  club  foot  with  a cohesive 
bandage  gives  most  babies  born  with  the  deformity 
a normal  foot,  says  Emil  D.  W.  Hauser,  M.D.,  of 
Chicago. 

Writing  in  the  September  4 issue  of  The  Journal 
of  the  American  Medical  Association,  Dr.  Hauser 
points  out  that  treatment  with  the  bandage,  which 
will  not  adhere  to  or  irritate  the  skin,  can  be  begun 
immediately  after  birth. 

“A  summary  of  results  in  70  patients  treated  dur- 
ing a period  of  six  years  clearly  established  the  ad- 
vantages of  this  type  of  treatment,”  he  comments. 

The  earlier  treatment  of  clubfoot  is  begun,  the 
better  the  correction  that  will  be  obtained,  he  em- 
phasizes, as  the  younger  the  child  the  more  rapid 
is  growth  and  the  softer  and  more  easily  changed 
are  structures  of  the  foot.  With  former  methods, 
such  as  the  use  of  plaster  casts  and  splints,  treat- 
ment could  not  be  begun  until  a baby  was  from  one 
to  three  months  of  age,  he  says. 

The  entire  foot  and  leg  are  covered  with  the  co- 
hesive bandage  and  a reinforcement  of  adhesive 
tape  to  hold  the  foot  in  as  nearly  a normal  position 
as  is  possible. 

“The  inteiwal  between  changes  of  bandage  is  var- 
iable, depending  on  the  age  at  which  the  correction 


is  started  and  the  severity  of  the  deformity,”  says 
Dr.  Hauser. 

For  the  newborn  baby  the  bandage  is  reinforced 
daily  and  changed  once  a week,  with  more  correc- 
tion at  each  treatment.  Since  the  deformity  is  cor- 
rected rapidly  at  an  early  age,  it  is  important  for 
parents  to  realize  the  necessity  of  continuing  treat- 
ment until  the  child  walks,  according  to  Dr.  Hauser. 
If  treatment  is  stopped  too  soon,  the  deformity  may 
reoccur,  he  says. 

Although  in  some  cases  a tight  tendon  in  the  foot 
will  not  allow  a full  correction  with  the  bandages 
alone,  the  tendon  can  be  lengthened  by  surgery,  he 
indicates.  In  only  a few  cases  does  the  child  fail 
to  develop  a normal  foot. 


INDICATIONS  FOR  PROTOLYSATE 

Protolysate  is  a readily  available  hydrolyzed 
protein  for  the  patient  with  impaired  digestive  func- 
tions. When  absorption  is  decreased,  as  in  diar- 
rheal disease,  or  when  enzymes  are  deficient,  as  in 
pancreatic  insufficiency.  Protolysate  will  aid  in  pro- 
vision of  sufficient  protein  nourishment  to  avert 
protein  starvation. 

For  literature  and  professional  samples  of  Pro- 
tolysate, write  Mead  Johnson  & Company,  Evans- 
ville 21,  Indiana. 


Calcium,  Phosphorus,  and  Phosphatase  Metabolism'' 

A review  of  a series  of  hospital  cases  from  the  University 
of  Nebraska  College  of  Medicine,  Omaha,  Nebraska. 

E.  J.  KIRK,  M.D.,  F.A.C.P.,  and  D.  R.  JACKSON,  M.D. 
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PART  III 

MULTIPLE  MYELOMA  volvement.  Lesser  neurological  manifesta- 


Dr.  Wm.  McIntyre  is  given  credit  for  first. 

i reporting  a case  of  multiple  myeloma  in  1845 
(16).  At  this  time  Bence-Jones  noted  the 

I presence  of  urinary  excretions,  later  termed 
I Bence-Jones  protein,  and  Dalrymple  reported 
' histologic  changes  in  affected  ribs.  1889 
I Kahler  was  responsible  for  renewed  interest 
li  in  the  disease. 

Multiple  myeloma  is  a disease  of  later  life, 
as  are  many  of  the  malignant  diseases.  It 
I affects  males  approximately  twice  as  fre- 
quently as  females.  The  etiology  of  this  dis- 
I ease  is  obscure. 

Pain  is  the  outstanding  symptom,  being 
intermittent  and  of  varying  severity.  It  is 
: most  commonly  located  in  the  lumbar  region, 

chest,  and  extremities,  in  this  order  of  fre- 

ii  quency.  In  the  final  stages,  pain  may  be- 
tj  come  agonizing. 

The  location  of  the  growth  is  a diagnostic 
: feature  of  this  disease.  In  a high  percentage 

j of  cases,  there  is  multiple  involvement  of  the 
j ribs,  sternum,  and  spine;  in  somewhat  less 
i than  half  of  the  cases  the  skull  and  extrem- 

] ities  are  involved.  It  can  be  said  that  mul- 

tiple myeloma  involves  the  trunk,  almost 
without  exception.  The  tumors  vary  in  size 
from  that  of  a split-pea  to  a walnut,  and  have 
a tendency  to  disappear. 

Deformity  of  the  bones  of  the  thorax, 
spine,  pelvis,  and  shoulder  girdle  are  charac- 
teristic of  multiple  myeloma,  but  not  path- 
ognomonic. Pathologic  fracture  is  a fre- 
quent occurrence  and  may  be  the  initial 
sign  of  the  disease  process.  The  most  com- 
mon sites  of  fracture  are  the  ribs  and  ster- 
num. Pulmonary  changes  such  as  chronic 
bronchitis  and  emphysema  often  accompany 
the  thoracic  cage  deformities. 

Associated  with  the  destructive  lesions  of 
the  bony  f r am  e w o r k are  neurological 
changes.  The  most  important  of  these  is  the 

! paraplegia  incident  to  vertebral  column  in- 

! 

♦Read  before  the  regional  meeting  of  The  American  College 
of  Physicians,  Lincoln,  Nebraska,  September  20,  1947. 


tions  are  weakness,  ataxia,  parasthesia, 
bowel  and  urinary  disturbances,  and  inter- 
costal neuralgia. 

Changes  in  the  kidney  are  varied.  The 
usual  occurrence  is  a nephrosis  or  nephritis 
with  marked  albuminuria.  Bence-Jones  pro- 
teinuria occurs  in  60-80%  of  the  cases. 
Bence-Jones  bodies  in  the  urine  are  indicated 
by  the  appearance  of  a white  cloudy  precip- 
itate between  the  temperatures  of  50  and  60 
degrees  centigrade.  On  further  heating  the 
precipitate  goes  into  solution,  and  on  cooling 
the  precipitate  reappears. 

The  predominant  blood  picture  is  that  of 
anemia.  Unusual  features  are  occasionally 
found  in  the  differential  white  blood  count. 
These  consist  of  circulating  plasma  cells,  and 
an  increase  in  the  mononuclear  elements.  Not 
consistently,  a rise  in  the  total  serum  pro- 
tein is  noted. 

X-ray  examination  of  the  skeleton  is  one 
of  the  most  helpful  procedures  in  the  diag- 
nosis of  multiple  myeloma.  The  bony  lesions 
are  characteristically  distributed  in  the 
trunk,  sternum,  ribs,  and  spine.  The  lesions 
are  multiple,  punched-out  areas  of  rarefac- 
tion varjdng  from  pea,  to  orange  size.  Path- 
ologic fractures,  especially  of  the  ribs,  are 
common. 

As  in  many  malignant  diseases,  the  only 
exact  method  of  diagnosis  is  by  biopsy  of  the 
lesion.  The  characteristic  cell  is  often  re- 
ferred to  as  the  plasma  cell,  although  the 
staining  characteristics  are  said  not  to  be 
typical.  For  this  reason  the  myeloma  cell 
type  is  recognized. 

Case  History:  (Multiple  Myeloma):  The  patient  is 
a 58  year  old  white  female  admitted  to  the  Univer- 
sity Hospital  for  the  fourth  time.  A summary  of 
each  admission  is  given. 

First  Admission:  (10-31-40)  Admitting  complaint 
was  of  acute  pain  in  the  right  shoulder  of  one  and 
one-half  years  duration.  Physical  examination  dis- 
closed a tender  mass  on  the  right  clavicle,  which  by 
x-ray  was  found  to  be  a destinictive  lesion.  Similar 
lesions  were  noted  in  the  upper  humems  and  fifth 
lumbar  vertebral  body.  The  x-ray  intei'pretation 
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was  that  of  multiple  myeloma.  This  was  substan- 
tiated by  a,  biopsy  of  the  right  clavicle.  Laboratory 
findings  were  Bence-Jones  proteinuria,  hemoglobin 
11.8  Gm.  and  red  cell  count  4,040,000  per  cu  mm. 
While  in  the  hospital  2000  “r”  were  given  to  the 
right  shoulder  and  spine,  and  the  patient  was  fitted 
with  an  orthopedic  brace. 

Second  Admission:  (5-8-42)  Complaints  were 

sharp  intermittent  pains  in  the  left  chest,  a heavy 
sensation  in  the  stemum,  and  the  expectoration  of 
bloody  sputum.  Physical  findings  consisted  of  tend- 
erness and  pain  in  the  left  lower  ribs,* and  general- 
ized lung  rales.  Further  x-ray  studies  revealed 
multiple  osteolytic  lesions  in  the  left  ribs,  lumbo- 
sacral spine  and  iliac  crest.  Bence-Jones  pro- 
teinuria was  again  demonstrated.  Hb  9.8  gm.,  RBC 


Fig.  3.  MULTIPLE  MYELOMA.  Radiographic  evidence  of 
rnyelomatous  involvement  of  the  upper  extremity  and  shoulder 
girdle.  A pathological  fracture  of  the  left  radius  is  to  be 
noted.  Department  of  Radiology,  University  Hospital,  Omaha. 

3,400,000,  Albumin  one  plus.  A second  course  of 
x-ray  therapy,  840  “r”  was  administerd  to  the  lower 
ribs. 

Third  Admission:  (10-13-42)  Complaints  were  re- 
currence of  the  cough  in  the  past  month,  back  pain, 
and  expectoration  of  bloody  sputum.  Tender  ribs 
and  a marked  thoracic  kyphosis  were  the  only  physi- 
cal findings  of  note.  Multiple  rib  fractures  were 
demonstrable  on  the  chest  films.  A third  course 
of  x-ray  therapy  was  given  for  relief  of  chest  pain. 

Fourth  Admission  (11-29-42)  Patient  admitted  for 
the  last  time  because  of  an  injury  to  the  left  arm 
sustained  in  a fall.  A fracture  of  the  left  radius 
was  demonstrated  by  x-ray.  Patient  had  a rapid 
down-hill  course  and  died  on  12-9-42,  more  than  2 
years  after  diagnosis  of  multiple  myeloma,  with 
widespread  rnyelomatous  lesions  and  a terminal 
lobar  pneumonia. 


KIRK,  JACKS  OX 

Nine  cases  of  multiple  myeloma  were  re- 
viewed from  the  University  Hospital  records. 
There  were  eight  males  and  one  female,  all 
white.  The  age  incidence  varied  from  56  to 
70  years.  The  duration  of  symptoms  prior  to 
admission  was  approximately  9 months,  al- 
though 3 cases  experienced  symptoms  for  1 
to  2 years.  Back  pain  was  a symptom  in  all 
of  the  cases.  Pain  in  the  extremities,  chest, 
neck,  head,  and  shoulder  was  also  noted. 
Consistent  with  the  site  of  pain  there  was 
x-ray  evidence  of  underlying  bone  destruc- 
tion. Complaints  of  weight  loss,  fatigue, 
dyspnea,  cough,  dysphagia,  constipation, 
headache,  and  diminution  of  vision  were  not- 
ed. 

On  physical  examination  seven  of  the  nine 
patients  were  found  to  be  emaciated.  One 
patient  entered  with  a fracture  of  the  right 
femur,  incident  to  mild  trauma.  Bony  de- 
formity was  a consistent  finding  which  pre- 
sented itself  predominatedly  as  a spinal  de- 
formity or  a mass  simulating  a soft  tissue 
growth.  The  masses  involving  the  sternum, 
skull,  right  clavicle,  left  radius,  and  pelvis 
later  proved  to  be  of  bony  origin.  The  spinal 
deformities  consisted  of  kyphosis  and  scolios- 
is. Four  of  the  nine  cases  showed  liver  en- 
largement, one  of  which  was  of  metastatic 
rnyelomatous  origin. 

Laboratory  studies  revealed  the  following: 
A secondary  type  of  anemia  in  7 cases,  an 
albuminuria  in  8 cases,  Bence-Jones  pro- 
teinura  in  5 cases.  Three  cases  with  non-pro- 
tein-nitrogen determinations  were  above 
normal-  ranging  from  50  to  117  mg%.  Only 
one  total  serum  protein  determination  was 
made  and  that  was  reported  at  8.52%.  Serum 
calcium  findings  in  3 cases  were  9.3,  11.1,  and 
13.8  mg%.  Serum  inorganic  phosphorus  de- 
terminations in  4 cases  were  found  to  be  nor- 
mal. The  serum  phosphatase  activity  in  3 
cases  was  1.56,  6.3  and  2.5  units. 

The  diagnosis  of  multiple  myeloma  was 
substantiated  in  all  cases  by  x-ray  findings 
of  bony  changes.  Multiple  osteolytic  areas 
of  rarefaction  were  found  to  involve  the 
skull,  spine,  ribs,  pelvis,  and  extremities. 

Post  mortem  examination  was  done  in  6 
cases.  A summary  of  these  findings  is  as 
follows:  Bronchopneumonia  3 cases,  lobar 
pnumonia  1 case,  degenerative  liver  changes 
4 cases,  chronic  glomerulonephritis  2 cases, 
benign  prostatic  hypertrophy  4 cases,  myelo- 
matous  metastasis  to  lymph  node  1 case,  my- 
elomatous  metastasis  to  each  liver,  spleen, 
and  adrenal  1 case. 
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OSTEOPOROSIS 

There  is  considerable  confusion  among 
physicians,  concerning  the  pathology  of  os- 
teoporosis and  osteomalacia.  Osteoporosis 
is  often  considered  a geeneric  term  for  those 
diseases  characterized  by  generalized  demin- 
ralization  of  bone.  In  the  broad  sense  the 
term  is  used  to  describe  rickets,  ostetitis 
fibrosa  cystica,  and  fibrous  dysplasia  of 
bone. 

Albright  (18,  19,  20)  has  recognized  two 
fundamental  processes  in  adult  bone,  those 
of  bone  resorption  and  bone  deposition.  Ac- 
cording to  this  conception,  an  excess  of 
bone  I’esorption  leads  to  the  condition  known 


Fig.  4.  MULTIPLE  MYELOMA.  Chest  film  demonstrating 
multiple  punched-out  areas  of  rarefaction  in  the  ribs  with  mul- 
tiple rib  fractures.  Department  of  Radiology,  University  Hos- 
pital, Omaha. 

as  ostetitis  fibrosa  cystica.  The  process  of 
bone  deposition  is  subdivided  into  (a)  the 
laying  down  of  organic  matrix  by  the  osteo- 
blasts, and  (b)  the  deposition  of  a calcium 
complex  in  this  matrix.  Failure  of  formation 
of  the  organic  matrix  by  the  osteoblasts 
produces  a disease  known  as  osteoporosis ; 
failure  of  deposition  of  the  calcium  complex 
produces  the  disease  known  as  osteomalacia. 

Osteoporosis  is  thought  to  be  primarily  a 
disorder  of  tissue  metabolism,  and  secondar- 
ily a disturbance  of  calcium  metabolism.  The 
decrease  in  bone  formation  is  accompanied 
by  bone  resorption,  thereby  resulting  in  a 
decrease  in  bone  mass  as  well  as  demineral- 
ization. 

Osteoporosis  is  seen  most  frequently  in 
old  age,  at  which  time  there  is  generalized 
atrophy  of  tissues  . Atrophy  of  the  skeletal 
system  in  the  advancing  years  has  been 
termed  “senile  osteoporosis,”  and  has  been 
attributed  to  the  lack  of  stress  and  strain. 
A similar  condition  is  recognized  at  any  age 


of  life  when  a part  of  the  skeletal  system  is 
immobilized  for  reason  of  fracture  or  soft 
tissue  injury.  This  is  the  “bone  atrophy  of 
disuse.”  A third  example  of  osteoporosis  is 
seen  in  women  following  the  menopause,  and 
has  been  termed  “idiopathic  osteoporosis” 
or,  more  recently,  “post-menopausal  osteo- 
porosis.” It  involves  primarily  the  spine  and 
pelvis. 

As  had  been  noted,  failure  of  deposition  of 
the  calcium  complex  produces  the  disease 
known  as  osteomalacia.  In  the  disease 
osteitis  fibrosa  cystica,  the  osseous  changes 
may  be  relieved  by  parathyroidectomy.  On 
the  other  hand  osteomalacia,  although  pre- 
senting similar  osseous  changes,  is  associat- 
ed with  an  external  factor,  dietetic  deficien- 
cy of  calcium,  and  may  be  relieved  by  the 
form  of  therapy  successfully  applied  to  rick- 
ets. In  osteomalacia  the  blood  calcium  is  de- 
creased, sometimes  as  low  as  5 mg%.  Com- 
monly the  condition  is  associated  with  preg- 
nancy and  lactation. 

From  the  records  at  the  University  Hos- 
pital five  cases  of  osteoporosis  have  been  re- 
viewed. This  figure  undoubtedly  represents 
only  a small  portion  of  those  actually  seen. 


Fig.  5.  MULTIPLE  MYELOMA.  Skull  film  with  multiple 
osteolytic  areas  of  rarefaction.  From  the  Department  of  Radi- 
ology, University  Hospital,  Omaha. 


It  is  assumed  that  this  small  incidence  is  due 
to  the  fact  that  many  cases  were  not  recog- 
nized, and  if  recognized  have  not  been  in- 
dexed in  the  case  files. 

The  five  cases,  all  white  patients,  ranged 
in  age  from  10  to  76  years  of  age.  One  case 
was  that  of  a male.  The  known  duration  of 
the  disease  ranged  from  3 to  5 months  in 
three  cases,  to  one  year  in  one  case.  The 
duration  of  the  disease  was  unknown  in  one 
case.  In  all  probability  this  evaluation  has 
not  been  critical  at  the  time  of  hospital  ad- 
mission. 
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In  reviewing-  the  symptomatology,  pain 
was  found  to  be  present  in  each  case,  and 
was  the  only  symptom  which  could  be  re- 
lated to  the  disease  process.  In  each  case 
pain  was  restricted  to  the  area  of  pathology, 
which  was  that  of  fracture  or  deformity. 
The  deformity  was  most  often  found  to  be 
scoliosis  or  kyphosis  of  the  spine. 

Roentgenographically,  the  study  of  a 32 
year  old  farmer  showed  generalized  demin- 
eralization of  the  pelvis,  femur  and  acetabu- 
lum with  irregular  motteling  throughout.  In 
this  case  pain  was  located  in  the  back,  and 
legs.  A second  case  with  compression  frac- 
tures of  the  seventh  and  eighth  thoracic  ver- 
tebrae and  moderate  demineralization  of  the 
vertebrae  and  pelvis,  presented  the  main 
complaint  of  back  pain.  The  case  of  a 76 
year  old  man  with  symptoms  of  back  and  leg 
pain  for  3 months  disclosed  x-ray  findings  of 
demineralization  of  the  skeletal  structures. 
Two  cases,  ages  10  and  26  years,  complained 
of  leg  pain  following  trauma  and  fracture  of 
an  extremity. 

The  laboratory  findings  were  normal  in 
all  cases  of  osteoporosis,  especially  the  blood 
calcium  levels. 

SUMMARY 

1.  A review  of  calcium,  phosphorus  and 
phosphatase  metabolism  and  the  relation- 
ship of  viatmin  D,  parathyroid  extract  and 
dihydro  tachysterol  t o calcium-phosphorus 
metabolism  has  been  presented. 

2.  A clinical  study  of  the  records  from  the 
University  Hospital  of  cases  of  osteitis  fib- 
rosa cystica,  osteitis  deformans , multiple 
myeloma  and  osteoporosis  has  been  reviewed 
for  the  purpose  of  establishing  routine  meth- 
ods of  study  in  such  patients. 

3.  The  symptoms  most  common  to  this 
group  were:  (1)  pain  (2)  weakness  and  (3) 
symptomatic  bone  pathology.  Symptoms  re- 
lated to  other  than  the  skeletal  system  must 
be  considered  of  diagnostic  value.  For  ex- 
ample symptoms  related  to  the  gastro-intest- 
inal  and  genito-urinary  systems  occur  in 
osteitis  fibrosa  cystica. 

4.  X-ray  studies  are  most  important  in 
diagnosis  and  in  differential  diagnosis.  X-ray 
studies  revealed  fractures  and  bony  deform- 
ities together  with  evidence  of  bone  resorp- 
tion and  bone  deposition. 

5.  The  laboratory  studies  in  cases  pre- 
senting the  above  symptoms  and  findings 
should  include  the  following: 


(a)  Blood  smears  (rouleaux). 

(b)  Sedimentation  rates. 

(c)  Blood  calcium,  phosphorus  and 
phosphatase. 

(d)  Total  serum  protein  with  albumin- 
globulin  ratio. 

(e)  Urinalysis,  particularly  Bence- 
Jones  protien. 
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Ten  Cases  of  Smallpox" 

H.  H.  ZINNEMAN,  M.D. 
Lincoln,  Nebraska 


In  autumn  1945,  following  the  armistice  of 
the  Pacific  War,  part  of  our  combat  forces 
took  part  in  the  initial  occupation  of  South- 
ern Korea.  The  ensuing  close  contact  with 
Oriental  civilians  confronted  us  with  new 
medical  problems,  particularly  in  the  field  of 
contagious  diseases. 

The  most  dreaded  epidemic  facing  us  came 
as  a surprise.  We  were  not  accustomed  to 
think  of  Smallpox  as  a threat,  in  fact  we  had 
to  realize  that  part  of  the  medical  profession 
had  not  paid  much  attention  to  a disease 
which  they  hardly  expected  to  see  in  their 
practice.  Moreover  some  proved  to  be  un- 
familiar with  the  procedure  of  vaccination, 
and  it  is  for  this  reason  that  the  author  de- 
cided to  give  a brief  summary  of  his  exper- 
iences with  ten  cases  of  Smallpox,  in  spite  of 
the  fact  that  at  this  time  he  has  no  access  to 
either  the  autopsy  records  or  Kodachrome 
photographs  taken  at  various  stages  of  the 
disease. 

Theoretically  none  of  our  soldiers  could 
have  contracted  Smallpox  since  most  of  them 
had  been  vaccinated  in  civilian  life  and  all  of 
them  repeatedly  during  their  Army  career. 
As  a matter  of  fact,  everyone  of  the  patients 
had  an  immunization  record  in  which  one  or 
more  “immune  reactions”  were  noted.  As 
already  mentioned,  quite  a number  of  our 
medical  officers  were  not  familiar  with  the 
theory  and  procedure  of  vaccination. 

Moreover,  many  of  the  patients  took  a 
shower  immediately  after  vaccination,  which 
was  no  fault  of  their  own  since  they  had  not 
been  instructed  otherwise.  In  other  instan- 
ces, an  enlisted  man  instead  of  a medical  of- 
ficer checked  the  reactions.  Thus  a negative 
reaction  often  was  recorded  as  “immune  re- 
action.” In  fact,  I was  told  that,  in  one  ins- 
tance, a sergeant  had  developed  such  an  effi- 
ciency that  simultaneously  with  the  proced- 
ure of  vaccination  he  entered  the  words  “im- 
mune reaction”  into  the  soldier’s  immuniza- 
tion record. 


All  of  the  ten  cases  of  Smallpox  to  be  re- 
viewed here  had  been  vaccinated  at  least 
once  since  induction  into  the  Army,  but  made 
the  statement  that  the  vaccinations  resulted 
in  little  more  than  one  would  expect  of  an 
ordinary  scratch  in  the  skin.  The  immuniza- 
tion records  as  far  as  available  listed  the 
readings  as  “immune  reaction.”  Only  two 
of  the  patients  were  vaccinated  during  ci- 
vilian life.  One  of  them  had  a definite  scar 
from  a vaccination  nine  years  previously.  His 
was  the  lightest  case  on  record,  the  only  one 
whose  life  never  seemd  to  be  in  danger  in 
spite  of  the  fact  that  his  skin  lesions  were 
confluent.  The  second  one  had  no  vaccina- 
tion scar  and  believed  he  had  no  “take”  when 
he  was  vaccinated  at  high  school  age.  Both 
of  these  men  recovered  although  the  latter 
suffered  from  an  extensive  case  of  conflu- 
ent variola. 

The  period  from  the  probable  exposure  to 
the  onset  of  symptoms  was  in  all  cases  with- 
in the  described  incubation  time  of  from  8 
to  14  days.  Exposure  was  provided  by  con- 
tact with  Korean  natives,  usually  in  dance 
halls,  Geisha  houses,  restaurants  and  stores. 
One  patient,  a member  of  a medical  Clearing 
Company,  probably  exposed  himself  while  on 
ward  duty. 

Medical  textbooks  list  the  following  initial 
symptoms  in  the  order  of  the  frequency  of 
their  occurrence:  Headache,  chills,  aching  of 
back  and  limbs,  flushed  face,  and  in  occa- 
sional severe  cases,  vomiting  and  abdominal 
pain.  Then  ten  cases  under  discussion  were 
of  the  most  severe  variety.  As  might  be  ex- 
pected, the  initial  symptoms,  heralding  the 
exanthema,  were  at  a variance  with  the  signs 
commonly  listed.  At  the  very  onset  the 
most  constant  symptoms  were  high  fever, 
persistent  vomiting  and  severe  pain  in  the 
upper  abdomen,  a picture  which  might  well 
be  mistaken  for  an  “acute  abdomen.”  Head- 
ache was  next  in  frequency  and  only  two 
cases  complained  of  backache.  The  initial 
temperature  ranged  from  102  to  105.6  de- 
grees Fahrenheit.  No  correlation  existed  be- 
tween the  height  of  fever  and  the  severity 
of  the  disease.  The  period  from  the  onset  of 
fever  until  after  the  appearance  of  the  ex- 
anthema ranged  from  2 to  5 days.  (Average 
31/2  days)  During  this  period,  all  cases  suf- 
fered of  a mild  photophobia.  As  expected. 


Small  wonder  that  upon  contact  with  in- 
fected natives  some  of  our  men  died  of  Small- 
pox. The  author  believes  that  their  number 
would  have  been  vastly  increased,  had  it  not 
been  for  previous  vaccinations  in  civilian  life. 

*Read  before  the  Lancaster  County  Medical  Society,  February 
17,  1948. 
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the  temperature  always  dropped  at  the  be- 
ginning of  the  vesicular  stage  of  the  exan- 
thema and  rose  again  with  the  development 
of  the  pustular  stage.  The  typical  odor  of 
Variola  usually  was  perceptible  during  the 
first  stages  of  the  exanthema. 

The  skin  rash  appeared  first  as  macular, 
then  papular  efflorescences  on  the  forehead, 
then  in  the  sequence  named  on  face,  chest, 
hands,  feet,  arms  and  legs.  Palms  and  plant- 
ar surfaces  were  involved  early  in  every 
case,  which  constituted  a valuable  diagnostic 
sign. 

In  Variola  we  encounter  two  types  of  hem- 
orrhage : 

1.  Variola  hemorrhagica  pustulosa,  in 
which  small  hemorrhages  occur  into  the  ves- 
icular or  pustulous  lesions. 

2.  Purpura  Variolosa.  In  this  severest 
form  of  Smallpox,  we  face  a generalized 
hemorrhagic  diathesis.  This  variety  is  the 
severest  and  most  toxic  form  of  Variola  and 
nearly  always  fatal. 

Six  cases  were  classified  as  Purpura  Vari- 
olosa. All  of  them  presented  early  signs  of 
hemorrhagic  tendency,  such  as  subconjunc- 
tival hemorrhages,  mucosal  ecchymoses,  sub- 
cutaneous petechias  or  hematomas.  Two  cas- 
es developed  profuce  gross  hematuria. 

Some  of  these  hemorrhages  appeared  even 
prior  to  the  advent  of  the  exanthema.  The  ap- 
pearance of  petechias  and  ecchymoses  were 
reliable  signs  of  toxicity,  and  it  was  our  im- 
pression that  the  earlier  purpuric  phenomena 
were  noted  the  more  severe  the  case  prom- 
ised to  be.  One  case  which  lived  for  16  days 
finally  died  of  aplastic  anemia,  his  last  red 
blood  cell  count  four  hours  after  transfusion 
of  1500  cc  of  whole  blood  numbered  670.000 
and  4.  gms  of  Hemoglobin.  Changes  in  the 
blood  picture  were  also  present  in  a case  of 
twelve  days’  duration.  On  the  eleventh  day 
Megaloblasts  and  Normoblasts  were  noted  in 
the  differential  count.  Extensive  hemor- 
rhages into  the  bone  marrow  or  final  exhaus- 
tion of  the  hemopoetic  system  after  exces- 
sive regeneration  may  be  pathological  facts 
behind  these  changes  of  the  blood  picture. 
Loss  of  blood  from  hemorrhage  was  not  the 
cause  of  any  of  our  deaths,  not  even  in  pro- 
fuse hematuria. 

Extensive  involvement  of  the  mouth,  fauc- 
ial region  and  probably  the  entire  respira- 
tory as  well  as  upper  digestive  tract  was  en- 


countered in  eight  cases.  All  fatalities  are 
contained  in  this  group. 

Of  the  ten  cases  observed  three  recovered 
and  seven  died.  The  exanthema  of  all  cases, 
even  of  the  lightest  one,  presented  the  pic- 
ture of  confluent  lesions. 

In  addition  two  cases  of  “Varioloid”  were 
seen  in  patients  with  definite  marks  of  suc- 
cessful previous  vaccination. 

Therapeutic  measures  of  necessity  were  of 
supportive  nature.  Food  had  to  be  partially 
or  totally  substituted  by  intravenous  infus- 
ions. The  only  intravenous  protein  prepara- 
tions available  were  pooled  human  blood 
plasma  and  whole  blood.  As  soon  as  variolar 
vesicles  had  developed,  penicillin  therapy 
was  instituted  in  order  to  prevent  secondary 
bacterial  infection.  Whole  blood  transfusions 
were  given  whenever  indicated.  At  the  de- 
velopment of  dyspnea  oxygen  inhalation  was 
instituted. 

SUMMARY: 

1.  Of  the  ten  cases  recorded  only  one  had 
a vaccination  scar  as  sign  of  a definite 
“take”  nine  years  before.  It  was  the  lightest 
case  observed.  It  is  believed  that  the  re- 
maining nine  cases  never  had  a positive  re- 
action to  repeated  vaccinations. 

2.  Whereas  the  literature  describes  back- 
aches as  an  outstanding  initial  symptom,  it 
was  present  in  only  two  of  our  cases.  Vomit- 
ing and  abdominal  pain,  however,  were  cons- 
tant from  the  onset  of  temperature  to  the 
appearance  of  the  Variolar  exanthema. 

3.  Six  cases  of  the  series  were  classified 
as  Purpura  Variolosa.  All  of  them  died.  The 
sooner  purpuric  symptoms  became  evident, 
the  more  severe  the  toxicity  of  the  disease, 
and  the  shorter  the  duration  to  the  fatal 
end. 

4.  Two  cases  showed  signs  of  bone  mar- 
row involvement  prior  to  their  death. 

5.  In  the  fatal  cases  the  duration  of  the 
disease  was  from  5 to  17  days,  with  an  av- 
erage of  12.8  days. 


A rehabilitation  program  in  a sanatorium  is  a 
plan  of  treatment  to  counteract  the  psychosomatic 
effects  of  the  disease,  tuberculosis.  In  such  a pro- 
gram physical  retraining,  mental  and  social  read- 
justment are  essential  and,  as  an  adjuvant  to  these, 
vocational  training  is  valuable.  A.  N.  Aitken,  M. 
D.,  Am.  Rev.  Tuberc.,  Jan.,  1947. 
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ANTIVIVISECTIONISTS  THREATEN  CHILDREN  ATTAIN  MATURITY 

MEDICAL  RESEARCH  DURING  RANGE  OF  YEARS 


CHICAGO — Sincere  but  misguided  people  who 
support  antivivisection  and  the  shrewd  promoters 
who  make  a living  from  the  movement  are  a real 
threat  to  medical  research,  points  out  an  editorial 
which  appears  in  the  September  11  issue  of  The 
Journal  of  the  American  Medical  Association. 

The  editorial  follows  in  part: 

“The  antivivisectionists  love  publicity  pointed  to 
their  angle,  but  screams  of  anguish  and  tearing  of 
hair  will  soon  be  reflected  in  the  antivivisectionist 
publications  after  the  July  24  article  in  the  Saturday 
Evening  Post,  ‘They’re  Trifling  with  Your  Life.’ 

“This  article  designates  the  antivivisectionists  as 
‘an  obscure  cult  of  sincere  but  misguided  Americans 
— spurred  by  shrewd  promoters  — (which)  now 
threatens  to  wipe  out  the  techniques  of  medical  re- 
search that  have  saved  millions  from  horrible 
deaths.’ 

“The  vast  majority  of  antivivisectionists  are  ap- 
parently sincere  but  misguided.  They  are  kindly 
people  who  love  animals  perhaps  ’too  well.  Tlieir 
noble  sentiments  make  them  easy  prey  to  the  shrewd 
promoter  who  makes  his  living  by  claiming  that  ani- 
mals in  laboratories  suffer  needless  pain,  and  that 
money  is  needed  to  stop  animal  experimentation. 
The  people  who  support  the  antivivisectionist  move- 
ment have  never  been  in  laboratories  and  have  only 
the  vaguest  concept  of  what  constitutes  scientific 
research. 

“The  combination  of  ‘sentimental  money,’  as  the 
gifts  to  antivivisectionism  have  been  termed,  plus 
shrewd  promotion,  embodies  a real  threat  to  medical 
research.  Year  after  year  the  antivivisectionists 
have  had  bills  introduced  into  the  Congress  of  the 
United  States  and  into  state  legislatures  ‘exempt- 
ing’ the  dog  from  service  in  the  medical  research 
laboratory.  Such  bills,  one  of  which  came  perilously 
near  enactment  in  a New  York  legislature,  serve  as 
publicity  springboards  even  when  they  fail  of  en- 
actment. If  the  so-called  dog  bill  should  ever  go 
through  the  Congress  in  a preadjournment  legisla- 
tive jam  the  event  would  be  a catastrophe.  Al- 
though these  bills  in  the  Congress  apply  only  to  the 
District  of  Columbia,  they  would  serve,  if  passed, 
as  patterns  to  be  copied  in  state  legislatures. 

“In  addition  to  attempting  to  effect  state  and  na- 
tional legislation,  the  antivivisectionists,  by  creating 
uproar  and  emotional  tension,  have  succeeded  in  di- 
verting many  stray  dogs  which  used  to  be  delivered 
to  medical  schools  to  the  gas  chamber  at  the  dog 
pound,  thus  increasing  the  difficulties  experienced 
by  medical  schools  in  procuring  dogs  for  study. 
Finally,  the  antivivisectionists  admit  that  the  dog 
is  used  as  their  symbol  because  of  mankind’s  uni- 
versal love  for  dogs.  If  they  once  succeed  in  ex- 
cluding dogs  from  use  for  medical  research  they 
will  proceed  to  broaden  this  ban  to  include,  first, 
cats,  and  gradually  other  animals. 

“The  Saturday  Evening  Post  has  done  an  impor- 
tant and  significant  service  to  the  health  of  the 
American  people  in  exposing  the  threat  of  antivivi- 
sectionism.” 


Parents  who  think  their  adolescent  children  are 
not  normal  because  they  are  larger  or  smaller  than 
companions  of  the  same  age  have  little  cause  for 
worry,  according  to  Joseph  A.  Johnston,  M.D., 
Pediatrician-in-Chief  of  the  Henry  Ford  Hospital, 
Detroit,  Mich. 

Writing  in  the  August  28th  issue  of  The 
Journal  of  the  American  Medical  Association,  Dr. 
Johnston  points  out  that  children  attain  maturity 
during  a range  of  years  and  that  each  child  has 
his  own  inherited  “time  schedule.”  For  example, 
in  a schoolroom  of  normal  13  year  old  girls,  gains 
in  height  during  the  previous  year  may  vary  from 
one  to  four  inches  and  gains  in  weight  from  six 
to  30  pounds,  he  says. 

Diet  of  adolescent  chilren,  however,  should  cause 
concern,  he  points  out.  During  the  year  when  a 
child  is  growing  rapidly  he  needs  unusually  large 
amounts  of  protein,  calcium,  and  vitamin  D,  Dr. 
Johnston  says. 

These  needs  of  the  adolescent  will  be  covered 
when  the  daily  diet  includes  the  items  on  the  fol- 
lowing list  prepared  by  Dr.  Johnston: 

One  quart  of  milk,  one  egg,  one  serving  of  cereal 
and  three  slices  of  bread,  two  large  servings  of 
meat,  fish,  or  cheese,  one  serving  of  a simple 
dessert  containing  egg  and  milk,  one  serving  of 
soup  containing  milk,  and  800  units  of  vitamin  D. 

In  the  average  youngster.  Dr.  Johnston  found, 
instinct  is  a reliable  guide  to  the  amount  of  meat 
which  should  be  eaten. 

“The  fact  that  the  average  obese  adolescent 
is  above  average  height,  shows  advanced  bone  age, 
and  is  in  the  advanced  group  intellectually,  al- 
though retarded  in  his  social  and  emotional  ma- 
turation, are  all  sound  arguments  against  attribut- 
ing the  excess  weight  to  thyroid  deficiency.  The 
management  of  the  obese  child  includes  more  than 
the  attempt  to  limit  his  caloric  intake;  it  involves 
an  assessment  of  his  emotional  and  social  diffi- 
culties and  the  frank  facing  of  the  too  frequently 
found  overdependent  relationship  between  parent 
and  child.” 


MEDICAL  TRAINING  FOR  ATOMIC  AGE 
POSES  SCIENTIFIC  PROBLEM 

Medical  training  for  the  atomic  age  poses  a new 
problem  in  the  field  of  science,  according  to  an  ed- 
itorial in  the  current  issue  of  the  journal.  Radiology, 
which  is  published  primarily  for  physicians  who 
specialize  in  x-rays. 

The  journal  forecasts  several  revolutionary’^ 
changes  in  the  fields  of  medicine  as  a direct  out- 
growth of  advances  so  far  in  the  application  of 
atomic  energy. 

“The  need  of  a knowledge  of  physics  has  recently 
become  more  acute  and  more  obvious,”  the  journal 
editorial  says.  “The  medical  profession  is  swarm- 
ing into  the  field  of  nuclear  energy  opened  by  physi- 
cists. The  latter  have  been  extremely  cooperative, 
but  that  is  not  enough.  The  doctors  must  now  learn 
physics.” 

The  editorial  pointed  to  the  fact  that  future  med- 
ical students  must  have  a broad  basic  training  in 
the  fundamentals  of  atomic  structure,  nuclear  struc- 
ture, radioactivity,  and  isotope  technic. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 

gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. • 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  next  annual  Assembly  of  the  Nebras- 
ka State  Medical  Association  will  be  held  in 
Omaha  on  May  3,  4,  and  5,  1949.  If  you 
wish  to  read  a paper  before  this  Assembly 
send  the  title  to  Dr.  R.  B.  Adams,  416  Fed- 
eral Securities  Bldg.,  Lincoln  8,  Nebr.  Do 
so  at  once.  No  titles  will  be  accepted  after 
January  1,  1949. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  of  $1,000.00  (first  prize  of  $500.00, 
second  prize  $300.00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some  clinical  or  laboratory 
research  in  Urology.  Competition  shall  be  limited 
to  urologists  who  have  been  in  such  specific  prac- 
tice for  not  more  than  five  years  and  to  residents 
in  urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Uro- 
logical Association,  to  be  held  at  the  Biltmore  Ho- 
tel in  Los  Angeles,  May  16-19,  1949. 

For  full  particulars  write  the  Secretary,  Dr.  Thom- 
as D.  Moore,  899  Madison  Avenue,  Memphis  3,  Ten- 
nessee. Essays  must  be  in  his  hands  before  Feb- 
ruary 15,  1949. 


The  Lancaster  County  Medical  Society  on 
October  19  will  have  as  its  guest  speaker. 
Dr.  Walter  S.  Freeman,  Professor  of  Neuro- 
surgery of  George  Washington  University 
and  current  president  of  the  District  of 
Columbia  Medical  Society.  A dinner  will  be 
held  at  the  Lincoln  Hotel  in  the  Terrace 
Room  at  6:30  followed  immediately  by  the 
regular  medical  meeting  of  the  Lancaster 
County  Medical  Society.  Dr.  Freeman  will 
demonstrate  his  transorbital  lobotomy  oper- 
ations in  the  afternoon  of  the  19th.  Any 
member  of  the  Nebraska  State  Medical  As- 
sociation interested  in  observing  the  oper- 
ations or  attending  the  evening  meeting  may 
make  arrangements  by  contacting  the  sec- 
retary or  the  president  of  the  Lancaster 
County  Medical  Society. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

Candidates  for  the  certificate  of  the  American 
Board  of  Ophthalmology  are  accepted  for  examina- 
tion on  the  evidence  of  a Written  Qualifying  Test. 
These  tests  are  held  annually  in  various  parts  of  the 
United  States. 

Registration  is  already  closed  for  the  next  test  to 
be  given  in  January,  1949. 

Applications  are  now  being  accepted  for  the  1950 
written  test.  They  will  be  considered  in  order  of 
receipt  until  the  quota  is  filled. 
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Practical  examinations  for  acceptable  candidates 
1949: 

San  Francisco March  21-24 

New  York June  11-15 

St.  Louis October  15-19 

Boston December 


The  28th  annual  convention  of  the  National  So- 
ciety for  Crippled  Children  & Adults,  Inc.,  will  be 
held  at  the  La  Salle  Hotel,  Chicago,  November  15-17. 

Many  outstanding  speakers  in  the  fields  of  med- 
icine, health  and  education  will  be  on  hand  to  pre- 
sent facts  on  progress  in  work  with  the  handicapped 
during  the  past  year,  according  to  Lawrence  J. 
Linck,  executive  director. 

The  convention  will  be  attended  by  physicians, 
therapists,  educators,  workers  with  the  handicapped 
and  representatives  of  National  Society’s  more  than 
2,000  state  and  local  units  throughout  the  United 
States,  Canada,  Alaska  and  Hawaii. 


In  the  July  number  of  the  Nebraska  State 
Medical  Journal,  announcement  was  made  of 
Medicine  of  the  Year,  the  annual  review  of 
medical  progress  offered  to  members  of  the 
Nebraska  State  Medical  Association  as  a 
supplement  to  their  Journal.  For  the  benefit 
of  those  members  who  may  have  failed  to 
notice  it,  or  as  yet  failed  to  subscribe,  the 
announcement  is  repeated  in  this  issue  of 
the  Journal  in  the  belief  that  the  review 
contributes  a valuable  educational  opportun- 
ity at  little  cost  which  the  Association, 
through  its  Journal,  has  made  available  to 
its  members. 

Recent  information  from  the  editorial  of- 
fice of  Medicine  of  the  Year  indicates  that 
the  plan  for  the  review  is  proving  popular  in 
the  states  where  it  has  already  been  an- 
nounced. Additional  states  are  planning  an- 
nouncements soon. 

Recently  the  associate  contributors  for  the 
various  medical  specialties,  a group  of  dis- 
tinguished authors  and  nationally  known  au- 
thorities in  their  fields,  have  been  selected: 

Allergy — Dr.  Harry  L.  Alexander,  St.  Louis. 

Pulmonary  Diseases — Dr.  J.  Burns  Amberson, 
Bellevue  Hospital  and  Columbia  University,  New 
York. 

Metabolism  and  Endocrinology — Dr.  Kendall  Em- 
erson, Jr.,  Peter  Bent  Brigham  Hospital,  Boston. 

Dermatology — Dr.  Chester  N.  Frazier,  Harvard 
University  and  Massachusetts  General  Hospital, 
Boston. 

Cardiovascular  Diseases — Dr.  William  J.  Kerr, 
University  of  California  and  University  Hospital, 
San  Francisco. 

Neurology — Dr.  H.  Houston  Merritt,  Monteflore 
Hospital,  New  York. 


In  order  to  provide  this  service  it  is  neces- 
sary that  a minimum  number  of  subscrip- 
tions be  entered  and  each  member  is  urged 
to  send  in  the  coupon  without  delay.  No 
obligation  is  incurred  if  an  insufficent  num- 
ber is  secured  and  if  an  adequate  number  is 
secured  you  can  be  assured  of  a valuable  aid 
at  nominal  cost.  SUBSCRIBE  NOW. 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

Sixteenth  Annual  Assembly 
October  25,  26,  27,  28,  29,  1948 
Hotel  Paxton  — Omaha,  Nebraska 

PROGRAM 

MONDAY  MORNING,  OCTOBER  25th 

8 :30  a.m. — Registration. 

9:30  a.m. — “Kidney  Function  in  Health.”  (Motion 
Picture). 

10:20  a.m. — “Management  of  the  Failing  Heart.” 
(Motion  Picture). 

11:15  a.m. — “Coronary  Heart  Disease,”  Paul  D. 
White,  Boston,  Massachusetts,  Clinical  Profes- 
sor of  Medicine,  Harvard  University;  Physician, 
Massachusetts  General  Hospital. 

12:00  noon — “Vascular  Surgery”  Gordon  Murray, 
Toronto,  Canada,  Assistant  Professor  of  Sur- 
gery, University  of  Toronto  Faculty  of  Med- 
icine. 

12:45  p.m. — ^Visit  the  Exhibits. 

1:00  p.m. — Luncheon.  Discussion — “Subacute  Bac- 
terial Endocarditis.”  Leader,  Paul  D.  White. 

MONDAY  AFTERNOON 

2:30  p.m. — Clinic — “Otolaryngology  for  the  General 
Practitioner,”  O.  E.  Van  Alyea,  Chicago,  111., 
Clinical  Associate  Professor,  Department  of 
Otolaryngology,  University  of  Illinois  College 
of  Medicine. 

3:30  p.m. — Clinic — “Congenital  Heart  Disease,” 
Paul  D.  White. 

4:30  p.m. — Clinic — “Surgery  of  Congenital  Heart 
Disease”  (with  motion  picture),  Gordon  Murray. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion  — “Surgery  of  the 
Colon,”  Gordon  Murray. 

MONDAY  EVENING 

8:15  p.m. — “Treatment  of  Cardiac  Decompensation,” 
Paul  D.  White. 

8:45  p.m. — “The  Artificial  Kidney,”  Gordon  Murray. 

9:15  p.m. — “Treatment  of  Acute  Nasal  and  Sinus 
Infections,”  0.  E.  Van  Alyea. 


TUESDAY  MORNING,  OCTOBER  26th 

8:30  a.m. — “The  Physiology  of  Normal  Menstm- 
ation,”  (Motion  Picture). 

9:00  a.m. — “Management  of  Chronic  Sinusitis,”  O. 
E.  Van  Alyea. 
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9:40  a.m. — “Feeding  and  Sleep  Problems,”  Benja- 
min Spock,  Rochester,  Minnesota,  Associate 
Professor  of  Psychiatry,  Mayo  Foundation, 
University  of  Minnesota;  Staff,  Mayo  Clinic 
and  Rochester  Child  Health  Institute. 

10:20  a.m. — “Eczematoid  Ei-uptions  of  the  Hands,” 
Paul  A.  O’Leary,  Rochester,  Minnesota,  Pro- 
fessor of  Dermatology  and  Syphilology,  Mayo 
Foundation,  University  of  Minnesota;  Director 
of  Dermatologic  Seit'ice,  Mayo  Clinic  and 
associated  hospitals. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
“Antihistamine  Dimgs” 

Victor  E.  Levine,  Chainnan 
“Biochemistry  and  Physiologic  Response  to  the 
Antihistamine  Dimgs,”  Nicholas  Dietz,  Jr. 
(By  Invitation),  F.  Lowell  Dunn. 

“The  Clinical  Application  of  Antihistamine 
Dimgs,”  M.  H.  Brodkey,  E.  L.  MacQuiddy. 
“Solved  and  Unsolved  Problems  in  Antihista- 
mine Therapy,”  Richard  L.  Egan. 

“Diabetes” 

Morris  Margolin,  Chairman 
“Laboratory  Procedures,”  B.  Carl  Russum. 
“Childhood  Diabetes,”  Joseph  A.  Henske. 
“Diabetes  Complicating  Vascular  Diseases,” 

E.  J.  Kirk. 

“Eye  Complications,”  Harold  Gifford. 

“Acute  Emergencies,”  Edmond  M.  Walsh. 
“Problems  of  Adolescence” 

George  E.  Robertson,  Chairman 
“Dermatologic  Problems,”  Z.  N.  Korth. 
“Emotional  Problems,”  Herman  M.  Jahr. 
“Endocrine  Problems,”  Gerald  C.  O’Neill,  Pedi- 
atrician: L.  S.  McGoogan,  Gynecologist;  John 

F.  Gardiner,  Internist. 

1:00  p.m. — Luncheon.  Discussion — “Infantile  Ec- 
zema.” Leaders,  Paul  A.  O’Leary,  Dermatolo- 
gist; Benjamin  Spock,  Pediatrician. 

TUESDAY  AFTERNOON 

2:30  p.m. — Clinic — “Dermatoscleroses,”  (with  motion 
picture  in  color),  Paul  A.  O’Leary. 

3:30  n.m. — Clinic — “Head  Iniuries,”  A.  Earl  Walker, 
Baltimore,  Maryland,  Professor  of  Neurologi- 
cal Surgery,  Johns  Hopkins  University. 

4:30  n.m. — Clinic — “Toilet  Training,  Enuresis  and 
Masturbation,”  Benjamin  Spock. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion — “The  Relief  of  In- 
tractable Pain.”  Leader,  A.  Earl  Walker. 

TUESDAY  EVENING 

8:15  p.m. — “Common  Problems  at  Puberty,”  Ben- 
jamin Spock. 

8:45  p.m. — “Drug  Eruptions,”  Paul  A.  O’Leary. 

9:16  D.m. — “Brain  Tumors  in  Childhood,”  A.  Earl 
Walker. 


WEDNESDAY  MORNING,  OCTOBER  27th 

8:10  a.m. — “Kidney  Function  in  Health  (Motion 
Picture). 

9:00  a.m. — “Menieres  Disease,”  A.  Earl  Walker. 
9:40  a.m. — “Treatment  of  Periarthritis  of  the 
Shoulder,”  (with  motion  picture  in  color), 
James  A.  Dickson,  Cleveland,  Chief  of  Staff, 


Orthopedic  Department,  Cleveland  Cline  and 
Cleveland  Clinic  Foundation  Hospital. 

10:20  a.m. — “Acute  Hepatitis — Newer  Aspects,” 
Richard  B.  Capps,  Chicago,  Illinois,  Assistant 
Professor  of  Medicine,  Northwestern  University 
Medical  School. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  11:58  a.m. — Local  Lectures — 

“Retropubic  Prostatectomy,”  Payson  Adams. 
“Routine  Exploration  of  Common  Duct  Follow- 
ing Cholecystectomy  for  Cholelithiasis,”  S. 
J.  Carnazzo. 

“New  Concepts  of  Electric  Shock  Therapy,” 

G.  Kenneth  Muehlig. 

“A  New  Concept  of  the  Diagnosis  and  Treat- 
ment of  Depression,”  Frank  R.  Barta. 
“Sninal  Anesthesia  in  Obstetrics,”  Dorothy  H. 
Thompson. 

“A  New  Look  at  Infant  Feeding,”  Charles  A. 
Tompkins. 

12:00  noon  to  12:50  p.m. — Clinic  by  Television. 
1:00  n.m. — Luncheon.  Discussion — “The  Immediate 
Treatment  and  Postonerative  Care  of  Disloca- 
tions of  Shoulder,  Elbow  and  Hip.”  Leader, 
James  A.  Dickson. 

WEDNESDAY  AFTERNOON 
2:30  n.m. — Clinic — “Chronic  Liver  Disease — The 
Clinical  Picture  and  Diagnosis,”  Richard  B. 
Capps. 

3:30  p.m. — Clinic — “Treatment  of  Compound  Injur- 
ies of  the  Hand,”  Sumner  L.  Koch,  Chicago, 
Illinois,  Professor  of  Surgery,  Northwestern 
University  Medical  School;  Attending  Surgeon, 
Passavant  Memorial  Hospital. 

4:30  p.m. — Clinic — “Disabilities  Involving  the  Knee,” 
(with  motion  picture  in  color).  James  A. 
Dickson. 

5:30  p.m. — ^Visit  the  Exhibits. 

6:15  n.m. — Dinner.  Discussion — “Liver  Function 

Tests  as  They  Relate  to  Diagnosis  and  Prog- 
nosis.” Leader,  Richard  B.  Capps. 

WEDNESDAY  EVENING 
8:15  p.m. — “Modem  Concepts  of  Treatment  of  Un- 
united Fractures  of  the  Neck  of  the  Femur,” 
(with  motion  picture),  James  A.  Dickson. 

8:45  n.m. — “Treatment  of  Acute  and  Chronic  Liver 
Disease,”  Richard  B.  Capps. 

9:15  p.m. — “Late  Repair  of  Nerve  and  Tendon  In- 
juries,” Sumner  L.  Koch. 


THURSDAY  MORNING,  OCTOBER  28th 

8:10  a.m. — “Management  of  the  Failing  Heart,” 
(Motion  Picture). 

9:00  a.m. — “The  Management  of  Burns,”  Sumner 
L.  Koch. 

9:40  a.m. — “Early  Recognition  and  Surgical  Man- 
agement of  Pelvic  Malignancies,”  Robert  A. 
Kimbrough,  Philadelphia,  Pennsylvania,  Pro- 
fessor and  Chairman  of  Department  of  Gyne- 
cology and  Obstetrics,  University  of  Pennsyl- 
vania Graduate  School  of  Medicine. 

10:20  a.m. — “Irradiation  Treatment  of  Cancer  of 
the  Uterine  Cervix,”  Charles  L.  Martin,  Dallas, 
Texas,  Professor  of  Radiology,  Southwestern 
Medical  College. 
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11:00  a.m, — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
“Peptic  Ulcer” 

R.  Thorell  Mauer,  Chairman 
“Interpretation  of  Pain  in  Simple  and  Compli- 
cated Peptic  Ulcer,”  Willis  D.  Wright. 
“Roentgenologic  Diagnosis  of  Peptic  Ulcer,” 
James  F.  Kelly. 

“Medical  Treatment  of  Peptic  Ulcer,”  Lynn 
T.  Hall. 

“Newer  Concepts  in  the  Management  of  Hem- 
orrhage in  Peptic  Ulcer,”  M.  C.  Howard. 
“Surgical  Management  of  Peptic  Ulcer,”  Earl 
A.  Connolly. 

“Gynecologic  Problems” 

Maurice  E.  Grier,  Chairman 
“Functional  Uterine  Bleeding,”  John  J.  Frey- 
mann. 

“Benign  Lesions  of  the  Cervix,”  John  J.  Grier. 
“Uterine  Displacements,”  Earl  C.  Sage. 
“Sterility,”  Ralph  Luikart. 

“Ectopic  Pregnancy,”  Harley  E.  Anderson. 
“Multiple  Injuries  in  Automobile  Accidents” 

J.  Perry  Tollman,  Chairman 
“Brain,”  J.  Jay  Keegan. 

“Thoracic  Cage  and  Contents,”  J.  Dewey  Bis- 
gard. 

“Intra-Abdominal  Viscera,”  Frederick  C.  Hill. 
“Spinal  Column  and  Pelvis,”  William  L.  Sucha. 
“Extremities,”  Herman  F.  Johnson. 

1:00  p.m. — Luncheon.  Discussion — “Management  of 
Threatened  and  Incomplete  Abortion.”  Leader, 
Robert  A.  Kimbrough. 

THURSDAY  AFTERNOON 
2:30  p.m. — “A  Science  Writer  Looks  at  Medicine,” 
Steven  M.  Spencer,  Swarthmore,  Pennsylvania, 
Associate  Editor,  The  Saturday  Evening  Post. 
3:30  p.m. — Clinic — “Irradiation  Treatment  of  Can- 
cer of  the  Face  and  Lymphnode  Metastases,” 
Charles  L.  Martin. 

4:30  p.m. — Clinic — “Rational  Usage  of  Estrogen,” 
Robert  A.  Kimbrough. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion — “Clinical  Radio- 

logic  Conference.”  Leader,  Charles  L.  Martin. 

THURSDAY  EVENING 
Omaha-Douglas  County  Medical  Society  Night 
8:15  p.m. — “Antepartum  Hemorrhage,”  Robert  A. 
Kimbrough. 

8:45  p.m. — “Treatment  of  Sterility  with  Uterosal- 
pingography,” Charles  L.  Martin. 

9:15  p.m. — “Present  Trends  in  Medical  Practice,” 
Morris  Fishbein,  Chicago,  Illinois,  Editor,  The 
Journal  of  the  American  Medical  Association. 

FRIDAY  MORNING,  OCTOBER  29th 
8:30  a.m. — “The  Physiology  of  Normal  Menstm- 
ation  (Motion  Picture). 

9:00  a.m. — Clinicopathologic  Conference. 

10:30  a.m. — Visit  the  Exhibits. 

10:45 — Round  Table  Discussion — 

“The  Doctor  in  Court” 

Roy  W.  Fouts,  Moderator 
“The  Medical  Expert  Witness  in  Casualty 
Cases,”  George  L.  De  Lacy,  L.L.D.,  Omaha, 
Nebraska. 

“The  Psychiatrist  in  Civil  and  Criminal  Cases,” 


Hubert  Winston  Smith,  M.D.,  L.L.D.,  Chicago, 
Illinois. 

“The  Pseudo  Medical  Expert  Witness,”  Morris 
Fishbein,  M.D.,  Chicago,  Illinois. 

“The  Minnesota  Medical  Testimony  Plan,” 
Ernest  M.  Hammes,  Sr.,  M.D.,  St.  Paul, 
Minnesota. 

“The  Necessity  for  Reform  in  Court  Procedure 
Governing  Medical  Testimony,”  Frederick  K. 
Beutel,  L.L.B.,  S.J.D.,  Lincoln,  Nebraska. 
Open  Discussion. 

1:00  p.m. — Adjourn. 


NEBRASKA  ACADEMY  OF  GENERAL 
PRACTICE 

The  Nebraska  Academy  of  General  Prac- 
tice will  hold  an  informal  meeting  on  Sunday 
evening,  October  24,  1948.  Dinner  at  7:30 
p.m.,  place  to  be  announced.  All  of  the  mem- 
bers should  be  present  and  an  invitation  is 
extended  to  all  general  practitioners  to  at- 
tend. The  recent  meeting  in  Chicago  of  the 
National  Academy  which  was  so  enthusi- 
astically attended  caused  the  directors  of  the 
Nebraska  chapter  to  take  advantage  of  the 
coming  meeting  of  the  Mid- West.  Many  of 
the  general  practitioners  in  this  area  should 
attempt  to  attend  this  outstanding  meeting 
and  a get  together  of  the  general  practition- 
ers just  prior  to  this  meeting  should  be  most 
opportune. 

Since  it  is  the  purpose  of  the  Academy  to 
stimulate  interest  and  participation  in  great- 
er scientific  efforts  the  advantages  af- 
forded by  the  Mid-West  meeting  to  the  gen- 
eral practitioner  are  great.  Needless  to  say 
the  attendance  at  these  meetings  by  the 
general  practitioners  is  in  turn  a boon  to  the 
Mid- West  meeting.  Also  with  this  meeting 
we  hope  to  establish  a cordial  relationship 
between  the  Mid-West  Society  and  the  infant 
Nebraska  Academy  of  General  Practition- 
ers. 

It  is  hoped  that  the  wives  of  the  general 
practitioners  accompany  their  husbands  to 
this  meeting  on  Sunday,  October  24,  1948. 
Aware  of  the  important  part  that  the  gen- 
eral practitioners’  wives  play,  it  is  felt  that 
they  will  be  greatly  interested  in  a meeting 
of  this  nature. 

One  of  the  outstanding  men  from  the  Na- 
tional Academy  will  speak  at  this  meeting. 
It  will  give  general  practitioners  an  oppor- 
tunity of  hearing  the  story  of  the  growth  of 
the  Academy  and  the  ambitious  program 
projected  for  the  years  ahead. 

Please  make  dinner  reservations  with  Dr. 
B.  V.  Kenney,  617  Medical  Arts,  Omaha, 
Nebr.  Phone  AT-0555. 
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WOMAN'S  AUYILIAny 


MRS.  P.  0.  MARVEL 


Dear  Friends: 

It  is  indeed  a pleasure  to  greet  each  and 
every  member  of  our  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association,  and 
also  all  those  who  are  potential  members.  I 
wish  every  one  of  the  latter  might,  before 
the  year  is  closed,  consider  seriously  becom- 
ing a member.  We  would  welcome  you  with 
joy. 

Letters  have  come  asking  about  the  raise 
in  dues.  Following  is  the  latest  word  from 
the  National  Treasurer:  “Chapter  VII,  Con- 
stituent Auxiliaries,  Section  4,  now  reads — 
Each  constituent  auxiliary  shall  transmit  to 
the  treasurer  of  this  Auxiliary  not  later  than 
March  15th  annually,  dues  amounting  to  one 
dollar  for  each  of  its  members  for  the  cur- 
rent year,  which  shall  include  subscription 
to  the  periodicals  published  by  this  Aux- 
iliary, when  authorized  by  the  Advisory 
Council  to  the  Woman’s  Auxiliary.  This 
means  that  until  the  American  Medical  As- 
sociation publishes  the  new  periodical  and 
receives  from  the  advertisements  in  the 
new  publication  enough  funds  to  finance 
both  this  new  publication  and  our  Bulletin, 
we  continue  to  pay  a dollar  for  dues  and  an- 
other dollar  for  a year’s  subscription  to  the 
Bulletin.” 

So  for  the  present,  the  dollar  sent  to  the 
state  treasurer  for  national  dues  does  not 


include  any  subscription  to  any  publication. 
This  devision  also  became  effective  imme- 
diately upon  its  adoption,  therefore,  any 
dues  paid  prior  to  June  23rd,  should  have 
been  twenty-five  cents,  but  any  dues  paid 
since  that  date  must  be  one  dollar. 

Those  of  you  who  heard  our  national  presi- 
dent, Mrs.  Allen  speak  at  our  state  meeting 
last  May,  will  understand  the  necessity  for 
the  raise.  And  I believe  also,  that  every  one 
else  will  be  able  to  see  that  twenty-five  cents 
does  not  reach  as  far  today,  as  it  did  when 
that  fee  was  first  established.  (How  well 
we  homemakers  know  that!)  Nevertheless, 
I beg  of  you,  that  none  of  you  will  drop  your 
membership  solely  because  of  the  raise  in 
dues. 

If  you  feel  you  are  hot  getting  your 
“money’s  worth”  out  of  your  Auxiliary,  won’t 
you  let  your  officers  know  that  you  stand 
ready  and  willing  to  help  make  it  worth 
while?  They  will  welcome  your  willingness 
to  help. 

I am  sure  we  can  have  a successful  year 
in  getting  more  members,  and  organizing 
more  county  auxiliaries,  and  have  very  in- 
teresting meetings,  if  every  member  will 
give  at  least  some  of  her  enthusiasm  to  her 
Auxiliary. 

Most  sincerely, 

MRS.  P.  0.  MARVEL. 


NEWS  and  VIEWS 


Dr.  James  W.  Thomas,  who  has  been  on 
the  west  coast  since  last  October,  died  Aug. 
21  at  La  Jolla,  Calif.  Dr.  Thomas  retired  as  a 
practicing  physician  three  years  ago.  He 
had  practiced  in  Lincoln  since  1928  after  re- 
turning from  studying  in  Europe.  He  was 
born  in  1888,  and  graduated  from  Creighton 
university  in  1910. 


Preliminary  plans  for  the  organization  of 
a Nebraska  Psychiatric  society  were  made 
at  a dinner  in  the  University  club  September 
2,  presided  over  by  Dr.  Robert  J.  Stein  of 
Lincoln. 

The  new  group  will  be  affiliated  with  the 
national  psychiatric  society  and  cooperate 
with  the  state  medical  association.  Twenty- 
two  attended  the  meeting. 
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Dr.  G.  E.  Charlton,  Norfolk,  was  elected 
to  head  a committee  to  make  organization 
plans.  Dr.  G.  A.  Young,  Omaha,  is  chairman 
of  the  committee  on  resolutions  and  by-laws. 
He  will  be  assisted  by  Drs.  G.  Lee  Sandrit- 
ter,  Norfolk;  Robert  J.  Stein,  Lincoln;  Rob- 
ert Wigton  and  J.  Whitney  Kelly,  both  of 
Omaha. 


Registrations  and  hotel  reservations  are  now  be- 
ing accepted  for  the  second  annual  Interim  Meet- 
ing of  the  American  Medical  Association  at  St. 
Louis,  November  30  to  noon,  December  3,  1948. 

On  the  eve  of  the  Interim  Meeting,  Saturday, 
November  27,  the  first  national  Medical  Public  Re- 
lations Conference  will  be  held  under  sponsorship 
of  the  A.  M.  A.  at  the  Statler  Hotel. 

Planned  to  be  especially  valuable  to  the  general 
practitioner,  the  Interim  Session  will  offer  lecture 
meetings,  conducted  by  medical  leaders  on  condi- 
tions most  often  seen  in  daily  practice.  Subjects 
to  be  discussed  include  diabetes,  heart  disease, 
cancer,  poliomyelitis,  obstetrics,  anesthesia,  tuber- 
culosis, jaundice,  laboratory  diagnosis,  x-ray  diag- 
nosis, and  physical  medicine  as  applied  to  the  treat- 
ment of  arthritis. 

Diagnosis  and  treatment  will  be  stressed  in  a 
wide  variety  of  clinical  conferences,  which  will  be 
correlated  with  the  lecture  meetings.  Leading  prac- 
titioners from  all  sections  of  the  nation  will  con- 
duct these  conferences. 

Evening  programs  will  feature  distinguished 
speakers,  the  award  of  the  general  practitioner 
medal,  and  fun.  Entertainment  will  be  provided,  free 
of  charge  to  physicians  and  their  guests  of  course, 
by  stars  of  the  amusement  world. 

A scientific  exhibit  with  nearly  100  displays  will 
show  clinical  and  pathological  material  on  subjects 
dealt  with  in  the  clinical  conferences. 

Approximately  115  leading  firms  will  display 
technical  exhibits,  which  will  include  new  products, 
equipment,  and  medical  publications.  All  exhibits 
will  be  open  from  Tuesday  at  8:30  a.  m.  to  Friday 
noon,  November  30  to  December  3. 

Papers  will  be  read  at  the  General  Scientific 
Meetings  in  the  St.  Louis  Opera  House  from  9 to 
10  a.  m.  and  from  2 to  3 p.  ni.  each  day.  At 
least  six  demonstration  units  are  planned  for  each 
half  day  in  the  Scientific  Exhibit  from  10:30  a.  m. 
to  12  noon,  and  from  3:30  p.  m.  to  5 p.  m.  Small 
rooms  vull  be  provided  for  these  demonstrations 
and  provision  is  being  made  so  that  physicians 
can  take  all  the  notes  they  wish  in  comfort. 

Intermissions  in  the  program  will  be  from  10 
to  10:30  a.  m.,  12  noon  to  2 p.  m.,  and  5 p.  m.  to 
6 p.  m.  each  day. 

Officers  and  members  of  the  House  of  Dele- 
gates will  stay  at  the  Statler  Hotel.  Those  at- 
tending the  Medical  Public  Relations  Conference 
will  stay  at  the  Lennox  Hotel. 

A registration  form  which  enables  the  physician 
to  save  time  by  securing  a registration  card  in 
advance  is  appearing  in  The  Journal  of  the  Medical 
Association  every  other  week  until  the  Interim 
Meeting.  A convenient  blank  for  making  reser- 
vations at  a number  of  St.  Louis’  best  hotels,  which 


are  within  easy  walking  distance  of  the  St.  Louis 
Auditorium,  is  also  printed  in  The  Journal. 

All  reservations  must  be  cleared  through  the 
Chairman,  Subcommittee  on  Hotels,  American  Medi- 
cal Association,  Hotel  Reservation  Bureau,  1420 
Syndicate  Trust  Building,  St.  Louis  1,  Mo,,  and 
must  be  received  before  November  9,  1948. 


Funds  totaling  $25,000,  for  production  of  an  edu- 
cational film  on  cerebral  palsy,  will  be  raised  by 
the  National  Association  of  American  Business 
Clubs  within  the  next  four  months,  F.  H.  Bachman, 
Champaign,  Illinois,  president  of  the  organization, 
announced  recently.  The  film,  which  will  be  pro- 
duced by  National  Society  for  Crippled  Children 
and  Adults,  will  be  available  to  all  interested  per- 
sons and  groups.  National  Society  is  the  only 
national  agency  operating  a program  of  treatment 
and  rehabilitation  of  the  country’s  one-half  million 
cerebral  palsied  persons. 


The  American  Medical  Association  is 
building  a 5-story  addition  to  its  headquar- 
ters at  535  North  Dearborn  Street  in  Chi- 
cago. Designed  by  Holabird  & Root  & 
Burgee,  Chicago  architects,  it  will  provide 
35,000  square  feet,  or  approximately  25  per 
cent  more  floor  space  and  will  cost  $500,000, 
it  is  announced  by  Dr.  George  F.  Lull,  Gen- 
eral Manager  and  Secretary.  The  addition 
is  being  faced  with  an  exterior  of  Indiana 
limestone  to  match  the  present  structure. 

“The  expansion  is  necessary  to  meet  the 
rapid  social  and  economic  changes  in  the 
problems  of  medical  care  for  the  nation, 
which  have  multiplied  in  the  last  five  years,” 
said  Dr.  Lull. 

The  same  architects  designed  the  original 
6-story  brick  building  erected  on  the  site  in 
1923  and  drew  the  plans  for  its  moderniza- 
tion in  1936  when  two  stories  were  added 
and  new  walls  of  limestone  constructed 
around  the  entire  building  without  interrup- 
tion of  day-to-day  association  business.  They 
also  designed  a 3-story  wing  added  in  1941. 


THE  ARTHRITIS  AND  RHEUMATISM 
FOUNDATION 

Appointment  of  ten  nationally  known  physicians 
and  scientists  to  the  Medical  and  Scientific  Com- 
mittee of  the  recently  organized  Arthritis  and 
Rheumatism  Foundation  has  been  announced  by 
W.  Paul  Holbrook,  M.D.,  Tucson,  Ariz.,  president 
of  the  Foundation. 

The  committee  will  guide  the  medical  policies 
and  activities  of  the  Foundation  in  its  attack  on 
one  of  the  largest  problems  facing  the  medical 
profession,  the  seven  and  one-half  million  persons 
in  the  United  States  suffering  from  arthritis  or 
related  disorders. 

Functions  of  the  comittee  will  include  the  de- 
velopment of  programs  which  can  be  undertaken 
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bv  the  Foundation’s  38  local  chapters  which  are 
being  organized  throughout  the  country , and  ad- 
vising and  guiding  the  chapters  in  carrying  them 

It  will  establish  and  promote  medical  standards, 
particularly  with  regard  to  rheumatism  climes, 
which  will  guide  the  chapters  in  their  woi^  in  then 
localities  for  the  development  of  better  clinical  fa- 
cilities for  the  care  of  rheumatism  patients  It 
also  will  establish  standards  and  goals  for  medical 
education  in  the  field  of  rheumatism  on  various 
levels  such  as; 


Undergraduate  medical  education,  graduate  edu- 
cation aimed  at  proficiency  in  clinical  care,  and 
suggested  plans  for  rheumatism  educational  pro- 
grams for  the  general  practitioner,  to  be  carried 
out  by  chapters  in  cooperation  with  state  and  county 
medical  societies. 


The  committee  also  will  be  charged  with  the 
responsibility  of  detennining  whether  or  not  other 
chapter  activities  are  sound  from  the  medical  stand- 
point and  in  keeping  with  the  policies  of  the 
Foundation. 


Members  of  the  committee  are:  Dr.  Guy  A.  Cald- 

well, New  Orleans,  professor  of  clinical  orthopedics, 
Tulane  University  of  Louisiana  School  of  Medicine; 
Dr.  Russell  L.  Cecil,  New  York,  professor  of  clini- 
cal medicine,  Cornell  University  Medical  College; 
Dr.  Robley  D.  Evans,  Boston,  professor  of  physics, 
Massachusetts  Institute  of  Technology;  Dr.  Morris 
Fishbein,  Chicago,  editor.  The  Journal  of  the  Ameri- 
can Medical  Association;  Dr.  Philip  S.  Hench,  Ro- 
chester, Minnesota,  professor  of  medicine  (Mayo 
Foundation),  University  of  Minnesota  Medical 
School;  Dr.  Andrew  C.  Ivy,  Chicago,  vice-president 
in  charge  of  the  Chicago  Professional  Colleges, 
University  of  Illinois;  Dr.  Karl  F.  Meyer,  San 
Francisco*  director,  the  Hooper  Foundation,  Uni- 
versity of  California;  Dr.  Currier  McEwen,  dean. 
New  York  University  College  of  Medicine,  New 
York;  Dr.  Walter  W.  Palmer,  New  York,  director, 
William  Hallock  Park  Laboratories,  Public  Health 
Research  Institute  of  the  City  of  New  York,  Inc.; 
and  Dr.  Howard  A.  Rusk,  New  York,  professor  of 
rehabilitation.  New  York  University  College  of 
Medicine. 


Dr.  Holbrook  stated  that  “A  meeting  of  the  com- 
mittee is  expected  to  be  held  after  the  fall  carn- 
paign  in  November,  at  which  time  a chainuan  will 
be  elected  and  possibly  two  or  three  additional 
members  selected. 

“Among  the  main  objectives  of  the  Foundation, 
which  has  been  incorporated  under  the  laws  of 
the  State  of  New  York,  and  which  has  its  national 
headquarters  in  New  York  City,”  Dr.  Holbrook  ex- 
plained, “are  the  making  of  a nationwide  survey  of 
what  can  and  should  be  done  to  combat  the  problem 
of  arthritis;  arousing  the  public  and  the  medical 
profession  to  the  need  for  action  in  this  field,  and 
the  financing  of  a program  which  will  include  the 
development,  with  the  aid  of  the  National  Research 
Council,  of  a nationwide  research  program. 

“It  is  also  planned  to  establish  fellowships  de- 
signed to  increase  the  number  of  able  men  quali- 
fied to  conduct  research  and  specialize  in  the 
treatment  of  arthritis  and  other  rheumatic  diseases, 
and  to  develop  key  centers  throughout  the  country 
devoted  to  research,  teaching  and  treatment,  co- 
ordinated with  medical  schools.’^ 


A.M.A.  NEWS 

Two  members  of  the  A.M.A.  family — Thomas  A. 
Hendricks,  secretary  of  the  Council  on  Medical 
Sei-vice,  and  Lawrence  W.  Rember,  director  of  Pub- 
lic Relations — last  week  heard  Earl  Warren,  nom- 
inee for  vice  president,  deliver  his  first  major  speech 
since  the  G.O.P.  convention  two  months  ago.  The 
Springfield,  111.,  grandstand  audience,  numbering 
15,000,  was  the  largest  ever  for  a state  fair  politi- 
cal rally. 

With  the  election  campaign  getting  underway, 
both  Mr.  Hendricks  and  Mr.  Rember  wondered 
whether  the  position  of  the  vice  presidential  candi- 
date with  regard  to  socialized  medicine  would  be- 
come more  clear.  Warren  made  no  reference  to  it 
in  his  Springfield  speech. 

Mr.  Hendricks  reported  that  when  a physician’s 
wife,  who  was  just  in  front  of  him  in  the  per- 
spiring receiving  line,  reached  Governor  Warren, 
she  shook  his  hand  warmly  and  said: 

“I’m  a doctor’s  wife;  are  you  in  favor  of  social- 
ized medicine,  governor?” 

“I  favor  prepayment  medical  care,”  Governor 
Warren  hastily  replied,  and  the  line  moved  on. 

Governor  Warren  is  known  to  have  twice  at- 
tempted passage  of  legislation  which  would  have 
socialized  medicine  in  his  state.  He  has  often 
spoken  in  favor  of  it.  The  presidential  nominee, 
Thomas  Dewey,  has  gone  on  record  as  definitely 
opposed  to  socialized  medicine. 

“The  General  Practice  News,”  published  by  the 
American  Academy  of  General  Practice,  recently 
posed  this  question:  “What  if  both  candidates  ap- 
pear together  on  the  same  platform  and  someone 
asks  them  how  they  and  their  party  stand  on 
the  question  of  socialized  medicine?”  Then  the 
article  added:  “This  makes  for  a pretty  kettle 
of  politics.” 

Confer  on  Deferment  of  Medical  Students — Dr. 
Donald  G.  Anderson,  secretary  of  the  A.M.A.  Coun- 
cil on  Medical  Education  and  Hospitals,  recently 
attended  a Washington  conference,  called  by  offi- 
cers of  the  Selective  Service  System,  to  discuss 
possible  plans  for  draft  deferment  of  professional 
and  pre-professional  students.  Dr.  Anderson  says 
that  while  Selective  Service  officials  have  not  yet 
announced  their  deferment  policy,  they  appear  to 
recognize  the  importance  of  deferring  an  adequate 
number  of  pre-medical  and  medical  students  to 
maintain  the  present  rate  of  production  of  phy- 
sicians. 

Medical  Potpourri — An  analysis  of  the  attendance 
at  the  various  section  meetings  held  dunng  the 
annual  A.M.A.  session  in  Chicago,  shows  that  the 
Section  on  Internal  Medicine  had  the  largest  at- 
tendance— 2,375 — while  the  smallest  attendance — 30 
— was  reported  at  the  Section  on  the  History  of 
Medicine. 

Dr.  William  Southard,  Los  Angeles,  who  was 
graduated  from  Johns  Hopkins  Medical  School,  has 
joined  the  professional  staff  of  the  A.M.A.  Council 
on  Medical  Education  and  Hospitals. 

The  A.M.A.  Bureau  of  Medical  Economic  Re- 
search will  shortly  publish  a monograph,  which  will 
present  three  new  and  revolutionary  methods  for 
ranking  the  leading  causes  of  death,  thereby  giving 
readers  a different  notion  as  to  what  constitutes 
the  No.  1 killer  of  our  times. 
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Dr.  Harold  R.  Hennessy,  who  has  been  associated 
with  the  A.M.A.  Council  on  Industrial  Health  since 
Febraury  1946,  has  been  assigned  as  full-time 
Secretary  of  the  A.M.A.  Council  on  National  Emerg- 
ency Medical  Service,  which  is  headed  by  Dr.  James 
C.  Sargent,  of  Milwaukee,  Wis. 

Dr.  Hennessy’s  position  is  a newly-created  office, 
made  necessary  by  the  flood  of  work  which  is 
facing  the  council.  Dr.  Hennessy,  who  received 
his  M.D.  degree  from  the  University  of  Minnesota, 
will  be  assisted  by  Mrs.  Frances  Tofield,  who  has 
been  carrying  on  the  work  of  the  council  since  its 
inception. 

Dr.  Hennessy  held  various  assignments  during 
the  war  years,  his  last  being  that  of  head  of  the 
Public  Health  Section  in  the  Office  of  the  Surgeon, 
Fifteenth  U.  S.  Army.  He  received  several  mili- 
tary decorations,  including  the  Order  of  Orange- 
Nassau  Degree  of  Officer  With  Swords  from  the 
Netherlands  government. 

Compare  Figures  on  Medical  Students — The  Sep- 
tember 4th  issue  of  the  A.M.A.  Journal  publishes 
some  very  interesting  figures  on  medical  education. 

During  the  past  year,  for  example,  there  were 
22,739  students  in  77  medical  schools  in  the  United 
States,  5,543  of  whom  completed  the  course  and 
graduated.  The  same  number  of  schools  gradu- 
ated 4,895  students  in  1933. 

It  is  interesting  to  note  that  in  1905,  prior  to 
the  housecleaning  in  medical  education,  there  were 
160  schools,  but  the  annual  graduation  produced 
only  5,606  physicians. 

Dr.  Smiley  to  Take  up  New  Post — Dr.  Dean  F. 
Smiley,  who  has  been  employed  as  consultant  in 
health  and  fitness  in  the  A.M.A.’s  Bureau  of  Health 
Education  since  August  1946,  has  resigned  his 
position  to  work  with  the  Association  of  American 
Medical  Colleges,  effective  September  1. 

Exhibit  Reproduced  in  Pamphlet — The  A.M.A. 
Committee  on  Rural  Medical  Service,  in  cooperation 
with  the  Council  on  Medical  Service,  has  vividly 
reproduced  in  pamphlet  form  the  exhibit  which  it 
sponsored  during  the  annual  A.M.A.  session  in 
Chicago  in  June. 

The  theme  of  the  exhibit  was  to  instill  action 
within  the  state  medical  societies  for  the  extension 
of  the  best  medical  care  possible  for  children  who 
live  in  the  rural  areas. 

Copies  of  the  pamphlet  are  available  from  Vir- 
ginia Shuler,  Secretary  of  the  Committee  on  Rural 
Medical  Service. 

GEORGE  F.  LULL.  M.D., 

Secretary  and  General  Manager. 


THE  RESPONSIBILITY  OF  THE  PRACTICING 
PHYSICIAN  FOR  DIABETES  DETECTION 

The  discovery  and  treatment  of  diabetes  mellitus 
at  an  early  stage  demand  the  attention  of  all  prac- 
ticing physicians.  Failure  to  discover  and  treat 
diabetes  early  results  in  preventable  disabilities 
and  impairments  of  health.  In  the  Diabetes  Ex- 
hibit at  the  Annual  Meeting  of  the  American  Med- 
ical Association  held  in  Chicago  in  June,  1948,  it 
was  shown  that  the  mortality  rate  for  diabetics 
first  seen  when  a complication  had  occurred  was 
three  times  the  rate  for  diabetics  first  seen  earlier 
and  before  impairments  had  developed.  Actually 
the  future  for  the  diabetic  patient  under  modern 


treatment  is  brighter  and  more  helpful  today  than 
ever  before. 

In  1929,  Dr.  George  H.  Bigelow  and  Dr.  Herbert 
Lombard  began  a study  of  chronic  disease  in 
Massachusetts  which  led  to  the  publication  of  sta- 
stistics  showing  that  the  number  of  diabetic  pa- 
tients in  Massachusetts  was  far  higher  than  had 
been  heretofore  thought.  In  1935,  a National  Sur- 
vey was  conducted  which  confirmed  these  figures. 
In  Oxford,  Massachusetts  results  of  a survey  by 
the  United  States  Public  Health  Service  indicates 
that  at  least  a million  undiagnosed  diabetics  exist 
in  the  United  States  and  Canada. 

District  and  state  medical  societies  now  have 
the  opportunity  to  take  the  lead  in  the  fight  against 
diabetes  in  response  to  an  appeal  to  the  practicing 
physicians  of  the  United  States,  presently  being 
made  by  the  Committee  on  Diabetes  Detection  of 
the  American  Diabetes  Association.  This  committee 
was  appointed  by  Dr.  Charles  H.  Best,  President, 
at  the  Annual  Meeting  in  June,  1948.  Plans  are 
being  formulated  for  National  Diabetes  Week  De- 
cember 6 to  12,  1948. 

As  a first  step  in  a full-scale  attack  on  diabetes, 
eighth  among  the  leading  causes  of  death,  a medical 
society  should  appoint  its  committee  on  diabetes. 
The  national  Committee  on  Diabetes  Detection 
stands  ready  to  assist  local  committees  in  their 
work.  Already  the  Committee  is  preparing  material 
containing  information  on  diabetes  for  use  by  the 
physician  in  his  own  town.  These  materials  in- 
clude programs  for  medical  meetings,  radio  broad- 
casts and  spot  radio  announcements  for  use  by 
city  and  county  medical  societies,  and  suggestions 
for  cooperation  with  local  hospitals  toward  the 
control  of  diabetes. 

The  Committees  on  Post-Graduate  Instruction  in 
State  and  County  societies  should  plan  instruction 
and  demonstrations  in  diabetes  in  county  meetings 
this  fall.  Also,  Hospital  staff  meetings  should  pro- 
vide a place  on  their  program  for  diabetes.  Com- 
mittees on  Public  Relations  and  Public  Information 
should  plan  meetings  for  instruction  of  laymen,  in- 
cluding patients,  their  families,  and  all  others 
interested. 

Women  too,  have  an  important  role  to  play  in 
the  fight  to  control  diabetes.  It  is  significant 
that  among  women,  diabetes  is  more  frequent  than 
among  men.  It  is  desirable  to  enlist  the  aid  of 
women’s  organizations,  especially  the  women’s 
auxiliaries  of  the  medical  societies,  as  an  adjunct 
to  the  program  planned  by  medical  societies. 

Already  a number  of  local  diabetes  associations 
affiliated  with  the  American  Diabetes  Association 
have  been  formed.  More  such  associations  com- 
posed of  physicians  are  needed.  With  the  cooper- 
ation of  the  physicians  within  their  area  these 
associations  have  accepted  the  challenge  and  will 
strive  to  find  and  treat  the  million  hidden  diabetics. 
Associations  will  be  assisted  by  the  American  Dia- 
betes Association  in  attaining  such  objectives  as: 
more  graduate  courses  in  diabetes  for  physicians; 
providing  better  laboratory  services;  and  helping 
with  instimction  for  patients.  Now  is  the  time  for 
action — will  the  practicing  physician  seize  this  op- 
portunity for  progress  in  an  all-important  field  or 
will  he  prefer  to  surrender  to  others  his  responsi- 
bility for  diabetes  detection  and  treatment? 

COMMITTEE  ON  DIABETES  DETECTION, 
Howard  F.  Root,  Chairman, 

81  Bay  State  Road,  Boston,  Mass. 
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KNOW  YOUR  BLUE  SHIELD  PLAN 


Nebr.  S.  M.  Jour. 
October,  1948 


THE  USO— BACK  ON  THE  JOB! 

More  than  a year  ago,  Secretary  of  Defense 
James  Forrestal  foresaw  that  the  creation  of  an  en- 
larged militaiy  establishment  would  inevitably  bring 
in  its  train  grave  problems  affecting  the  welfare 
an  morale  of  sendee  personnel.  Therefore  he  ap- 
pointed a Civilian  Advisory  Committee  to  recom- 
mend a plan  to  meet  these  needs. 

This  summer  the  Coniittee  recommended,  and 
Secretary  Forrestal  approved,  the  reactivation  of 
the  USO  for  this  purpose.  In  July,  the  Secretary 
asked  that  the  nation’s  Community  Chests  assist 
in  the  support  of  the  new  USO  by  including  it  in 
their  1949  budgets  to  be  raised  in  local  Red  Feather 
campaigns  this  fall. 

The  USO  has  never  quailed  at  a big  job.  It 
will  be,  again,  a two-way  channel  connecting  every 
military  post  with  Main  Street,  USA.  The  six 
original  agencies  of  the  war-time  USO — National 
Traveler’s  Aid  (NTA),  Young  Men’s  Christian 
Association  (YMCA),  Young  Women’s  Christian 
Association  (YWCA),  Jewish  Welfare  Board  (JWB), 
National  Catholic  Community  Services  (NCCS), 
and  the  Salvation  Army — after  full  consideration, 
have  unanimously  agreed  to  take  on  this  new 
challenge. 

At  the  present  time  USO  is  financing  services 
for  members  of  the  anned  forces  in  65  communities. 
In  addition,  USO  funds  are  currently  financing 
Veteran’s  Hospital  Camp  Shows,  successor  to  USO 
Camp  Shows. 

New  USO  seiwices  will  be  based,  beginning  in 
1949,  upon  requests  from  the  Army,  Navy  and 
Air  Forces. 

WHEN  YOU  GIVE  THROUGH  YOUR  COM- 
MUNITY CHEST  ....  GIVE  ENOUGH  FOR  USO 
TOO! 


SURGEON  GENERAL  EXTENDS 
TRAINING  PROGRAM  LIMIT 

The  Army  Medical  Corps  has  extended  until  Nov. 
1 its  time  limit  for  medical  school  graduates  to 
apply  for  commissions  under  the  Civilian  Resident 
and  the  Civilian  Intern  Training  Program. 

Widespread  interest  in  the  program  necessitated 
the  decision  by  Major  General  Raymond  W.  Bliss, 
Surgeon  General  of  the  Army,  to  extend  the  time 
limit  from  July  1. 

Under  the  program,  selected  individuals  serve 
out  their  internships  an  residencies  in  civilian  hos- 
pitals of  their  choice — interns  as  first  lieutenants 
of  the  Medical  Corps  Reserve  and  residents  as 
first  lieutenants  in  the  Regular  Army  Medical 
Corps.  Both  receive  full  pay  and  allowances  of 
their  rank,  plus  $100  a month  professional  volun- 
teer bonus.  Both  complete  their  training  as  they 
would  as  civilians. 

Upon  completion  of  their  year’s  training,  interns 
must  apply  for  Regular  commissions  and  may 
qualify  for  residency  training.  Residents  may  con- 
tinue their  residency  training  upon  occurrence  of 
the  hospital  with  a view  to  qualifying  for  specialty 
courses  leading  to  a certification  by  American 
Specialty  Boards.  Here  the  Graduate  Training 
Program  meets  the  Career  Management  Program 
under  which  medical  officers  are  assured  of  con- 
tinuation in  their  chosen  specialties  during  Army 
ser\uce  unless  they  choose  administrative  or  staff 
careers. 


Officers  who  participate  in  these  programs  are 
expected  to  serve  a year  of  active  duty  for  each 
year  of  training  they  receive. 

The  Graduate  Training  program  was  instituted 
by  General  Bliss  with  the  advice  and  help  of  the 
American  Medical  Association,  the  Society  of  Con- 
sultants of  World  War  II  and  other  medical  organi- 
zations, to  help  bring  Army  medicine  into  closer 
contact  with  civilian  medicine.  Superintendents 
and  chiefs  of  professional  services  in  great  civilian 
teaching  hospitals  have  indicated  their  wholehearted 
indorsement  of  the  program.  Many  of  these  chiefs 
now  serve  also  as  consultants  to  the  Surgeon  Gen- 
eral and  make  regular  teaching  visits  to  Army 
hospitals. 


Please  keep  in  mind  that  children  under  three 
months  of  age  are  not  covered  under  the  Blue 
Shield  agreement. 

Claims  for  dilatation  and  curettage  and  cauter- 
ization of  cervix  are  allowable  only  when  the  treat- 
ment is  given  in  the  hospital. 

Doctors  who  are  opposed  to  political  bureau- 
cratic control  realize  that  the  voluntary  pre-payment 
plans  are  the  only  alternative  to  a state  system  of 
medical  care. 

Blue  Shield  covers  diagnostic  X-rays  according 
to  the  Schedule  of  benefits,  only  for  accident  cases 
and  for  non-surgical  cases  which  require  more  than 
three  days’  hospitalization. 

The  Blue  Shield  Plan  is  the  physicians’  own  non- 
profit organization,  working  side  by  side  with  the 
Blue  Cross  Plan  to  make  good  medical  care  and 
hospital  service  available  in  the  voluntary  American 
way. 

One  of  the  six  major  social  issues  which  will  be 
taken  up  at  the  first  national  Medical  Public  Rela- 
tions Conference  will  be  “Encouragement  of  Wider 
Use  of  Medical  Pre-payment  Plans.”  Public  Rela- 
tions chairmen  from  each  of  the  forty-eight  state 
medical  societies  will  meet  in  St.  Louis  on  Novem- 
ber 27  to  find  the  answers  to  common  medical  pub- 
lic relations  problems. 

The  Executive  Committee  of  the  Nebraska  Blue 
Shield  Plan  has  recommended  to  the  Board  of  Di- 
rectors that  the  financial  position  of  the  medical 
service  plan  is  so  good  that  it  will  permit  the  re- 
payment of  the  surplus  notes  to  the  doctors  who 
supplied  the  funds  to  organize  the  Nebraska  Med- 
ical Service  in  1944.  It  is  anticipated  that  the  sur- 
plus notes  will  be  paid,  with  accrued  interest,  short- 
ly after  November  1,  1948. 

Address  all  correspondence  regarding  Blue  Cross 
and  Blue  Shield  to  330  City  National  Bank  Build- 
ing, Omaha.  After  November  1,  mail  should  be  ad- 
dressed to  518  Kilpatrick  Building.  The  expansion 
of  the  two  plans  has  necessitated  the  move  to  larger 
quarters. 
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REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
August  31,  1948 

Cash  on  hand,  August  1,  1948 $ 70,265.58 

tv  * 

From  dues  $44,816.91 

From  enrollment  fees 1,257.00 

Taxes  deducted  from  salaries 40.10  46,114.01 


MEMBERSHIP  SUMMARY— AUGUST,  1948 

Sub-  De- 

scribers  pendents 


Membership,  August  1,  1948 23,278  32,356 

Additions  1,558 

Less  Terminations  399 

Net  Gain  1,159 

Membership,  September  1,  1948 24,437  33,967 


Groups  enrolled  during  August 

Groups  cancelled  during  August 

Number  of  active  groups,  September  1,  1948. 


Total 

55,634 


58,404 

64 

5 

1,465 


Disbursements : 


Claims  paid 


$32,244.50 


Administrative  expense  (regular 

$5,241.09  ; adv.  campaign  $205.44) 5,446.53 

Salary,  Executive  Director 250.00 

Professional  fees  E.K.M 125.00 

Medical  Director 100.00 

Attorney  100.00 

Auditing  expense  375.00 

Advertising ! 154.35 

Printing  and  stationery 141.70 

Home  office  travel  and  expense 279.27 

Hospital  records  13.00 

Collection  expense  113.05 

Refunds  172.00 

Dues  45.73 

Bank  charges  1.00 

Postage  

Insurance  114.80 

Typing  speech  7.00 

Rental,  deposit  box 12.00 


$116,379.59 


39,694.93 


Cash  on  hand,  August  31,  1948 $ 76,684.66 

Bank  Balances,  August  31,  1948 — 

Packers  National  Bank,  Omaha $ 70,537.50 

First  National  Bank,  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 5,000.00 


$ 76,684.66 

BALANCE  SHEET 
August  31,  1948 


Assets : 

Cash  in  banks $76,684.66 

Premiums  in  process  of  collection 4,292.91 


U.  S.  Bonds  (cost  plus  accrued  interest)  99,421.00  $180,398.57 


Liabilities : 

Accounts  payable.  Blue  Cross $ 5,592.95 

Accounts  payable,  monthly  invoices 100.26 

Accrued  payroll  taxes 85.20 

Claims  payable — 

Unreported  22,000.00 

Pending  3,075.00 

Contingent  5,000.00 

Accrued  audit  expense 250.00 

Unearned  premiums  50,104.39 


86,207.80 

Reserve  for  Public  Relations  Campaign__  1,000.00 


Subscribers  4% 

Surplus  Notes  $19,450.00 

Net  income  to  date 73,740.77 


93,190.77 


$180,398.57 

INCOME  AND 

EXPENSE 

August  31, 

, 1948 

Month  of 

8 Months 

Income : 

August 

to  Date 

From  dues 

-$ 

46,778.25 

$302,302.04 

Enrollment  fees  paid 

1,257.00 

9,296.00 

Interest.  U.  S.  Bonds 

302.09 

$ 

48,035.25 

$311,900.13 

Expenses : 

Claims 

-$ 

35,311.00 

$227,671.50 

Administrative  expense — 

Regular 

5,444.59 

36,805.85 

Adv.  Campaign 

148.36 

2,337.64 

Salarv.  Executive  Director 

250.00 

2,000.00 

Professoinal  fees,  F..K.M. 

125.00 

1,000.00 

Medical  Director 

100.00 

800.00 

Attorn  ev 

100.00 

800.00 

Auditing 

125.00 

1,025.00 

Advertising 

13.43 

358.68 

Stationery 

711.68 

Printing 

8.20 

2,859.76 

Home  office  expense 

229.07 

1,572.90 

Collection  expense 

113.05 

263.25 

Taxes  and  licenses  _ . 

2.50 

50.00 

Dues 

45.73 

350.76 

Postage 

1,600.00 

Miscellaneous 

36.00 

121.00 

Insurance 

122.00 

$ 

42,051.93 

$280,450.02 

Net  Gain — Year  1948 

.$ 

5,983.32 

$ 31,450.11 

Administrative  Expense — 

Additional  payment,  prior  years. 

4,500.00 

Net  Addition  to  Reserves 

-$ 

5,983.32 

$ 26,950.11 

AUGUST  ENROLLMENT  BY  COUNTY 


Adams 
Box  Butte 
Buffalo 

18 

6 

3 

Burt 

1 

Cheyenne 

67 

Cass 

26 

Cherry 

1 

Custer 

99 

Dawson 

8 

Dodge 

4 

Douglas 

717 

Fillmore 

1 

Gage 

3 

Hall 

63 

Hamilton 

6 

Jefferson 

10 

Keith 

Kimball 

Lancaster 

Lincoln 

Logan 

Madison 

O 

0 

5 

213 

6 
7 

1 

Morrill 

3 

Otoe 

46 

Phelps 

3 

Platte 

56 

Red  Willow 

29 

Sarpy 

7 

Scotts  Bluff 

127 

Seward 

1 

Washington 

1 

York 

17 

CLAIM  REPORT 
August,  1948 


Number  of  claims  paid 794 

Number  of  services  rendered 900 

Females  562 

Males  338 

Subscribers  324 

Dependents  576 


Type  of  Service 

Number 

Percent 

Amt.  Pd. 

Percent 

Appendectomies 

67 

7.44% 

$ 6,685.00 

20.75% 

Obstetrics 

80 

8.89% 

4,045.00. 

12.55% 

General  Surgery  _ 

___  57 

6.33% 

3,544.50 

11.00% 

Tonsillectomies 

96 

10.67% 

3,345.00 

10.38% 

Gynecology 

42 

4.67% 

3,165.00 

9.82% 

Orthopedics 

60 

6.67% 

1,976.50 

6.13% 

Gall  Bladders 

12 

1.33% 

1,800.00 

5.59% 

Medical 

71 

7.89% 

1,689.00 

5.24% 

X-Rays 

151 

16.77% 

1,338.50 

4.15% 

Minor  Surgery 

134 

14.89% 

1,070.00 

3.32% 

Urology 

17 

1.89% 

890.00 

2.76% 

Hemiotomie-; 

6 

.67% 

750.00 

2.33% 

Nose  and  Throat  _ 

___  10 

1.11% 

455.00 

1.42% 

Hemorrhoids 

7 

.78% 

380.00 

1.18% 

Radiation  Therapy 

4 

.44% 

375.00 

1.16% 

Eye 

14 

1.56% 

230.00 

.71% 

Pathology 

47 

5.22% 

219.00 

.68% 

Anesthesia 

19 

2.11% 

205.00 

.64% 

Transfusions 

6 

.67% 

60.00 

.19% 

Adjustments 

900 

100.00% 

$32,222.50 

22.00 

100.00% 

$32,244.50 

Amount  of  claims  in  process  of  settlement  3,075.00 

Average  cost  per  case  for  August  40.61 

Number  per  thousand  receiving  benefits  during  Aug.  — 14 


DEATHS 

Emmett,  E.  McMahon,  Omaha,  born  in  Omaha  in 
1892.  Graduate  of  Creighton  School  of  Medicine 
1920;  served  on  the  faculty  of  Creighton  Medical 
School  for  twenty-five  years,  and  from  1937-1939 
was  medical  director  of  Douglas  County  Hospital, 
Omaha.  He  was  at  one  time  a member  of  the  Oma- 
ha-Douglas  County  Medical  Society  and  the  Ne- 
braska State  Medical  Association.  He  died  suddenly 
of  a heart  attack  on  August  19,  1948.  He  is  sur- 
vived by  his  wife  and  four  daughters. 


BOOK  RECEIVED 

Medical  Writing  by  Morris  Fishbein,  M.D.,  Edi- 
tor, The  Journal  of  the  American  Medical  Associa- 
tion, with  the  assistance  of  Jewel  F.  Whelan,  As- 
sistant to  the  Editor.  Second  edition,  292  pages  in- 
cluding index,  with  graphs  and  illustrations.  The 
Blakiston  Company,  Philadelphia  and  Toronto. 
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SOCIETIES— HUMAN  INTEREST  TALES 


Nebr.  S.  M.  Jour. 
October,  1948 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


Dr.  A.  J.  Schtvedhelm,  Norfolk,  vice  president  the 
past  year  of  the  Elkhorn  Valley  Medical  Society, 
Thursday  afternoon,  August  26,  was  elected  to  the 
presidency  at  the  organization’s  meeting  at  the  Nor- 
folk Country  club. 

Dr.  A.  C.  Barry,  Norfolk,  was  chosen  vice  presi- 
dent, and  Dr.  E.  L.  Brush,  also  of  Norfolk,  was  re- 
elected secretary-treasurer. 

About  sixty  doctors  attended  the  session  at  which 
the  following  program  was  presented: 

“Malignancy  of  Lung,”  and  Movie,  L.  T.  Davies, 
M.D.,  Lincoln,  Nebr.;  “Diabetes  and  the  Eye,”  H. 
Gifford,  M.D.,  Omaha,  Nebr.;  Colored  Movie  of 
Rectal  Surgery  by  Louis  Moon,  M.D.,  Omaha,  Nebr., 
shown  by  J.  B.  Christensen,  M.D.,  and  J.  H.  Brush, 
M.D.,  Omaha,  Nebr.;  “Present  Trends  in  the  Treat- 
ment of  Duodenal  Ulcer,”  James  C.  Cain,  M.D.,  Mayo 
Clinic,  Rochester,  Minn. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  Richard  Young  returned  recently  from  a trip 
through  Alaska. 

Dr.  Paul  F.  Christenson,  formerly  of  Beatrice, 
has  moved  to  Idaho. 

Dr.  and  Mrs.  C.  J.  Miller  spent  the  month  of  July 
vacationing  in  Alaska. 

Dr.  and  Mrs.  0.  C.  Nickum,  Omaha,  vacationed 
in  Sun  Valley,  Idaho  in  August. 

After  practicing  six  years  in  Tilden,  Dr.  C.  C. 
Barr  has  moved  to  Pleasant  Hill,  Calif. 

Dr.  E.  C.  Foote,  Hastings,  addressed  the  local 
Rotary  Club  on  the  history  of  ophthalmology. 

Dr.  Chas.  G.  Zimmerman  of  Nebraska  City,  vaca- 
tioned at  Lake  Pelican  in  Minnesota  in  August. 

Vacationing  in  Canada  and  New  England  states 
for  three  weeks  are  Dr.  and  Mrs.  Chas.  W.  Way  of 
Wahoo. 

Dr.  J.  P.  Heinke,  a 1940  graduate  of  College  of 
Medicine  of  University  of  Nebraska,  has  located  in 
Scottsbluff. 

Dr.  Janet  F.  Palmer  of  Lincoln,  attended  the  In- 
ternational Congress  on  Mental  Health  in  Londoii 
last  August. 

Associated  with  Dr.  L.  S.  McGoogan  and  Dr.  D. 
C.  Vroman  in  the  practice  of  obstetrics  and  gyne- 
cology is  Dr.  James  R.  Kovarik. 

Dr.  A.  E.  Colett,  formerly  on  the  staff  of  Norfolk 
State  Hospital,  has  accepted  a position  in  the  Men- 
dota  State  Hospital  of  Wisconsin. 

The  sympathy  of  the  Journal  this  month  goes  to 
Dr.  Fay  Smith  on  the  recent  death  of  Dr.  Smith’s 
mother,  Mrs.  Mary  Smith,  of  Bellwood. 


Dr.  G.  J.  Lytton,  formerly  of  Norfolk  State  Hos- 
pital, has  accepted  a fellowship  in  child  guidance  at 
the  Mental  Hygiene  Clinic,  Louisville,  Ky. 

Dr.  Rollin  G.  Wyrens,  a native  of  Scottsbluff,  has 
become  associated  with  the  department  of  urology  in 
the  Medical  School,  University  of  Washington. 

Dr.  W.  B.  Niehus,  formerly  of  Valentine,  has  be- 
come associated  with  Dr.  A.  E.  Reeves,  North 
Platte,  in  the  practice  of  medicine  and  surgery. 

Dr.  Charles  H.  Arnold  has  returned  to  Lincoln 
following  21  months’  service  in  West  China  where 
he  was  instructor  in  the  West  China  Union  univer- 
sity. 

Dr.  Robert  E.  Lovgren  has  opened  an  office  in  the 
Medical  Arts  building  in  Omaha.  Practice  is -lim- 
ited to  Otorhinolaryngology  and  Bronchoesopha- 
goscopy. 

Dr.  Hiram  D.  Hilton  of  Lincoln  has  received  a 
degree  of  master  of  science  in  surgery  from  the 
Mayo  Foundation,  University  of  Minnesota  gradu- 
ate school  of  medicine. 

Dr.  Harold  C.  Lueth,  Dean  University  of  Nebras- 
ka College  of  Medicine,  delivered  the  commence- 
ment address  to  the  nursing  class  of  the  Western 
Nebraska  Methodist  Hospital,  Scottsbluff,  August 
25. 

In  the  September  issue  of  the  Journal  we  inad- 
vertently mentioned  Arnold,  Nebr.,  as  the  town 
which  offered  $60,000  a year  to  a doctor.  It  should 
have  been  Allen,  Nebr.  The  mistake  apparently  did 
not  hurt  the  town  for  according  to  press  reports 
more  than  a dozen  doctors  proposed  to  locate  in 
Allen.  At  this  writing,  however,  nothing  definite 
has  come  of  these  proposals. 


STATISTICIANS  FIND  RELATIVELY  LOW 
MORTALITY  AMONG  SPECIALISTS 

The  mortality  rate  of  physicians  who  specialize 
is  20  per  cent  lower  than  that  of  general  practition- 
ers, according  to  a report  by  Louis  I.  Dublin,  Ph.D., 
and  Mortimer  Spiegelman  which  appears  in  the 
August  21  issue  of  The  Journal  of  the  American 
Medical  Association. 

The  two  statisticians  are  from  the  Metropolitan 
Life  Insurance  Company,  New  York  City.  Then- 
report  is  based  upon  data  from  the  American  Med- 
ical Directory. 

Commenting  upon  the  lower  mortality  of  special- 
ists, they  say  that  the  rate  “may  arise  from  the  self 
selection  of  the  healthier  physicians  to  continue 
their  studies,  from  higher  income  levels,  from  more 
favorable  conditions  of  work,  and  from  better  op- 
portunities for  better  medical  care. 

“The  rate  of  mortality  from  cancer  among  gen- 
eral surgeons  is  well  below  the  record  for  any  other 
specialty  and  also  for  nonspecialists.  Their  ad- 
vantage in  this  regard  may  be  a consequence  of  their 
training  in  early  recognition  of  the  condition  and  ot 
their  knowledge  of  the  benefit  of  early  treatment. 

“On  the  other  hand,”  they  say,  “roentgenologists, 
radiologists,  and  dermatologists  have  a high  rate  of 
mortality  from  cancer  and  leukemia,  far  above  that 
for  nonspecialists.  This  situation  among  these  spe- 
cialties suggests  strongly  the  effect  of  their  ex- 
posure to  dangerous  radiations.” 
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"Aminophyllin  may  be  given  in  the  form  of  rectal  sup- 
positories (0.25  to  0.5  Gm.)  or  intravenously  (0.24 
Gm.  in  50  cc.  of  fluid,  0.48  Gm.  in  100  cc.  of  fluid), 
both  for  its  diuretic  effect  and  for  its  bronchodilating 
action,  which  relieves  dyspnea.”’ 


SEARLE  AMINOPHYUlli  * 


— meets  the  various  dosage  form  requirements  for 
congestive  heart  failure,  bronchial  asthma,  paroxysmal 
dyspnea  and  Cheyne-Stokes  respiration.  It  is  supplied 
for  oral,  parenteral  and  rectal  use. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 

Research  in  the  Service  of  Medicine 


1.  Orgain,  E.  S.:  The  Treatment  of  Congestive  Heart  Failure,  North  Carolina  M.  J.  S:125 
(March)  1947. 

*Searle  Aminophyllin  contains  at  least  80%  of  anhydrous  theophylline. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
October,  1948 


“An  excellent 
simple  presumptive  test  for  routine 
use  in  the  diagnosis  of  diabetes.”^ 


CLINITEST 

THE  TABLET  NO-HEATING  METHOD 
FOR  DETECTION  OF  URINE-SUGAR 

SIMPLE  TECHNIC— “My  experience 
with  Clinitest  has  convinced  me  be- 
yond a shadow  of  a doubt  that  they 
are  the  simplest  from  the  technical  stand- 
point . . 

SELF-GENERATING  HEAT-“The 

reagent  tablet,  known  as  the  Clinitest 
Urine  Sugar  Tablet  . . . generates  heat 
when  dissolved  and  the  use  of  exter- 
nally applied  heat  is  not  required  . . 

Clinitest — simple,  speedy,  com- 
pact, convenient — is  distributed 
through  regular  drug  and  medi- 
cal supply  channels. 

1.  Kasper,  J.  A.  and  Jeffrey,  I.  A.;  A Simplified  Benedict 
Test  for  Glycosuria,  Amer.  J.  Clin.  Pathology,  74.-117-21 
(Nov.)  1944. 

2.  Haid,  W.  H.:  The  Use  of  Screening  Tests  in  the  Clinical 
Laboratory,  J.  Amer.  Med.  Tech.,  5:606-14  (Sept.)  1947. 


Identification  cards  for  the 
protection  of  your  diabetic 
patients  now  available  free 
upon  request. 

y 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 


You  can  enhance  the  value  of  your 


X-RAYS  FOUND  EFFECTIVE  IN 
TREATING  BIRTH  BLEMISHES 

X-rays  are  proving  most  effective  in  the  treatment 
of  unsightly  birth  blemishes,  so  tragic  to  young 
girls,  according  to  three  Philadelphia  physicians. 

Writing  in  the  current  issue  of  The  American 
Journal  of  Roentgenology  and  Radium  Therapy,  the 
three  physicians — Eugene  P.  Pendergrass,  James  C. 
Katterjohn,  and  James  B.  Butchart — state  that  these 
birth  defects,  known  medically  as  hemangiomas  of 
the  skin,  “can  be  treated  with  radiation  with  com- 
plete satisfaction.” 

Hemangioma  of  the  skin  is  a familiar  sight  to 
nearly  every  physician.  It  is  a benign  tumor  made 
up  of  new-formed  blood  vessels.  The  condition  is 
feared  most  by  mothers  because  of  the  cosmetic 
deformity  which  it  often  leaves  upon  infants  and 
children.  The  lesions  range  greatly  in  size  and  are 
usually  reddish  or  purplish  in  color. 

“The  condition  is  congenital  and  the  most  im- 
portant thing  about  the  lesion  is  that  whatever 
treatment  is  given  should  be  given  early;  that  is, 
as  soon  after  birth  of  the  infant  as  possible,  or  as 
soon  as  the  blemish  appears,”  the  article  says,  add- 
ing: 

“Over  the  years  a great  many  physicians  have 
elected  not  to  recommend  treatment,  largely  because 
they  have  been  taught  that  most  of  the  heman- 
giomas will  disappear  spontaneously. 

“There  is  no  doubt  that  some  of  the  lesions  do 
heal  spontaneously,  but  it  is  not  possible  to  predict 
with  assurance  which  lesions  will  remain  quiescent, 
grow,  or  disappear  spontaneously.  Even  if  it  were 
known  that  50  per  cent  or  more  of  the  lesions  would 
disappear,  we  still  would  recommend  irradiation 
for  the  following  reasons: 

“1,  Radiation  can  be  administered  without  harm- 
ful effects. 

“2.  Small  doses  of  radiation  will  enhance  any 
natural  tendency  of  the  lesion  to  disappear. 

“3.  The  results  are  excellent  and  are  superior 
to  any  other  method  that  we  have  observed. 

“We  have  observed  our  results  over  a period  of 
20  years  and  in  no  instance  have  we  obtained  un- 
satisfactory results  that  can  be  attributed  to  irradi- 
ation.” 


GONORRHEA  IN  WORLD  WAR  II 

Louis  N.  Altshuler.  Am.  J.  Syph.,  Gonor.  and 

Ven.  Dis.,  32:  115-123,  1948. 

» 

In  a discussion  of  gonorrhea  treatment  before 
and  during  World  War  II,  the  author  points  out 
that  whereas  the  venereal  diseases  constituted  one 
of  the  leading  causes  of  noneffectiveness  immedi- 
ately prior  to  our  entry  into  the  war,  these  diseases 
had  become  of  only  minor  importance  toward  the 
end  of  the  war,  an  achievement  due  to  improvement 
in  treatment  methods  since  it  occurred  in  the  face 
of  a rising  venereal  disease  rate. 

Treatment  of  gonorrhea  by  the  sulfonamides  and 
other  therapy  prior  to  the  war  commonly  brought 
failure,  with  serious  complications  and  prolonged 
invalidism.  Sulfanilamide,  presented  in  1937  as  the 
first  drug  to  have  specific  chemotherapeutic  action 
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against  the  gonococcus,  was  later  replaced  by  more 
desirable  sulfonamides,  particularly  sulfathiazole, 
j with  a lower  incidence  of  toxic  reactions.  In  1941, 
the  treatment  of  gonorrhea  with  sulfathiazole  was 
. standardized  in  the  army,  the  recommended  treat- 
I ment  consisting  of  1.0  gm.  four  times  daily  for  5 
I days.  With  this  therapy,  a cure  rate  of  approximate- 
; ly  75  per  cent  was  achieved,  noneffectiveness  de- 
clined, and  the  percentage  of  complications  dropped 
ij  considerably.  In  1943,  patients  who  failed  to  re- 
{ spond  to  the  initial  course  of  20  gm.  of  sulfathi- 
j azole  were  given  an  increased  course  of  33  gm.,  and 
t!  the  failures  to  this  course  were  subjected  to  fever 
ij  therapy.  The  numbers  of  sulfonamide-resistant  in- 
i dividuals  for  whom  no  therapy  appeared  successful 
increased  enormously,  however. 

I Penicillin,  when  introduced,  was  tried  in  various 
dosages  until  in  1945  it  was  becoming  clear  that  al- 
f though  approximately  10  to  15  per  cent  of  patients 
I failed  to  respond  to  100,000  units,  the  majority  of 
j patients  eventually  responded  to  repeated  courses 
I or  increased  dosages.  Penicillin  in  adequate  dosage 
' had  therefore  solved  the  problem  of  sulfonamide- 
resistant  gonorrhea,  provided  a substitute  for  dan- 
1 gerous  fever  therapy,  and  relieved  general  hos- 
pitals of  the  rapidly  increasing  number  of  gonorrhea 
patients.  During  the  last  2 years  of  World  War  II, 
gonorrhea  had  consequently  become  a relatively 
minor  infection  producing  a small  noneffective  rate 
with  few  complications.  In  1937,  for  instance,  com- 
plications developed  in  28  per  cent  of  gonorrhea 
cases,  whereas  in  1944  complications  amounted  to 
a fraction  of  1 per  cent  of  all  cases. 

The  value  of  penicillin  in  making  possible  the 
treatment  of  patients  while  in  duty  status,  criteria 
of  cure,  and  serologic  follow-up  of  gonorrhea  pa- 
tients for  evidence  of  syphilis  are  also  discussed 
in  detail  by  the  author. — The  Journal  of  Venereal 
Disease  Information. 


NEW  FORM  OF  PENICILLIN 
EFFECTIVE  FOR  24  HOURS 

A comparatively  new  form  of  penicillin,  “intra- 
cillin,”  produces  “an  effective  blood  penicillin  level” 
for  16  to  24  hours,  according  to  five  researchers 
from  the  Division  of  Pharmacology  and  Chemo- 
therapy, Warner  Institute  for  Therapeutic  Research, 
and  the  Medical  Department,  William  R.  Warner  & 
Co.,  Inc,,  New  York  City. 

Writing  in  the  September  11  issue  of  The  Journal 
of  the  American  Medical  Association,  the  research- 
ers— N.  Ercoli,  M.D.;  W.  C.  Hueper,  M.D,;  L.  Landis, 
M.S.;  B.  S.  Schwartz,  M.A.;  and  F.  J.  Queally, 
M.D.,  say  that  intracillin  is  a preparation  of  potas- 
sium penicillin,  oil,  and  adrenalin. 

Tests  on  25  volunteers  show  that  no  significant 
increase  in  blood  pressure  can  be  attributed  to  intra- 
cillin. Blood  pressures  were  taken  at  intervals  up 
to  21  hours  after  intracillin  was  injected.  The 
preparation  can  be  given  with  ordinary  syringes  and 
needles. 

Clinical  study  has  confirmed  the  therapeutic  val- 
ue of  this  type  of  penicillin.  In  studies  made  at  the 
New  York  City  Department  of  Health,  a single 
injection  of  intracillin  cured  97  out  of  100  male  pa- 
tients with  gonorrhea.  The  three  patients  who  did 
not  respond  to  the  first  injection  were  promptly 
cured  with  a second  injection,  the  article  says. 


DECHOLIN 
HYDROCHOLERESIS 
Encourages  Biliary 
Tract  Drainage 


PER  CENT  10  20  30  40  50  60  70  80  90  100  110 


CHOLERETIC  EFFECT 
OF  OX  BILE  SALTS: 


TOTAL  FLUIDS 

1 1 1 

. - J 

TOTAL  SOlIdS 

1 1 1 

HYDROCHOLERETIC 
EFFECT  OF  DECHOLIH 
( dehydrodiolic  acid ) 


TOTAL  FLUIDS 

I I I 


TOTAL  SOLIDS 


# Percentage  Increase  in  Composition 
and  Quantity  of  Bile  Flow 

Ivy,  A.  C.,  et  al ; Am.  J.  Dig.  Dis.  7:333  (Aug.)  1940. 


HYDROCHOLERESIS  — 

an  increased  production  of  thin  liver  bile — is 
a desirable  approach  to  therapy  of  non-ob- 
structive biliary  tract  disturbances. 


DECHOLIN  — 

by  producing  an  increased  flow  of  bile — washes 
stagnant,  infected  bile  from  the  intra- 
hepatic  and  extrahepatic  biliary  passages, 
removing  pus-laden  material  and  discouraging 
the  ascent  of  infection. 


HOW  SUPPLIED: 

Decholin  in  3^  gr.  tablets.  Packages  of  25,  100, 
500  and  1000, 


DfickoUn 

BRAND  • REG.  U.  S.  PAT.  OFF. 

(DEHYDROCHOLIC  ACID) 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 
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THE  CONTINENTAL  COMPANY 

< 

1100  ‘‘O’’  St.  Lincoln,  Nebr. 

Years  Treating  Alcohol 

And  Drug  Addiction 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and 
narcotic  addiction  that,  by  the  standards  of  the  time,  were  conspicuous 
for  success. 


Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with 
the  advantages  of  collateral  medicine,  treatment  is  markedly  further 
improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and 
emotional  re-education.  Cooperation  with  referring  physicians.  Write 
or  phone. 

R A L P H 

SANITARIUM 

Established  1897 

529  HIGHLAND  AVI.,  KANSAS  CITY  6,  MO.,  VICTOR  3624 

Ralph  Emerson  Duncan,  M.D.,  Director 
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THE  LUZIER  HAND  SERVICE  ... 

Yoi^may  not  recall  the  color  of  your  friend’s  eyes  but  you  probably  have  a clear  impression 
of  her  hands.  The  application  of  hand  lotion  before  and  after  immersion  in  dishwater  and  after 
each  washing  helps  to  keep  hands  looking  smooth  and  well-cared-for.  Lubricate  your  nails  when 
you  change  lacquer  and  postpone  applying  fresh  lacquer  until  the  next  morning.  Keep  cuticles 
smooth  and  well-lubricated.  In  a sense  nail  lacquer  is  not  unlike  costume  jewelry  — different 
pieces  (shades)  go  with  different  ensembles  for  various  occasions.  The  Luzier  Hand  Service  in- 
cludes an  adequate  group  of  preparations  for  the  sensible  care  of  your  hands  and  adornment  of 
your  nails. 

Luzier’s  Service  also  includes  preparations  for  the  cosmetic  care  of  the  face,  hair  and  scalp, 
and  body. 

Luzier 's  Fine  Cosmetics  and  Perfumes 

Are  Distributed  in  Nebraska  by: 

BURBRIDGE  & BURBRIDGE,  Divisional  Distributors 
519-20  Continental  Bank  Building 
Lincoln,  Nebraska 


DISTRICT  DISTRIBUTORS 


Virginia  Poole 
P.  0.  Box  209 
Omaha,  Nebraska 
Ja.  7687 

Kem  Wisman 
3350  Starr  St. 
Lincoln,  Nebr. 


Mae  C.  Gillan  Bee  W.  Bufkin 

610  South  17th  P.  0.  Box  240 

Lincoln,  Nebraska  Grand  Island,  Nebr. 

2-5520  2-205-J 

Nelly e Knight 
6436  Morrill  Ave. 

Lincoln,  Nebr. 

6-3167 


LOCAL  DISTRIBUTORS 

Lucille  Branson  Opal  V.  Braden 

1101  N.  Washington  423  West  25th  St. 

Lexington,  Nebraska  Kearney,  Nebr. 


Val  Agans 
109  So.  32nd  Ave. 
Omaha,  Nebr. 


Eva  Lovejoy 
1128  “E”  St. 
Lincoln,  Nebraska 


Estelle  Nies 
P.  0.  Box  225 
McCook,  Nebr. 


Lucille  Barcal 
204  Sharp  Bldg, 
Lincoln,  Nebr. 


Ruth  Keiser 
4612%  Bedford 
Omaha,  Nebr. 


Rogene  Larsen 
204  Sharp  Bldg. 
Lincoln,  Nebr. 
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BALYEAT 

HAY  FEVER  AND  ASTHAVA 

CLINIC 


'!)£V0T£D  £XCLUS!V£LY  DIA6U0SIS 
TR£ATM£NTofALL£R6!C  DISEASES 

• • • O S L-ER  B U I L D I N G • • • 
OKLAHOMA  CITY  • • • OKLAHOMA 


^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 
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PHYSICIANS  NUMBER  199,755, 

A.M.A.  BUREAU  FINDS 

CHICAGO — The  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Association  esti- 
mates that  there  were  199,755  physicians  in  the 
United  States  as  of  June  1,  1948. 

Frank  G.  Dickinson,  Ph.D.,  director  of  the  Bureau, 
says  in  an  article  which  appears  in  the  August  21 
issue  of  The  Journal  of  the  American  Medical  As- 
sociation that  this  number  is  17  per  cent  greater 
than  the  170,163  physicians  shown  in  the  1940 
A.M.A.  Directory.  The  population  of  the  United 
States  has  increased  only  12  per  cent  since  1940, 
he  points  out. 


The  tubercle  bacillus  seems  to  select  its  tissue 
and  confine  its  ravages  there.  Patients  with  lupus 
vulgaris  rarely  have  active  glandular,  osseous  and 
pulmonary  tuberculosis  in  addition  to  cutaneous 
lesions.  Patients  with  mixed  tuberculosis  are  rare. 
The  number  of  cases  of  pulmonary  tuberculosis  in 
which  lesions  of  skin,  bone  or  gland  developed  was 
comparatively  small.  Henry  E.  Michelson,  M.  D., 
J.  A.  M.  A.,  April  17,  1948. 


Ellis,  Holyoke  & Company 

403  Stuart  Building  • Lincoln  8,  Nebraska 

Telephon*  2-1297 


BOOK  RECEIVED 

War  Politics  and  Insanity  by  C.  S.  Bluemel,  M.A., 
M.D.,  F.A.C.P.,  M.R.C.S.  (Eng.)  121  pages  includ- 
ing index.  The  World  Press,  Inc.,  Denver,  Colo- 
rado. 1948. 
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H.  S.  Eklund,  1950 Osceola 

A.  I.  Webman,  1951 Superior 

Venereal  Disease 

W.  J.  McMartin,  Chm.,  1950 

Omaha 

H.  H.  Humphrey,  1949_Daykin 
Horace  Munger,  1951 — Lincoln 


Councilor  Districts  and  Counties 

First  District:  Councilor:  J.  R. 

Nilsson,  Omaha.  Counties : Doug- 
las, Sarpy. 

Second  District:  Councilor:  Clay- 
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Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 
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Way,  Wahoo.  Counties:  Saunders, 
Butler,  Seward,  Polk,  York, 
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Seventh  District : Councilor : A.  A. 
Ashby,  Fairmont.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R, 

Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  C.  H. 

Sheets,  Cozad.  Counties : Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor;  H.  S. 
Andrews,  Minden.  Counties : Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District : Councilor : Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties : Lincoln,  Perkins,  Keith, 
McPherson,  Garden,  Arthur,  Lo- 
gan, Deuel. 

Twelfth  District:  Councilor:  Ted 

Riddell,  Scottsbluff.  Counties  : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 
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Adams  (10) A.  E.  Harrington,  Hastings G.  Paul  Charlton,  Hastings 

Boone  (5) G.  W.  Sullivan,  St.  Edward John  S.  McNeil,  Albion 

Box  Butte  (12) ^ O.  L.  Seng,  Alliance J.  F.  Kennedy,  Alliance 

Buffalo  (9) A.  A.  Enos,  Kearney S.  O.  Staley,  Kearney 

Burt  (5) Isaiah  Lukens,  Tekamah Harry  W.  Benson,  Oakland 

Butler  (6) Z.  E.  Matheny,  Bellwood L.  J.  Ekeler,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix.-Dak.-Th;-Wayne(4)  Max  Coe,  Wakefield Clarence  A.  Piersen,  Pender 

Cheyenne-Kimball-Deuel  (12)  J.  B.  Pankau,  Dalton B.  H.  Grimm,  Sidney 

Clay  (7) H.  V.  Nuss,  Sutton H.  V.  Nuss,  Sutton 

Colfax  (-5) James  B.  Brown,  Clarkson W.  J.  Kavan,  Clarkson 

Custer  (9) P.  H.  J.  Carothers,  Broken  Bow Theo.  Koefoot,  Jr.,  Broken  Bow 

Dawson  (9) Chas.  E.  Hranac,  Cozad P.  B.  Olsson,  Lexington 

Dodge  (5) D.  B.  Wengert,  Fremont W.  H.  Hill,  Fremont 

Fillmore  (7) J.  C.  Hickman,  Geneva V.  V.  Smrha,  Milligan 

Franklin  (10) F.  E.  Nail,  Franklin D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell F.  A.  Barta,  Ord 

Gage  (3) C.  R.  Brott,  Beatrice Donald  Penner,  Beatrice 

Garden-Keith-Perkins  (11)  — E.  E.  Colglazier,  Grant J.  L.  McFee,  Ogallala 

Hall  (9) Howard  Royer,  Grand  Island J.  A.  Proffitt,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

Holt  and  Northwest  (8) W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) R.  P.  Luce,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) Eugene  VanAckeran,  Tecumseh — J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) Paul  A.  Royal,  Lincoln John  Brown,  Lincoln 

Lincoln  (11) Stanley  Drasky,  North  Platte G.  T.  Anderson,  North  Platte 

Madison  Six  (4) R.  H.  Kohtz,  Bloomfield E.  G.  Surber,  Norfolk 

Merrick  (5) R.  R.  Douglas,  Clarks E.  T.  Zikmund,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa Ed  R.  Slavik,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) E.  G.  DeFlon,  Chadron Jl.  D.  Sinclair,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) James  Kelley,  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) Glenn  Burbridge,  Nebr,  City C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10)_ Walter  M.  Reiner,  Holdrege W.  A.  Shreck,  Holdrege 

Platte  (5) R.  C.  Anderson,  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) D.  T.  Kelley,  Osceola Richard  Delfs,  Shelby 

Richardson  (3) L.  V.  Brennan,  Falls  City Wm.  Shepherd,  Falls  City 

Saline  (7) Rodney  K.  Johnson,  Friend Richard  W.  Homan,  Crete 

Saunders  (6) W.  W.  Noyes,  Ceresco C.  W.  Way,  Wahoo 

Scotts  Bluff  (12) Kenneth  Ohme,  Mitchell J.  B.  Shrock,  Scottsbluff 

Seward  (6) C.  F.  Hille,  Beaver  Crossing Richard  D.  Smith,  Seward 

Southwest  Nebr.  (10) Fay  Smith,  Imperial E.  F.  Leininger,  McCook 

Thayer  (7) R.  E.  Penry,  Hebron Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) Wm.  Wegmann,  Bladen S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 
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INCREASE  IN  ANNUAL  DUES 

Next  month  component  medical  societies 
of  the  Nebraska  State  Medical  Association 
will  issue  calls  for  increased  annual  dues  in 
accordance  with  a rise  voted  upon  by  the 
House  of  Delegates  of  our  Association  at  its 
last  annual  session  in  Lincoln,  May,  1948. 
Members  should  realize  that  the  increase  in 
annual  dues  was  decided  upon  after  due  de- 
liberation and  a good  deal  of  discussion  on 
the  floor  of  the  House.  Undoubtedly  there 
will  be  many  who  will  question  the  necessity 
for  the  increase  in  the  annual  dues.  Others 
will  argue  that  they  remember  the  day  when 
the  State  was  getting  $2.00  per  year  per 
member.  They  will  recall  nostalgically  even 
if  not  correctly  that  in  the  olden  days  the 
State  Association  was  doing  more  work 
on  the  small  per  capita  revenue  than  it 
is  doing  today  with  the  thousands  of 
dollars  collected  each  year.  With  appropriate 
respect  for  historical  sentiment,  the  un- 
deniable fact  remains  that  our  State  Asso- 
ciation cannot  keep  pace  with  the  activities 
and  progress  shown  by  other  state  medical 
associations..  Not  that  we  have  been  back- 
ward ; on  the  contrary,  there  is  little  in  med- 
ical activities  for  which  we  need  to  apol- 
ogize. Nevertheless,  many  state  medical  so- 
cieties in  the  past  few  years  have  gone  for- 
ward, assuming  new  functions  in  order  to 
meet  new  trends.  What  these  new  functions 
are  is  beyond  the  scope  of  these  remarks  to 
enumerate.  In  the  April,  1948,  issue  of 
this  Journal  the  reader  will  find  a list  of  pro- 
posed activities  summarized  by  Mr.  M.  C. 
Smith,  our  executive  secretary.  Like  medical 
practice,  organized  medical  activities  must 
meet  modern  problems.  The  Nebraska  State 


Medical  Association  cannot  afford  to  remain 
static,  and  it  takes  money  to  maintain  prog- 
ress. 


WORLD  HEALTH  ORGANIZATION 
FIGHTS  WHITE  PLAGUE 

The  greatest  single  health  campaign  ever 
undertaken  is  now  in  progress  under  the 
World  Health  Organization  and  cooperating 
institutions.  For  the  first  time  in  history, 
tuberculosis  is  combatted  on  an  international 
scale  by  the  coordinated  efforts  of  the  In- 
ternational Children’s  Emergency  Fund, 
Scandinavian  Red  Cross,  local  governments, 
doctors,  nurses,  health  workers  and  technical 
laboratories  with  a budget  of  almost  five 
million  dollars.  The  concerted  drive  against 
T.B.  is  in  force  now  in  Czechoslovakia,  Yugo- 
slavia, Poland,  Hungary  and  Finland  and 
other  devastated  countries  of  Europe.  It  is 
also  in  operation  in  Asia  and  will  soon  be  ex- 
tended to  North  Africa.  It  is  particularly 
desirable  in  the  devastated  countries  of 
Europe  which  have  suffered  a tremendous 
increase  in  tuberculosis  due  to  the  depriva- 
tions, mal-nutrition  and  exposure  to  which 
the  populace  has  been  subjected  for  more 
than  a decade. 

The  campaign  is  a preventive  one,  the 
principal  aim  being  immunization  of  children 
against  tuberculosis  by  vaccinating  them 
with  B.C.G.  This  anti-tuberculosis  vaccine 
has  been  found  effective  in  immunizing  in- 
dividuals who  have  not  been  afflicted  with 
tuberculosis  and  who  do  not  respond  to  the 
tuberculin  test. 

The  use  of  this  measure  by  the  health 
authorities  of  Denmark  and  Norway,  where 
there  was  a threatened  increase  in  the  dis- 
ease due  to  mal-nutrition,  over-crowding,  de- 
struction of  sanitary  facilities  and  general 
economic  depression,  proved  effective.  It 
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was  found  that  the  tuberculosis  sickness  and 
death  rate  dropped  to  60  to  70  per  cent 
among  the  vaccinated  population.  Here 
seems  to  be  a potent  measure  with  which 
to  combat  extension  of  this  disease,  par- 
ticularly in  the  age  groups  that  are  most 
susceptible. 


ARMY  SAYS  4,000  MORE  DOCTORS  NEEDED 
BY  JUNE,  1949 

In  a letter  appearing  in  a recent  issue  of  The 
Journal  of  the  American  Medical  Association,  Ma- 
jor General  R.  W.  Bliss,  surgeon  general  of  the 
Army,  says  that  since  the  new  Selective  Service  Act 
has  established  a peacetime  army  and  air  force  at 
approximately  five  times  the  size  of  the  prewar 
establishment,  it  is  estimated  that  at  least  4,000 
more  doctors  will  be  needed  by  June,  1949. 

“But  the  problem  confronting  the  Army  is  not 
solely  one  of  numbers,”  he  said,  adding:  “We  are 
still  very  short  of  specialists,  despite  our  refresher 
training  and  our  comprehensive  postgraduate  train- 
ing.” 

General  Bliss  pointed  out  that  while  the  Army, 
including  the  air  force,  must  secure  4,000  doctors 
by  next  June,  it  cannot  depend  entirely  on  the  group 
of  young  men  who  were  permitted  to  complete 
their  medical  studies  during  the  recent  war  and 
have  as  yet  rendered  no  service  to  the  government 
even  though  the  majority  of  the  group  received  lib- 
eral government  stipends. 

“After  allowance  is  made  for  the  attrition  for 
physical  disabilities  and  essential  work,  it  is  doubt- 
ful whether  the  remaining  number  would  exceed 
3,000.  Of  these,  only  about  2,000  will  have  com- 
pleted a year’s  internship  by  June,  1949.  It  should 
be  remembered  that  none  of  these  3,000  are  obli- 
gated by  any  existing  law  for  service  for  any  period 
of  time  with  the  armed  medical  services,”  he  said. 

In  an  editorial  appearing  in  the  same  issue  of 
The  Journal,  the  Amertcan  Medical  Association  says 
that  the  men  in  the  armed  forces  must  have  the 
highest  possible  quality  of  medical  service. 

Every  possible  approach  to  the  problem  of  secur- 
ing more  doctors  has  been  considered.  The  Journal 
editorial  says,  and  now  it  appears  obvious  that  “the 
first  step  is  to  make  the  seiwice  more  and  more  at- 
tractive to  the  young  men  so  as  to  encourage  volun- 
teering by  greater  and  greater  numbers.” 

The  Journal  editorial  says: 

The  House  of  Delegates  of  the  American  Medical 
Association  established  the  Council  on  National 
Emergency  Medical  Service  as  a body  to  be  espe- 
cially concerned  with  meeting  the  needs  of  the  na- 
tion for  physicians  in  times  of  emergency.  War 
today  is  total  war.  The  needs  of  civilian  popula- 
tions and  particularly  of  great  industries,  which  are 
the  backbone  of  war,  must  also  be  considered. 
Nevertheless,  the  men  who  do  the  actual  fighting, 
who  fly  the  planes,  who  get  the  foods  and  supplies 
up  to  the  front  and  who  carry  the  banner  of  the 
United  States  all  over  the  world  must  have  the 
highest  possible  quality  of  medical  service  in  order 
to  keep  fit  and  efficient.  The  provision  of  the  best 
medical  care  to  our  armed  forces  is  one  of  the  most 
economical  steps  that  the  nation  can  undertake.  It 
lessens  the  total  demand  for  men,  and  it  maintains 
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the  morale  and  the  spirit  of  the  men  more  than  any  , 
other  single  factor  involved  in  modern  war. 

The  Council  on  National  Emergency  Medical 
Service,  the  procurement  divisions  of  our  armed 
forces,  the  headquarters  of  the  Army  and  Navy 
and  Air  Force  have  all  been  desperately  concerned  ’ 
during  the  last  few  months  with  meeting  the  na- 
tion’s need.  Every  possible  approach  to  the  prob- 
lem has  been  considered.  Now  that  compulsory  - 
service  for  physicians  has  been  denied  by  the  Con- 
gress, the  needs  must  be  met  by  other  technics. 
Obviously  the  first  step  is  to  make  the  service  more 
and  more  attractive  to  the  young  men  so  as  to  en- 
courage volunteering  by  greater  and  greater  num- 
bers. A recent  somewhat  casual  survey  of  the 
young  men  now  in  the  service  who  will  be  leaving 
at  the  end  of  two  years  of  service  indicates  that  the 
following  factors  must  be  given  consideration  in 
attracting  them  for  longer  periods: 

1.  The  seiwice  must  be  sufficiently  varied  so  that 

the  deadly  routine  of  day  by  day  dispensary  service 
of  many  months  does  not  destroy  the  young  man’s 
initiative.  * 

2.  At  least  one  half  of  the  young  men  now  in 
the  armed  forces  want  ultimately  to  qualify  for 
certification  by  some  specialty  board.  Some  means 
must  be  found  whereby  service  in  military  installa- 
tions can  be  reckoned  as  a part  of  the  young  man’s 
development  leading  toward  certification. 

3.  Except  in  the  most  remote  areas  young  men 
may  be  kept  in  contact  with  some  of  the  best  teach- 
ers in  American  medicine.  Already  a steady 
stream  of  qualified  consultants  is  visiting  our  Army 
hospitals  throughout  the  world,  and  the  men  who 
are  taking  charge  of  the  services  in  these  hospitals 
are  having  more  opportunity  for  extended  contact 
with  the  leaders  in  the  various  medical  specialties 
than  most  of  the  men  who  remain  in  the  United 
States.  All  that  appears  to  be  needed  is  some  ar- 
rangement for  the  development  of  a systematic 
course  of  instniction  rather  than  casual  ward  walks. 

Thus  most  of  the  objections  can  be  met  by  com- 
petent planning.  While  the  young  men  prefer  to 
be  rotated  from  one  service  to  another  at  fairly  fre- 
quent intervals,  several  difficulties  have  developed 
in  this  regard.  First  is  the  housing  of  young  men, 
many  of  whom  are  married  and  are  already  en 
route  to  the  development  of  families.  One  colonel 
in  charge  of  a hospital  of  many  hundreds  of  beds  in 
Germany  said  that  there  would  be  no  problem  for 
the  Army  medical  department  if  all  the  young  doc- 
tors would  remain  bachelors  until  they  had  com- 
pleted their  military  service.  The  housing  of  young 
physicians  and  their  families,  as  can  easily  be  seen, 
is  one  of  the  most  difficult  of  the  problems  that 
confront  the  armed  forces. 

It  has  been  suggested  that  increased  pay  in  the 
armed  forces  for  men  as  highly  specialized  as  are 
physicians  and  engineers  would  attract  more  young 
men  to  the  service.  Actual  first  hand  surveys  in- 
dicate, however,  that  the  money,  while  interesting, 
is  not  a primary  consideration. 

A specific  provision  in  the  Selective  Service  Act 
states  that  a man  may  not  be  inducted  into  the 
armed  forces  until  provision  has  been  made  for 
adequate  medical  care.  That  was  the  intent  of  the 
Congress.  There  is  no  reason  to  believe  that  the 
Congress  will  withdraw  from  that  intent.  There  is 
(continued  on  p.  364) 
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Now  that  I am  out  from  behind  the  “Iron 
Curtain,”  I feel  free  to  say  even  more  than 
I have  already  said.  Actually,  as  far  as 
Poland  and  Finland  were  concerned,  I saw 
nothing  of  Russian  domination  or  of  Rus- 
sians except  on  rare  occasions  one  might  see 
two  Russian  soldiers — never  one  alone.  The 
people  talk  freely  and  are  not  in  sympathy 
with  the  communist  ideology,  but  one  cannot 
help  but  recognize  a mysterious  something 
that  seems  to  ring  of  fear  and  uncertainty 
in  their  minds.  We  who  live  in  a free  coun- 
try where  we  still  are  indiviuals  and  where 
free  enterprise  still  has  confidence  in  our 
governmental  institutions  just  have  no  idea 
of  what  it  means  to  have  to  try  and  work 
under  a fully  socialized,  nationalized  scheme 
of  human  affairs.  Every  time  I leave  the 
good  old  USA,  I am  always  looking  forward 
to  getting  back  no  matter  how  much  I may 
dislike  some  of  the  trends  that  seem  to  be 
leading  us  into  further  pitfalls  of  govern- 
ment exploitation. 

The  doctors  in  Poland  are  doing  pretty 
well  on  a part-time  private  practice  basis. 


but  they  are  not  sure  how  long  it  will  last. 
There  are  large  government  hospitals  which 
pay  good  salaries  and  allow  them  some  pri- 
vate beds,  but  they  fear  this  privilege  will 
be  taken  away  so  they  are  fighting  for  their 
freedom  of  endeavor. 

I was  most  interested  in  the  situation  in 
the  highly  socialized  medical  system  of  Swe- 
den where  it  has  been  felt  that  a socialized 
medical  program  has  been  successful.  The 
doctors  are  now  seeing  the  handwriting  on 
the  wall  of  a breakdown  in  the  efficiency 
of  the  system.  Although  they  are  not  al- 
lowed to  charge  a fee,  there  is  nothing  to 
prevent  them  from  receiving  a present  of 
money  from  an  upper  income  bracket  pa- 
tient. These  black  market  fees  are  what 
keep  the  top  men  going  on  a standard  of 
living  they  are  entitled  to.  There  are  some 
who  make  a good  living  in  private  practice. 

On  the  other  hand,  with  all  the  pensions 
and  remunerations  that  are  given  out  by  the 
State,  the  taxes  have  been  built  so  high  that 
some  men — particularly  the  dentists — are 
simply  working  part  time  as  they  cannot 
make  more  by  working  and  paying  it  all  out 
in  taxes.  Therefore  there  is  a growing 
shortage  in  professional  services.  Some  day. 
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if  this  goes  on,  there  will*  be  a breakdown 
in  the  system  by  destroying  the  impetus  to 
accumulate  more  than  just  what  is  needed 
to  keep  going. 

We  must  not  “kid”  ourselves  into  com- 
placency over  our  secure  position  in  the 
USA.  We  must  realize  that  we  have  a hu- 
manitarian obligation  to  see  that  by  some 
method  we  as  doctors  deserve  a program  by 
which  we  give  to  every  living  soul  the  best 
medical  care  possible,  but  such  a program 
must  make  the  recipient  of  such  care  a re- 
sponsible individual  and  also  it  must  protect 
our  position  of  free  incentive  to  profit  rea- 
sonably for  our  efforts  without  government 
domination. 

With  respect  to  our  mission  and  its  teach- 
ing work,  I can  modestly  and  with  humility 
say  that  these  little  countries  of  Poland 
and  Finland  that  suffered  so  severly  as  a 
result  of  the  war  were  most  appreciative 
of  our  efforts.  The  doctors  are  a courageous, 
spirited,  hard-working  group,  who  having 
been  deprived  of  years  of  medical  progress 
and  are  valiantly  laboring  to  come  back  and 
bring  medical  standards  to  the  highest  posi- 
tion that  scientific  effort  can  attain.  Po- 
land has  been  and  still  is  to  a great  extent 
cut  off  from  much  needed  outside  contact, 
but  they  are  building  towards  a future.  Fin- 
land is  much  freer  in  her  outside  contacts 
and  their  men  have  traveled  considerably 
since  the  war. 

What  the  ultimate  outcome  will  be  is  any- 
body’s guess,  and  I hope  for  the  best — for 
they  are  most  deserving. 

J.  E.  M.  Thomson,  M.D. 


40,000  MORE  DOCTORS  NEEDED 
(continued  from  p.  362) 

indeed  actually  reason  to  believe  that  the  Congress 
will  make  that  intent  fully  effective  by  some  type 
of  compulsory  selection  of  young  physicians  unless 
these  young  men  come  forward  to  fulfill  their  ob- 
ligation as  citizens  and  particularly  as  physicians. 
They  are  not  being  asked  to  do  any  more  than  is 
being  asked  of  any  other  person  in  our  population. 

The  world  is  trembling  on  the  edge  of  a great 
third  war.  Many  of  our  leaders  in  history  and 
economics  are  convinced  that  such  a war  might  well 
mean  the  end  of  civilization  as  we  now  know  it. 
One  needs  only  to  see  the  dreadful  devastation 
that  prevails  in  London,  Belgium,  Rotterdam, 
Frankfurt  and  Berlin  to  realize  that  every  American 
must  be  ready  to  give  of  his  utmost  now  that  the 
call  is  here  and  thus  to  keep  away  such  horrible  de- 
struction from  our  own  shores.  Only  those  who 
have  actually  seen  at  first  hand  whole  square  miles 


of  devastation  in  London,  Berlin,  Rotterdam  and 
other  great  capitals  of  the  world  can  comprehend 
the  threat.  The  profession  of  medicine  places  on 
the  young  men  who  choose  it  as  a career  a great 
responsibility.  They  are  not  asked  to  venture  their 
lives  in  war  to  the  same  extent  as  are  other  young 
men  in  the  population.  They  are  asked  instead  to 
put  other  young  men  into  the  best  possible  condi- 
tion to  meet  the  need  and  to  salvage  the  human 
wreckage  so  far  as  possible  when  war  actually  be- 
gins. The,  medical  profession  of  the  United  States 
has  a record  enviable  beyond  that  of  any  other 
medical  profession  in  the  world  for  what  it  has 
accomplished  when  the  nation  called.  Let  us 
realize  that  now  we  can  no  longer  wait  until  the 
enemy  is  at  the  gate.  The  time  to  prepare  is  in 
advance  of  the  straggle,  and  the  call  has  come. 


PUBLIC  BECOMES  MORE  CANCER  CONSCIOUS 

The  public  generally  is  becoming  more  cancer 
conscious,  two  Louisville,  Ky.,  radiologists  conclude 
in  a study  reported  in  the  October  issue  of  RADI- 
OLOGY, published  by  the  Radiological  Society  of 
North  America. 

Drs.  Joseph  C.  Bell  and  James  B.  Douglas  state 
in  the  Journal  RADIOLOGY,  which  is  published 
primarily  for  physicians  who  specialize  in  x-rays, 
that  “for  many  years  physicians  have  taught  that 
the  only  hope  of  control  or  cure  of  cancer  and  al- 
lied malignant  lesions  lay  in  early  diagnosis  and 
adequate  treatment.” 

“This  teaching,”  they  add,  “is  bearing  fruit  and 
the  public  in  general  is  becoming  cancer  conscious. 
In  the  past,  many  patients  having  cancer  were  first 
seen  by  a physician  from  six  months  to  one  year 
from  the  onset  of  symptoms.  All  too  often  the 
lesions  were  far  advanced  and  the  possibility  of 
protracted  arrest,  or  cure,  was  remote. 

“Ten  years  ago  we  seldom  saw  a carcinoma  (can- 
cer) of  the  left  half  of  the  colon  without  a high 
degree  of  partial  obstruction;  but  during  the  past 
three  years  this  rarely  has  been  true.  At  present 
it  is  not  at  all  uncommon  for  a patient  to  report 
for  examination  with  symptoms  of  less  than  one 
month  in  duration.” 

The  two  doctors  said  in  their  article  that  since 
patients  are  being  seen  much  earlier  in  the  course 
of  their  disease,  the  difficulties  in  diagnosis  have 
correspondingly  increased.  They  said  that  when 
the  disease  is  in  the  far-advanced  stage  the  diag- 
nosis, of  course,  is  obvious,  but  when  it  is  in  the 
early  stages  “the  problem  of  diagnosis  is  very  dif- 
ferent and  may  challenge  the  ingenuity  even  of  the 
most  highly  trained  and  widely  experienced  exam- 
iner.” 

“Cancer  of  the  colon  and  rectum  can  be  con- 
trolled or  totally  eradicated  only  if  discovered  and 
treated  appropriately,”  the  doctors  conclude.  “In 
the  analysis  of  a large  series  of  cases  it  has  been 
found  that  slightly  more  than  50  per  cent  of  those 
with  lesions-  proved  to  be  operable  are  living  and 
free  from  demonstrable  cancer  at  the  end  of  five 
years.  If  the  diagnosis  can  be  made  before  lymph 
node  involvement  takes  place,  we  can  anticipate 
an  increase  of  at  least  10  per  cent  in  those  well 
at  the  end  of  five  years.  In  cancer  of  what  other 
organ  can  better  results  be  shown?” 


Chest  and  Shoulder  Pain  in  Cardiovascular  Disease'" 


EDWARD  S.  ORGAIN,  M.D. 

From  the  Duke  University  School  of  Medicine  and  Cardiovascular 
Division  of  Duke  Hospital 
Durham,  North  Carolina 


Along  with  dyspnea  and  palpitation,  pain 
in  the  thorax  completes  the  triad  of  impor- 
tant symptoms  which  physiological  and 
pathological  alterations  in  the  heart  may 
produce.  It  is  not  only  desirable  but  im- 
perative that  the  physician  familiarize  him- 
self with  contemporary  concepts  of  visceral 
pain  in  order  that  he  may  interpret  and 
treat  more  accurately  the  various  pain  pat- 
terns described  by  the  patient  suffering 
from  cardiovascular  disease. 

From  end  organs  in  the  heart  wall  and 
in  the  adventitial  sheaths  of  the  coronary 
arteries,  and  the  aorta,  afferent  sensory 
fibers  ascend  to  the  spinal  cord  by  way  of 
the  middle  and  inferior  cardiac  nerves  and 
upper  thoracic  cardiac  rami,  through  the 
upper  four  thoracic  sympathetic  ganglia, 
the  white  rami  communicantes,  and  corres- 
ponding posterior  spinal  root  ganglia  to  cell 
stations  in  the  posterior  horn  gray  rnatter. 
Here  synapses  are  made  with  neurons  of  the 
second  order  which  cross  the  cord  within 
a segment  or  two  and  pass  upward  in  the 
lateral  spinothalamic  tracts  to  the  thalamic 
nuclei.  Neurons  of  the  third  order  then  re- 
lay pain  impulses  by  way  of  the  internal 
capsule  and  thalamic  radiation  to  the  sen- 
sory cortex  where  the  sensation  of  pain  is 
fully  appreciated.  Most  pain  fibers  thus 
pass  to  the  cord  through  the  first  four  thor- 
acic sympathetic  ganglia,  a point  of  great 
surgical  importance^!)  (Figure  I).  It  is 
believed  by  some^^)  that  a few  sensory  fibers 
pass  upward  over  the  vagus  nerves  and  by 
others that  direct  connections  are  made 
between  cervical  sympathetic  and  cervical 
posterior  root  ganglia;  but  neither  of  these 
hypotheses  is  proved.  The  epicardium  and 
parietal  pericardium  are  poorly  supplied  with 
pain  fibers^!),  although  some  phrenic  nerve 
endings  are  reflected  over  the  lower  portion 
of  the  fibrous  pericardium  which  upon  irri- 
tation may  produce  pain  referred  to  the 
trapezius  ridges. 

Visceral  pain  in  general  is  poorly  localized 
because  of  the  relative  sparsity  of  the  sen- 
sory fibers.  Cardiac  pain  is  appreciated  as 
a deep  sensation  w'hich  may  be  one  of  pres- 
sure, a feeling  of  constriction,  burning,  or 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 


bursting  located  in  the  center  of  the  thorax. 
Accompanying  the  visceral  component  there 
is  frequently  a somatic  reference  to  the 
neck,  jaws,  shoulders,  or  arms,  more  com- 
monly the  left  than  the  right.  The  mecha- 
nism of  referred  pain  is  not  fully  under- 
stood^^). It  is  assumed  that  visceral  and 
somatic  cutaneous  sensory  fibers  which  en- 
ter the  cord  at  identical  levels  make  com- 
mon interneuronal  synaptic  connections  with 
pathways  reaching  the  cortex  and  that  cu- 
taneous reference,  or  referred  pain,  is  made 
by  lowering  the  threshold  for  cutaneous  af- 
ferents  in  the  cord,  by  summation  of  both 
cutaneous  and  visceral  impulses  (re-inforce- 
ment) , or  by  actual  axon  reflexes  which 
cause  painful  stimulation  of  cutaneous  sen- 
sory nerves  (Figure  II).  A consideration 
of  the  cutaneous  areas  supplied  by  the  thor- 
acic nerve  segments,  1 through  4,  makes  ap- 
parent the  frequent  reference  of  cardiac  pain 
to  the  upper  thorax  and  the  inner  aspects 
of  the  arms  (Figure  III).  Spread  of  im- 
pulses from  the  heart  may  occur  to  other 
thoracic  segments,  which  explains  the  oc- 
casional reference  of  pain  to  the  epigastrium 
and  upper  abdominal  quadrants.  Still  un- 
explained are  the  afferent  pathways  which 
allow  reference  to  the  neck,  jaws,  and  teeth. 
In  some  instances  referred  pain  may  be  abol- 
ished by  cutaneous  anesthesia  over  the  area 
of  reference,  but  deep  visceral  pain  will  per- 
sist and  be  unaffected.  This  indicates  the 
separate  identity  of  the  two  types  of  pain 
experiences.  In  the  assessment  of  pain  in 
human  beings,  careful  evaluation  must  be 
made  of  the  intensity  of  the  stimulus  and 
of  the  sensitivity  of  the  individual  for  the 
latter  particularly  may  vary  enormously 
from  patient  to  patient  and  from  day  to 
day  in  the  same  patient,  depending  upon 
fatigue,  worry,  lack  of  sleep,  and  other  phys- 
ical and  emotional  factors  which  seem  to 
lower  the  threshold  for  pain. 

It  is  generally  conceded  that  the  common 
type  of  pain  arising  from  the  myocardium, 
that  due  to  coronary  artery  disease  or  aortic 
valve  disease,  results  from  myocardial  is- 
chemia, which  implies  a relative  dispropor- 
tion between  the  blood  supply  to  the  heart 
muscle  and  the  needs  of  the  myocardium  oc- 
casioned by  the  amount  of  work  performed. 
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Such  ischemia  may  be  due  to  a decrease  in 
blood  flow  (i.e.  coronary  disease),  a change 
in  quality  of  the  blood  (i.e.  anemia)  or  a 
great  increase  in  work  performed  by  the 
heart  muscle  (i.e.  excitement,  effort,  tachy- 
cardia). Pain  itself  probably  results  from 
the  accumulation  of  acid  metabolites,  not 
yet  identified,  which  stimulate  the  sensory 
endings  around  the  blood  vessels^®* 

The  tension  theory(i^>  embracing  distention 


Figure  I.  Diagram  illustrating  the  afferent  pathways  from 
the  heart  to  the  spinal  cord  (modified  after  White). 


of  the  coronary  arteries  as  a cause  of  coro- 
nary pain  has  received  little  support,  al- 
though tension  is  important  in  other  types  of 
pain,  notably  the  gastrointestinal  tract 

The  most  frequently  observed  pathologi- 
cal background  for  myocardial  pain  is  coro- 
nary artery  disease  of  atherosclerotic  origin 
which  produces  significant  narrowing  or 
complete  occlusion  of  the  coronary  vessels. 
Less  often  luetic  narrowing  of  the  coronary 
orifices  and  narrowing  of  the  coronary  ar- 
teries due  to  other  types  of  polyarteritis 
are  seen.  Aortic  stenosis  and  aortic  insuf- 
ficiency either  alone  or  in  combination,  of 
rheumatic  or  of  sclerotic  origin,  and  aortic 
insufficiency  of  luetic  origin  are  more  com- 
mon than  is  generally  appreciated  as  causes 
of  pain.  These  lesions  act  presumably  by 


diminishing  the  blood  flow  to  the  myocardi- 
um, decreasing  the  diffusion  of  nutrient  sub- 
stances to  the  myocardium,  and  increasing 
the  work  load  upon  the  heart;  all  may  oper- 
ate simultaneously.  Discomfort  usually  fol- 
lows precipitating  factors  which  for  the 
most  part  involve  extension  of  the  patho- 
logical background  (i.e.  coronary  disease, 
valvular  and  myocardial  lesions,  anemia,  and 
anoxemia)  and  increase  in  heart  work  (i.e. 
effort,  excitement,  eating,  tachycardia,  thy- 
rotoxicosis, etc.). 

The  pattern  of  pain  of  coronary  origin 
may  be  quite  variable  as  regards  the  quality 
of  the  sensation  itself,  its  location  and  ra- 
diation, and  its  intensity  and  duration.  The 
sensation  begins  usually  as  a feeling  of  pres- 
sure, crushing,  choking,  constriction,  or 
burning  in  the  mid  and  upper  retrosternal 

SUPeRFiCIAL  REFERRED  PftlN  ASCENDS 
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Figure  II.  Diagram  to  illustrate  the  pathways  for  referred 
pain  (modified  after  White). 


regions.  Here  it  may  remain  localized  or, 
depending  upon  its  intensity,  it  may  spread 
transversely  toward  the  midclavicular  lines 
but  rarely  beyond,  upward  into  the  neck, 
jaws,  or  teeth,  or  into  one  or  both  shoulders, 
the  inner  aspects  of  the  arms,  and  then  to 
the  wrists  and  fingers.  The  left  arm  is  more 
commonly  involved  than  the  right.  This 
latter  reference  may  be  described  as  a numb, 
weak,  tingling,  or  dead  sensation  in  the  ex- 
tremities. Pain  may  originate  in  the  epi- 
gastrium or  in  the  upper  extremities  and 
remain  localized  or  it  may  extend  in  retro- 
grade fashion  in  the  substernal  area.  Cur- 
ious examples  of  pain  limitation  to  single 
areas  such  as  the  wrist,  elbow,  or  shoulder 
are  occasionally  encountered.  Variations  in 
the  intensity  of  the  sensation  from  quite 
mild  to  extremely  severe  pain  are  exhibited 
by  individual  patients.  Discomfort  may  en- 
dure for  a few  minutes  to  several  hours  or 
even  days,  depending  usually  upon  the  se- 
verity of  the  pain  and  its  exciting  cause. 
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Sharp,  stabbing,  needle-like,  or  lancinating 
pains  are  not  of  coronary  origin.  This  is 
equally  true  of  sensations  which  last  but  a 
few  seconds  and  of  the  common  dull  aching 
pain  over  the  precordium  of  long  duration 
seen  in  asthenic  individuals,  particularly  in 
women. 

The  term  coronary  insufficiency  now  is 
applied  generally  to  that  type  of  coronary 
pain  resulting  from  ischemia  and  for  con- 
venience may  be  classified  into  three  sep- 
arate groups. 

Angina  pectoris  conventionally  implies  the 
episodic  type  of  coronary  pain,  generally 
mild  to  moderate  in  intensity,  lasting  from 
three  to  fifteen  minutes,  which  appears 


Figure  III.  Diagram  to  illustrate  the  segmental  distribution 
of  cutaneous  nerves. 

in  response  to  definite  excitants,  such  as 
exertion,  excitement,  eating,  and  exposure  to 
cold.  This  pain  disappears  fairly  promptly 
upon  the  elimination  of  the  specific  cause 
or  upon  the  use  of  nitro-glycerin.  Attacks 
may  appear  upon  the  assumption  of  the  re- 
cumbent position  due  perhaps  to  increased 
cardiac  output  as  a result  of  posture  change 
or  to  disturbing  dreams  during  sleep.  Since 
the  physical  examination  and  the  laboratory 
studies,  including  the  electrocardiogram, 
may  be  normal,  the  diagnosis  rests  upon  a 
precise  evaluation  of  the  history  by  the  phy- 
sician, supplemented  if  necessary  by  special 
tests  involving  either  exercise  or  anoxemia 
with  end  points  of  pain  or  significant 
changes  in  the  electrocardiogram  to  indicate 
functional  insufficiency  of  the  coronary  cir- 
culation. It  is  of  interest  that,  subjectively 
at  least,  pain  is  not  always  correlated  with 


the  degree  of  effort.  Some  patients  exper- 
ience pain  from  movements  of  their  arms 
rather  than  climbing  stairs,  which  obviously 
requires  more  effort.  It  is  possible  that 
summation  of  impulses  in  the  thoracic  spinal 
segments  may  be  the  determinant  factor 
here  rather  than  the  actual  level  of  work  per- 
formed by  the  heart.  As  a result  of  repeti- 
tive episodes  of  pain  gradual  cellular  de- 
struction and  replacement  fibrosis  of  the 
myocardium  occurs.  Accompanying  the  at- 
tack of  angina  pectoris  other  phenomena 
may  be  observed,  such  as  sweating,  saliva- 
tion, dyspnea,  dizziness,  or  even  syncope. 
Fear  of  death,  common  in  textbook  tabula- 
tions, is  seen  only  during  severe  episodes 
of  pain.  Once  a pain  pattern  has  become 
fully  developed  in  a given  patient,  recurrences 
of  pain  tend  to  repeat  the  pattern  with  var- 
iations in  intensity,  radiation,  and  duration. 

In  animal  experiments temporary 
closure  of  a coronary  artery  for  periods  up 
to  fifteen  minutes  produces  chemical  and 
electrocardiographic  but  reversible  changes 
in  the  myocardium.  If  the  blood  supply  is 
interrupted  for  fifteen  to  forty-five  minutes, 
irreversible  necrosis  of  the  myocardium  oc- 
curs, and  if  longer  than  forty-five  minutes, 
infarction  of  the  myocardium  results. 

In  man  it  is  common  to  observe  episodes 
of  pain  lasting  longer  than  the  usual  attack 
of  angina  pectoris,  but  evidence  of  gross 
infarction  of  the  heart  is  not  manifest.  This 
is  the  second  type  of  coronary  insufficiency. 
Transient  changes  in  leukocytosis,  in  the 
sedimentation  rate,  and  in  the  electrocardio- 
gram may  or  may  not  be  exhibited.  In 
short,  a prolonged  episode  of  coronary  in- 
sufficiency (the  coronary  failure  of  Blum- 
gart)  has  occurred  in  which  cellular  necrosis 
may  or  may  not  be  evident  but  gross  in- 
farction at  least  is  absent.  Such  attacks 
are  related  generally  to  unusual  exertion  or 
emotion,  paroxysmal  ectopic  tachycardia, 
shock,  and  to  further  occlusive  processes  in 
the  coronary  arterial  system. 

The  third  type  of  coronary  insufficiency 
is  the  easily  recognized  episode  of  myocardi- 
al infarction  which  may  occur  with  or  with- 
out fresh  thrombosis  of  a coronary  vessel, 
dependent  solely  upon  the  degree  of  relative 
myocardial  ischemia.  It  is  now  recognized 
that  provided  the  anastomotic  circulation  is 
sufficient  for  myocardial  needs  acute  throm- 
bosis of  a single  artery  need  not  predicate 
the  development  of  infarction.  Pain  in  myo- 
cardial infarction  differs  from  that  of  angina 
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pectoris  principally  in  the  fact  that  it  is 
more  intense,  that  it  radiates  more  widely 
and  tends  to  last  longer.  Indeed  any  episode 
of  coronary  pain  of  duration  longer  than 
thirty  minutes  must  be  considered  to  indi- 
cate infarction  until  adequate  observations 
prove  otherwise.  The  attendant  symptoms 
and  signs,  such  as  dyspnea,  shock,  collapse, 
friction  rub,  leukocytosis,  increased  sedi- 
mentation rate,  lowered  Weltmann  band,  and 
the  electrocardiographic  changes  provide  un- 
mistakable data  upon  which  the  diagnosis 
of  infarction  rests. 

Some  patients  with  cardiac  enlargement 
of  varied  etiology,  including  acute  rheu- 
matic carditis,  complain  of  dull  precordial  or 
substernal  aching  of  long  duration.  The 
mechanism  of  this  symptom  is  unknown  but 
among  the  explanations  given  are  chronic 
anoxia  of  the  heart  muscle,  distention  of 
the  muscle  walls  causing  traction  upon  af- 
ferent sensory  endings  in  the  heart  and 
sensitization  of  the  anterior  chest  wall  caus- 
ed by  the  constant  pounding  of  the  heart 
upon  this  fixed  structure.  Similarly  in 
patients  with  neurocirculatory  asthenia  and 
cardiac  neurosis,  precordial  and  inframam- 
mary aching  of  a dull,  constant,  and  long- 
duration  type  associated  almost  always  with 
precordial  tenderness  is  found  very  frequent- 
ly. That  the  precordium  has  become  sensi- 
tized seems  obvious,  but  whether  this  pro- 
cess has  arisen  from  within  by  cardiac  beat- 
ing against  the  chest  wall  or  in  some  other 
manner  remains  an  obscure  problem. 

It  has  been  demonstrated that  the  peri- 
cardium itself  is  relatively  insensitive  ex- 
cept for  a few  fibers  extending  to  its  lower 
part  from  the  phrenic  nerve.  Pericarditis 
produces  almost  no  pain  except  in  those  in- 
stances of  infectious  processes  which  extend 
through  the  pericardium  to  produce  a pluero- 
pericarditis  in  which  case  pain  is  referred 
over  nerve  segments  supplying  the  pleura. 
This  is  seen  in  rheumatic,  pyogenic,  and 
tuberculous  pericarditis,  whereas  the  dry 
fibrinous  pericarditis  of  myocardial  infarc- 
tion or  uremia  generates  no  pain.  However, 
dull  aching  pain  over  the  cardiac  area  has 
been  described  in  patients  exhibiting  large 
pericardial  effusions. 

The  genesis  and  pathways  of  aortic  pain 
are  of  considerable  interest.  Viscerosensory 
fibers  are  supplied  to  the  adventitia  of  the 
aorta  and  may  be  stimulated  by  direct  irri- 
tation of  the  sensory  endings  or  by  disten- 


tion of  the  aortic  wall.  Sudden  and  rapid 
distention  of  the  aorta  such  as  that  observed 
in  dissecting  aneurysm  results  in  severe  ago- 
nizing pain  over  the  anterior  thorax,  neck, 
back,  and  arms  referred  over  segments  sim- 
ilar to  those  of  the  heart  itself.  As  dissec- 
tion proceeds  in  the  descending  aorta,  suc- 
cessively lower  segments  are  stimulated  in 
the  chest  posteriorly,  laterally,  or  anteriorly 
with  eventual  extension  into  the  abdomen. 
Gradual  dilatation  of  the  aorta  is  not  ac- 
companied by  pain  in  the  average  instance. 
It  has  been  thought  that  large  aneurysms 
of  the  aorta  of  the  syphilitic  type  produce 
pain  by  pressure  upon  contiguous  structures 
in  the  mediastinum.  However,  the  demon- 
stration that  such  pain  may  be  abolished 
by  ablation  or  chemical  destruction  of  the 
upper  thoracic  sympathetic  ganglia  reveals 
that  the  visceral  afferents  must  reach  the 
cord  from  the  aortic  plexuses  through  the 
sympathetic  ganglia  rather  than  the  somatic 
sensory  pathways  in  the  mediastinum. 

Painful  affections  of  the  lungs  may  be 
confused  with  cardiac  pain.  From  the  tra- 
chea and  bronchi  sensorv  afferents  ascend 
the  vagi  to  produce  cough  and  burning  sen- 
sations. The  lung  parenchyma  and  visceral 
pleura  are  insensitive.  Most  pain  arises 
from  the  parietal  and  diaphragmatic  pleura. 
In  the  former  pain  is  transmitted  by  inter- 
costal nerves  at  corresponding  segmental 
levels.  In  the  latter  instance  the  peripheral 
portion  of  the  diaphragmatic  pleura  is  sup- 
plied by  intercostal  nerves,  while  the  central 
leaf  is  innervated  by  the  phrenic  nerve 
which  synapses  in  the  third,  fourth,  and 
fifth  cervical  segments  of  the  cord  to  pro- 
duce pain  over  the  trapezius  and  shoulder 
areas.  Pleural  irritation  as  the  result  of 
pleurisy,  pneumonia,  pulmonary  infarction, 
or  neoplasm  is  differentiated  from  cardiac 
pain  by  its  primary  relation  to  respiration. 
Carcinoma  of  the  lung  is  usually  a painless 
disease  unless  it  involves  the  pleural  sur- 
faces. Pulmonary  embolization  may  produce 
no  pain  at  all,  it  may  produce  characteristic 
pleural  pain,  or  it  may  imitate  myocardial 
infarction  in  all  its  clinical  characteristics, 
particularly  pain,  since  pulmonocardiac  re- 
flexes occur  to  induce  coronary  artery  vaso- 
constriction. Differentiation  may  be  made 
upon  the  prior  existence  of  an  operation  or 
thrombophlebitis  as  a source  of  emboli,  phys- 
ical or  x-ray  findings  in  the  lungs,  hem- 
optysis, and  by  the  electrocardiogram  show- 
ing the  classical  changes  of  cor  pulmonale. 
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In  differentiating  cardiac  from  other  types 
of  pain  in  the  chest  and  arms,  perhaps  that 
arising  from  disease  of  the  gastrointestinal 
tract  presents  the  greatest  difficulty.  It 
is  apparent  from  observations  already  re- 
corded<i^’ that  substernal  pain  with  arm 
radiation  may  arise  from  esophageal  spasm, 
hiatus  hernia,  and  biliary  tract  disease  and 
may  mimic  the  pain  of  coronary  origin  even 
to  the  extent  of  pain  relationship  to  effort. 
The'  exact  afferent  viscerosensory  pathways 
for  these  structures  are  not  known,  but  ex- 
perimental balloon  distention  of  these  upper 
abdominal  viscera  and  clinical  observations 
suggest  points  of  reference  from  dorsal  seg- 
ments, 1 through  12.  Since  sympathetic 
block  of  the  cervical  and  thoracic  ganglia 
does  not  abolish  the  distress  from  the  cardi- 
ac end  of  the  esophagus,  it  is  suggested^^.  n) 
that  some  afferents  probably  ascend  to  the 
brain  through  the  vagus  nerves.  If  care- 
ful attention  is  paid  to  such  symptoms  as 
indigestion,  gas,  distention,  difficulty  in 
swallowing,  distress  related  to  specific  foods 
or  meals  rather  than  to  effort,  a correct 
diagnosis  may  be  suspected  and  proved  by 
the  x-ray  demonstration  of  a gastrointesti- 
nal abnormality.  In  special  instances,  exer- 
cise tolerance  tests  with  electrocardiographic 
controls  may  yield  information  of  diagnostic 
significance.  In  some  instances  where  coro- 
nary disease  and  gall  bladder  disease  coexist, 
it  may  be  impossible  to  differentiate  the 
cause  of  individual  episodes  of  pain. 

Finally  it  is  well  recognized  that  radicular 
pain  extending  to  the  chest  and  arm  may 
arise  as  a result  of  common  abnormalities 
of  the  spine,  such  as  arthritis,  intervertebral 
disk,  fracture  of  the  spine,  and  abnormality 
of  the  peripheral  nerves  and  spinal  cord. 
These  various  syndromes  will  be  discussed 
in  detail  by  Doctors  Baker,  Persons,  and 
Odom.  Such  pain  has  a specific  segmental 
distribution,  tends  to  be  constant  and  of  long 
duration  as  compared  to  cardiac  pain,  and 
is  more  frequently  related  to  posture,  move- 
ments of  the  spine,  sneezing,  coughing, 
yawning,  and  straining.  A careful  history, 
a meticulous  neurological  examination,  as 
well  as  x-ray  studies  will  point  to  a correct 
diagnosis.  Shoulder  and  hand  pain  is  a 
common  sequel  to  myocardial  infarction. 
This  syndrome  is  of  considerable  importance, 
since  pain  of  this  origin  has  been  mistaken 
for  continued  pain  of  coronary  diseases. 
This  subject  will  be  discussed  in  detail  by 
Dr.  Persons. 


In  summary  the  differentiation  of  pain 
in  the  chest  and  arms  must  rest  upoh  a 
precise  evaluation  of  all  factors,  the  history, 
the  physical  examination,  x-ray  and  electro- 
cardiographic data,  and  the  use  of  special 
tests  such  as  the  exercise  or  anoxemia  test, 
when  indicated. 
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The  Cutaneous  Manifestations  of 
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Clinicians  should  be  adapt  at  reading  the 
diagnosis  and  prognosis  of  certain  internal 
diseases  from  the  skin.  A disease  with  sev- 
eral distinct  cutaneous  manifestations  is 
diabetes  mellitus.  It  seems  that  such  dermal 
changes  as  the  vaginitis,  the  xanthomas, 
and  carotenemia  of  diabetes  should  be  recog- 
nized as  readily  by  the  physician  as  are 
polydypsia,  polyuria,  and  polyphagia. 

That  the  skin  and  its  products  should 
show  elevated  sugars  like  the  blood  seems 
natural.  Urbach  demonstrated  this  by  doing 
sugar  determinations  on  30-40  mgm.  of  hu- 
man skin.  He  found  that  the  so-called  free 
sugar  of  the  skin  amounted  to  58%  of  the 
fasting  blood  sugar.  A level  of  68  mgm. 
percent  in  the  skin  he  considered  pathologic. 
He  showed  that  the  curve  obtained  by  skin 
sugar  determination  after  oral  administra- 
tion of  100  grams  of  dextrose  imitated  the 
blood  curve.  In  diabetics  with  dermatoses 
like  furunculosis  and  pruritis  he  found  the 
skin  sugar  level  higher  than  in  diabetics 
without  skin  changes  in  spite  of  equal  blood 
sugar  levels.  The  sweat  at  the  same  time 
showed  increases  of  300-400%  in  its  sugar 
content  after  ingestion  of  dextrose.  In  the 
diabetic  the  sugar  on  the  skin  was  higher 
than  in  the  non-diabetic. 

In  a series  of  diabetic  cases  reported  by 
Greenwood  as  many  as  25%  had  or  had  had 
skin  diseases  varying  from  pruritis  to  gan- 
grene, ulcers,  carbuncles,  furuncles,  and  bal- 
antitis.  If  the  diabetic  patient’s  skin  was 
abnormally  dry  the  changes  were  marked. 

The  skin  disorders  in  diabetes  are  prob- 
ably due  to  a number  of  causes  working 
singly  or  together.  The  accumulation  of 
sugar  on  the  skin  may  cause  irritation  and 
pruritis  or  may  create  a suitable  media  for 
the  gi’owth  of  yeast  and  other  organisms. 
The  arteriosclerotic  changes  and  pseudo 
tabes  of  diabetes  must  play  a part  in  the 
formation  of  ulcers.  The  hyperlipemia  of 
diabetes  causes  the  xanthomatous  lesions. 

Xanthoma  Diabeticorum,  an  eruption  due 
to  faulty  fat  metabolism,  is  singular  to  dia- 
betes. The  eruption  appears  suddenly,  us- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
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ually  in  large  numbers  on  the  extensor  sur- 
faces of  the  elbows  and  the  knees.  It  may 
occur  elsewhere  like  the  buttocks,  face, 
palms,  soles,  and  even  in  the  mouth.  The 
lesions  are  firm,  small,  erythematous,  cream- 
colored,  or  yellowish  nodules.  These  may 
grow  and  coalesce  forming  patches  of  var- 
ious sizes  and  shapes.  About  the  lesions 
may  be  seen  a narrow  erythematous  or 
violet  line.  Pruritis  may  be  severe  with 
resultant  secondary  excoriations,  and  even 
pustules. 

The  lesions  of  xanthoma  diabeticorum 
disappear  rapidly  under  proper  dietary  re- 
gime plus  the  use  of  insulin.  The  increased 
fatty  acids  and  neutral  fats  of  the  blood 
drop  rapidly  and  the  elevated  cholesterol 
responds  less  rapidly  to  therapy. 

Necrobiosis  Lipoidica  Diabeticorum  has 
been  associated  with  diabetes  mellitus  in 
more  than  87%  of  the  cases  described  in 
the  literature.  The  cutaneous  lesions  us- 
ually develon  several  months  or  years  after 
the  onset  of  the  diabetes.  The  reverse  may 
also  be  true,  with  the  cutaneous  lesions  pre- 
ceding the  onset  by  years.  In  some  patients 
without  demonstrable  diabetes  one  may  get 
a history  of  familial  incidence  of  the  disease. 
The  skin  disturbance  may  be  looked  upon 
as  a prodromal  sign  of  diabetes  in  some 
people.  The  initial  lesion  is  a small  red 
sharply  bordered  papule  which  may  be  cap- 
ped by  a slight  scale.  This  primary  lesion 
later  grows  into  irregular  flat  scleroderma- 
like plaques  of  various  sizes  and  shapes  with 
well  defined  borders  and  smooth  glisten- 
ing waxy-appearing  surfaces.  The  center 
becomes  depressed  and  yellowish  in  color 
while  the  surrounding  area  becomes  vio- 
laceous to  pink  with  an  areola  of  red  or 
brown.  Telangiectasia  is  seen  in  the  yellow 
surfaces.  The  lesions  may  ulcerate.  They 
occur  usually  on  the  legs  and  occasionally 
on  the  trunk  and  upper  extremities  where 
trauma  may  be  a factor.  Tenderness  rather 
than  itching  or  pain  may  be  present.  It  has 
been  suggested  that  the  condition  is  either 
due  to  a primary  tissue  necrobiosis  caused 
by  some  postulated  toxin  of  diabetes  mellitus 
with  secondary  infiltration  of  necrotic  tissue 


Volume  33 
Number  11 


DIABETES  MELLITUS:  JOHNSON 


371 


by  lipids  over-abundant  in  the  circulating 
blood  or  to  primary  vascular  injury  from 
some  toxin  with  secondary  thrombosis, 
necrosis,  and  fat  imbibition. 

Fat  poor  and  relatively^  high  carbohy- 
drate diets  with  insulin  improves  a few 
cases.  Diets  rich  in  soya  lecithin  have  been 
helpful. 

Generalized  Pruritis  without  any  apparent 
skin  changes  may  occur  in  diabetics  par- 
ticularly in  advanced  cases. 

Therapy  consists  in  getting  the  diabetes 
under  control  and  using  emollients  like  cal- 
amine emulsion  to  which  1/4%  menthol  has 
been  added  or  baths  in  Nivea  lotion  15.0  cc. 
to  a tub  of  water.  Some  cases  will  be  re- 
lieved with  the  use  of  1%  salicylic  acid  in 
10%  cocoabutter  in  cold  cream. 

Furuncles  and  Carbuncles  have  been 
shown  to  be  more  common  in  the  diabetic 
than  in  the  non-diabetic.  In  the  diabetic 
such  conditions  as  scabies,  eczemas,  and 
other  cutaneous  diseases  may  be  associated 
with  furuncles.  A furuncle  or  boil  is  an 
acute,  round,  tender  to  painful  elevated  cir- 
cumscribed perifollicular  staphylococci  ab- 
cess  which  generally  ends  in  central  sup- 
puration with  discharge  of  a plug  (core). 
The  lesion  may  spread  by  auto-inoculation. 
The  sites  of  predilection  are  the  back  of  the 
neck,  the  exilla,  and  the  buttocks. 

A carbuncle  is  an  inflammatory  process 
composed  of  abscesses  that  are  walled  in  by 
the  fibrous  trabeculae  of  the  dense  sub- 
cutaneous tissue  occurring  frequently  on 
the  neck  or  the  upper  back  near  the  midline. 
Carbuncles  may  be  superficial  or  deep.  The 
superficial  variety  is  characterized  in  the 
early  stage  by  cutaneous  redness,  multiple 
skin  perforations  and  in  the  late  stage  by 
sloughing  with  little  or  no  scar  formation. 
In  the  deep  type  the  lesions  seem  brawny 
and  fixed.  Suppuration  is  deep  and  per- 
foration of  the  skin  occurs  late.  The  slough- 
ing which  follows  leaves  ulcers  of  punched- 
out  appearance  which  heal  with  scarring. 
Therapy  is  as  follows: 

1.  Get  the  diabetic  under  control. 

2.  Protect  the  lesion  from  irritation, 
squeezing,  and  trauma. 

3.  Give  penicillin  intramuscularly  and 
into  or  near  the  region  of  the  furuncle  or 
carbuncle. 


4.  Use  frequent  wet  compresses  with 
Vleminickx’s  solution  15.0  cc.  to  500.0  cc.  of 
warm  water,  or 

5.  Compress  with  equal  parts  of  glycerin 
and  alcohol,  or 

6.  Apply  hot  flaxseed  poultices  every 
hour. 

7.  Give  x-ray  250  R with  filtration  on 
hairy  parts  of  the  body;  larger  doses  on 
non-hairy  parts. 

8.  Incise  and  drain  the  lesions  when  they 
have  become  localized  and  inactive. 

9.  Apply  penicillin  ointment  or  ammo- 
niated  mercury  ointment  10%  topically. 

10.  Give  autogenous  or  stock  vaccine. 

11.  In  deep  carbuncles  extensive  crucial 
incisions  with  elevation  of  flaps  and  trim- 
ming away  necrotic  tissue  followed  by  pen- 
icillin wet  compresses,  and  penicillin  intra- 
muscularly may  be  necessary. 

12.  To  prevent  recurrences,  stop  expo- 
sures to  clothing  soaked  in  oils  and  greases, 
and  massages  with  oils  and  greases. 

Mycotic  Infections  due  particularly  to 
monilia  albicans,  a yeast,  are  often  found  in 
the  diabetic.  This  is  probably  due  to  the 
accumulation  of  sugar  on  the  skin  causing 
a favorable  media  for  the  yeast’s  growth. 
This  may  manifest  itself  as  thrush;  inter- 
trigo; infections  of  the  ears,  hands,  feet, 
and  genital  areas ; paronychias;  nail 
changes ; and  a systemic  infection.  The 
importance  of  mycotic  infections  in  diabetics 
lies  in  the  danger  of  more  severe  infections, 
complications,  and  gangrene. 

When  monilia  albicans  invades  the  buccal 
surfaces  of  the  mouth,  it  is  called  thrush 
which  causes  glistening  creamy- white  patch- 
es or  pseudo  membranes.  These  may  be 
loosely  adherent  to  the  skin  and  when  re- 
moved show  bright  red  moist  bases.  The 
patches  may  vary  in  size  and  number.  Glos- 
sitis in  the  way  of  a smooth  tongue  with 
whitish  lesions  on  the  sides  and  undersur- 
faces may  be  found.  The  localized  lesions 
of  the  tongue  are  adherent,  slightly  raised, 
and  somewhat  corrugated.  The  lesions  are 
often  mistaken  for  leukoplakia. 

At  the  angles  of  the  mouth  there  is  us- 
ually a macerated  moist  fissure  with  a 
bright  red  base  and  a surface  which  may 
show  a pellicle  of  skin.  This  is  often  spoken 
of  as  perleche. 
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In  the  obese,  particularly,  intertriginous, 
axillary,  inframammary,  umbilical  genito- 
inguinal,  and  anal  lesions  may  occur.  When 
the  webs  of  the  fingers  and  toes  are  invaded 
maceration  typical  of  tinea  pedis  may  occur. 
A characteristic  lesion  of  monilia  infections 
of  the  hands  is  erosio  interdigital  blastomy- 
cetica.  Here  the  interdigital  webs  of  the 
hands  (usually  the  third  and  fourth)  are 
solely  affected.  All  intertriginous  lesions 
are  characterized  by  marginated  erythe- 
matous wet  exudative  surfaces  with  scaling, 
overhanging  borders  which  may  be  rimmed 
by  vesicles  and  small  pustules.  Deep  fis- 
sures are  often  found  in  the  deepest  parts 
of  the  skin  folds.  Pruritis  and  irritation  is 
a common  symptom. 

Non-Suppurative  Paronychia  is  charac- 
teristic of  monilia  infections.  The  base  of 
the  nails  are  characterized  by  painful  to 
throbbing,  reddened  swellings  which  resem- 
ble pyogenic  infections. 

Onychitis  may  start  with  transverse 
ridges  of  the  nails.  The  nail  at  first  re- 
mains hard  and  then  gradually  becomes 
thickened  and  distorted,  particularly  at  the 
edges.  The  proximal  portion  or  edges  of 
the  nail  sometimes  become  eroded. 

Monilia  albicans  may  invade  the  vulva, 
vagina,  and  even  the  glans  penis  of  the  dia- 
betic. Yeast  infection  rather  than  the  sugar 
covered  surfaces  per  se  cause  the  local 
pruritis,  irritation,  and  feeling  of  heat  which 
are  present.  The  parts  are  often  swollen 
with  brilliant  red  to  reddish-blue  surfaces 
showing  grayish  to  white  patches.  The  cer- 
vix is  usually  hyperemic  and  swollen  with 
small  vesicles  or  erosions  on  its  surface. 
The  urethral  and  anal  orifices  and  adjoin- 
ing skin  may  show  eczematoid  reactions. 
Since  the  inflammation  of  monilia  albicans 
is  usually  limited  to  moist  surfaces,  bal- 
anitis, is  therefore,  not  common  in  circum- 
cised males. 

Therapy  of  the  intertrigo  and  mycotic  in- 
fections of  the  skin: 

1.  If  the  hands  are  infected  keep  them 
out  of  soapy  water.  If  obesity  is  present 
have  the  patient  reduce. 

2.  Gentian  violet  1-2%  with  or  without 
Gram’s  solution  of  iodine  at  least  twice  a 
day  for  5 days  will  clear  many  areas.  There 
is  a danger  of  sensitivity  to  gentian  violet 
as  well  as  the  iodine. 


3.  Baths  of  1-10,000  potassium  perman- 
ganate once  or  twice  a day  should  be  used 
if  the  eruption  is  extensive. 

4.  Wet  compresses  of  Burow’s  solution 
1-30  or  silver  nitrate  1-1000  will  help  clean 
many  surfaces. 

5.  Roentgen  therapy  once  .a  week  in  in- 
fections of  the  nails  is  indicated. 

6.  Give  iodides  orally  and  ethyl  iodide 
by  inhalation  for  the  systemic  variety  of 
monilia  infections. 

7.  Use  alkaline  douches  for  the  vulvo- 
vaginitis. 

8.  Propionic  acid  and  its  salts,  caprylic 
acid  and  its  salts,  and  undecylenic  acid  and 
its  zinc  salt  have  been  used  topically  for 
the  treatment  of  monilia  infections  in  the 
diabetic. 

9.  The  essential  oils  like  cinnamon  and 
cloves  can  be  used  for  mouth  washes  in 
thrush. 

10.  Desensitization  with  oidiomycin  ex- 
tracts may  be  helpful. 

Vascular  diseases  due  to  the  thickening 
of  the  tunics  and  narrowing  of  the  lumina 
of  arteries  is  frequent  particularly  in  the 
elderly  and  middle-aged  diabetics.  Abnor- 
mally low  temperatures,  pallor  and  cyanosis 
of  the  feet  have  been  noted  by  many.  Gan- 
grene of  the  foot  can  often  be  traced  in 
these  individuals  to  interdigital  fissuring, 
ingrown  toe  nails,  infected  corns  and  cal- 
louses, and  small  injuries  from  self  treat- 
ment. 

In  some  centers  special  foot  clinics  for  the 
diabetic  have  been  established  to  educate 
the  diabetic  in  care  of  the  feet.  Each  morn- 
ing warm  foot  baths  followed  by  alcohol 
rubs  and  a dusting  powder  are  advocated. 
At  night  massage  of  the  feet  with  lanolin  is 
practiced.  Foot  baths  which  dry  the  feet 
like  epsom  salts,  starch,  and  soda  are  not 
used.  Careful  clipping  of  the  toe  nails  and 
supervised  care  of  callouses  and  corns  is 
carried  out  by  the  physician.  Exercising 
the  toes  and  feet,  raising  and  hanging  down 
both  legs,  and  contrast  baths  are  used.  The 
feet  are  kept  warm  with  stockings  and  not 
hot  water  bottles.  Well  fitting  shoes  are 
considered  important,  metal  arch  supports, 
circular  garters  and  bandages  are  not 
allowed. 

Impending  gangrene  can  usually  be  diag- 
nosed by  determining  the  presence  or  ab- 
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sence  of  pulsation  in  the  peripheral  arteries, 
by  the  pallor  present  on  elevation  of  the 
extremity  and  slow  regain  of  color  on  return 
of  the  extremity  to  the  horizontal  position 
and  the  purplish  discoloration  of  the  de- 
pendent extremities.  Determination  of  the 
skin  temperature  and  study  of  the  wheal 
and  flare  caused  by  histamine  will  also  give 
a measure  of  the  circulation  impairment. 

The  treatment  of  gangrene  is  usually  sur- 
gical. The  chemosurgical  methods  described 
by  Mohs  is  particularly  efficacious. 

Trophic  ulcers  of  the  foot  and  ulcers  of 
the  leg  are  often  seen  particularly  in  the 
obese  diabetic.  They  develop  as  a result  of 
increased  pressure  or  trauma.  These  are 
treated  like  any  ulcer  with  rest,  elevation, 
wet  compresses  of  Burow’s  solution  1-30 
or  silver  nitrate  solution  1-1000  followed 
by  5%  scarlet  red  dressings. 

Carotenemia,  a yellowish  to  chrome-yellow 

❖ 

BLOOD  TRANSFUSIONS  EFFECTIVE 
FOR  HEMOPHILIA 

Blood  transfusions  are  effective  in  controling 
hemophilia  over  long  periods  of  time,  report  two 
researchers  from  the  Medical  Research  Labora- 
tories, Beth  Israel  Hospital  and  the  Department  of 
Medicine,  Haiward  Medical  School,  Boston. 

Hemophilia  is  an  inherited  condition  in  which  the 
blood  does  not  clot  readily. 

Writing  in  the  current  (September  18)  issue  of 
The  Journal  of  the  American  Medical  Association, 
the  researchers — Benjamin  Alexander,  M.D.,  and 
Greta  Landwehr,  B.S. — say  that  “observations  on 
patients  treated  over  a period  of  10  to  20  months 
indicate  that  this  approach  provides  amelioration 
of  the  bleeding  tendency.” 

Hemophilia  occurs  mostly  in  men,  although  wo- 
men “carry”  the  disease  and  transmit  it  to  their 
sons.  Slight  accidents,  which  would  have  little 
effect  on  a normal  person,  may  cause  fatal  hemor- 
rhage in  persons  with  hemophilia. 

Four  patients  with  the  disease  were  given  blood 
plasma  three  to  four  times  weekly  by  the  research- 
ers. The  blood  transfusions  were  always  followed 
by  a drop  to  normal  or  nearly  normal  in  the  time 
required  for  the  patient’s  blood  to  clot,  says  the 
article.  Two  of  the  patients  treated  who  had  not 
been  able  to  take  part  in  active  sports  played 
baseball  and  basketball  after  receiving  blood  plasma. 

Of  the  10  reactions  which  the  researchers  ob- 
served during  the  study,  only  four  were  moderately 
severe  or  severe  with  symptoms  of  chills,  drop  in 
blood  pressure,  and  headache.  This  incidence  of  re- 
actions was  only  slightly  more  than  1 per  cent,  the 
researchers  say.  One  patient  developed  jaundice, 
probably  from  the  transfusions,  they  believe. 

Blood  plasma  is  effective  against  hemophilia 
only  as  long  as  transfusions  continue  to  be  given, 
and  the  treatment  does  not  cure  the  unerlying  con- 


discoloration,  is  often  seen  in  diabetics  and 
may  be  the  only  change  seen  in  the  con- 
trolled diabetic.  This  may  be  due  to  restrict- 
ed diets  rich  in  carotin  and  abnormality  in 
fat  metabolism,  particularly  of  cholesterol. 
This  staining  is  often  seen  best  on  the  palms 
and  the  soles. 

Fat  Atrophy  at  the  sites  of  injection  of 
insulin  occurs  in  about  7%  of  the  cases. 
There  is  localized  loss  of  subcutaneous  fat, 
a feeling  emptiness  to  the  subcutaneous  tis- 
sues. This  may  be  due  to  a sudden  release 
of  glycogen  from  the  muscle  by  the  insulin 
which  helps  to  burn  the  fat. 

Dupuytren’s  Contracture  of  the  palmar 
aponeurosis  and  Peyronies  disease  are  seen 
more  often  -in  diabetics  than  non-diabetics. 

SUMMARY 

The  common  cutaneous  manifestations  of 
diabetes  mellitus  are  discussed  and  the  ther- 
apy for  each  is  briefly  outlined. 

dition  of  the  disease,  the  article  emphasizes.  Yet 
this  treatment  is  the  first  reported  which  is  ef- 
fective in  controlling  hemophilia  over  a long  period 
of  time,  the  researchers  point  out. 


MENINGITIS  LOSING  ITS  STING 

Spinal  meningitis,  terror  of  World  War  I train- 
ing camps,  has  today  lost  much  of  its  menace,  ac- 
cording to  a report  by  Dr.  Worth  B.  Daniels  sub- 
mitted through  the  Office  of  The  Surgeon  General 
of  the  Army  and  published  in  the  Archives  of  In- 
ternal Medicine. 

The  report  points  out  that  less  than  three  per 
cent  died  of  some  14,500  soldiers  treated  during 
the  World  War  II  period  for  this  once  almost  help- 
less infection.  The  remarkably  low  death  rate  was 
due.  Dr.  Daniel  said,  both  to  the  efficiency  of  sul- 
fadiazine and  penicillin  in  controlling  the  infection 
and  to  quicker  diagnosis.  Early  diagnosis  and 
the  prompt  use  of  the  drugs  can  usually  stop  the 
spread  of  the  bacteria  before  they  have  a chance 
to  become  localized  in  the  linings  of  the  spinal  cord 
and  brain. 

Altogether  there  were  about  300  deaths  from 
meningococcic  infection  in  World  War  II.  Approx- 
imately ten  per  cent  of  these  died  before  the  germ 
had  become  localized  in  the  nervous  system  tissues. 

The  war  experience.  Dr.  Daniels  says,  shows  that 
sulfadiazine  is  the  best  available  drug.  It  is  not 
as  effective  as  penicillin  against  the  bacteria  in 
the  blood  stream  but  the  latter  drug  proved  to 
have  one  great  disadvantage.  While  penicillin  cir- 
culates through  the  blood  stream  freely,  it  does  not 
get  into  the  cerebro-spinal  fluid  in  predictable 
quantities  and  hence  cannot  be  relied  upon  to  pre- 
vent invasion  of  brain  and  spinal  cord  tissues.  Sul- 
fadiazine enters  the  spinal  fluid  rapidly  in  high 
concentrations. 


Amebic  Liver  Abscess 

J.  R.  KLEYLA,  M.D.,  F.A.C.P.;  W.  J.  REEDY,  M.D., 
and  R.  L.  EGAN,  M.D. 

From  the  Department  of  Medicine,  Creighton 
University  School  of  Medicine, 

Omaha,  Nebraska 


The  most  important  and  most  common 
complication  of  intestinal  amebiasis  is 
amebic  infection  of  the  liver.  Pitfalls  in 
diagnosis  are  obviated  if  the  possibility  of 
amebiasis  is  kept  in  mind.  It  is  important 
to  know  that  dysentery  is  not  necessarily  a 
frequent  manifestation  of  amebiasis.  De- 
spite the  absence  of  a history  or  symptoms 
of  diarrhea,  amebiasis  must  be  considered  in 
the  differential  diagnosis  of  many  clinical 
syndromes.  About  forty  percent  of  cases 
of  amebic  liver  abscesses  give  no  history  of 
dysentery  or  known  amebic  infection. 

The  diagnosis  of  amebic  disease  of  the 
liver  is  contingent  upon  a high  index  of  sus- 
picion. The  great  number  of  carriers  of 
Endamoeba  histolvtica  makes  the  problem  of 
diagnosis  one  of  immediate  importance.  It 
is  logical  to  anticipate  that  such  cases  will 
be  seen  more  frequently  in  these  years  fol- 
lowing the  return  of  large  numbers  of  per- 
sonnel from  amebic  endemic  areas. 

The  acute  symptoms  of  a pyogenic  infec- 
tion are  frequently  the  presenting  com- 
plaints of  amebic  hepatic  involvement  as 
illustrated  by  Warshawsky^^^  and  Fergu- 
son ^2)^  XPe  time  elapsing  between  amebic 
infection  and  the  symptoms  of  amebic  liver 
abscess  varies  from  one  to  four  months  but 
Thurston cites  a case  of  only  five  days 
duration.  Others  have  reported  cases  of 
liver  abscess  occurring  twenty  and  thirty 
years  after  the  initial  infection 

Apparently  too  often  the  term  amebiasis 
suggests  an  acute  dysentery  and  any  com- 
plications that  occur  when  no  history  of  an 
acute  diarrhea  is  elicited  are  undiagnosed  or 
wrongly  diagnosed. 

INCIDENCE 

A review  of  125  surgical  cases  of  liver 
abscess  at  the  Mayo  Clinic,  for  the  eighteen 
year  period  ending  1938,  revealed  thirty- 
five  cases  with  hepatic  involvement  of  E. 
histolytica,  eighteen  of  which  came  to  oper- 
ation while  seventeen  presented  such  clin- 
ical and  laboratory  evidence  as  to  warrant 
a diagnosis  of  amebic  infection  of  the  liver. 
Thus  the  ameba  was  the  cause  of  abscess  in 
eighteen  (14  percent)  of  the  125  cases  of 


liver  abscess.  These  authors  find  the 
incidence  of  amebic  abscess  and  hepatitis  in 
relation  to  amebiasis  itself  to  be  approxi- 
mately 2 or  3 percent.  Payne^'^  discusses 

2.000  cases  of  dysentery  of  all  types  seen 
in  Eastern  India  in  two  years  in  which 

1.000  were  amebic.  Fifty  percent  of  the 
amebic  dysenteries  were  complicated  by 
amebic  hepatitis  and  2.8  percent  developed 
liver  abscess. 

A large  proportion  of  liver  abscesses  are 
amebic  in  origin.  Between  1928  and  1941, 
287  natients  with  liver  abscess  were  treated 
at  Charity  Hospital  of  Louisianna;  181  (63 
percent)  were  amebic  abscesses  and  106 
(37  percent)  were  non-amebic^^h  Faust^^^ 
states  that  ‘Tn  the  population  of  the  United 
States  an  average  amebiasis  incidence  as 
high  as  20  percent  may  be  reached,  rather 
than  the  accepted  figure  of  5 to  10  percent.” 
Thus  it  can  be  estimated  that  twenty  to 
twenty-five  million  individuals  are  infected 
in  this  country  and  the  potential  hepatic 
complications  are  about  one  million.  These 
figures  make  it  incumbent  upon  physicians 
to  become  cognizant  of  this  disease. 

SYMPTOMOTOLOGY 

The  symptoms  of  intestinal  infection  with 
E.  histolytica  varies  from  those  cases  with 
marked  diarrhea  with  blood  and  mucus  to 
those  with  no  real  dysentery  except  for  an 
occasional  soft  unformed  stool.  Complica- 
tions are  as  likely  to  occur  in  the  latter  as 
in  the  former One  can  expect  one-third 
to  one-half  of  cases  of  amebic  hepatic  ab- 
scess to  give  no  history  of  diarrhea.  The 
explanation  for  a high  incidence  of  amebic 
hepatitis  without  antecedent  diarrhea  is 
based  on  the  frequent  localization  of  amebic 
infection  to  the  right  portion  of  the  colon, 
and  the  differences  in  function  of  the  ascend- 
ing and  descending  portions  of  the  colon 

The  clinical  manifestations  of  amebic  liver 
abscess  are  not  dissimilar  from  those  of 
many  non-amebic  abscesses  of  the  liver. 
The  chief  systemic  symptoms  are  weakness, 
weight  loss,  anorexia,  diarrhea,  chills,  pro- 
fuse perspiration,  nausea,  and  vomiting. 
The  local  manifestations  of  amebic  liver  ab- 
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scess  are  pain  and  tenderness  in  the  region 
of  the  liver,  hepatomegaly,  associated  with 
diaphragmatic  pluerisy  with  basal  lung 
changes  on  the  right  side.  An  associated 
secondary  anemia,  more  marked  in  the 
chronic  form,  may  be  present.  Jaundice 
is  not  usual. 

DIAGNOSIS 

Laboratory  methods  of  diagnosis  are  es- 
sential for  confirmatory  proof  of  amebic  in- 
fection. Stool  examination  is  the  single 
most  important  laboratorj^  procedure.  The 
character  of  the  stools  determine  the  form 
of  the  parasite  seen.  In  the  presence  of 
diarrhea,  trophozoites  are  found  and  these 
are  the  invasive  form  of  the  parasite.  Cysts 
are  usually  found  in  the  formed  stool.  A 
very  satisfactory  system  of  stool  examina- 
tion is  to  examine  normally  passed  warm 
stools  within  15  minutes  of  reception  on 
three  consecutive  mornings,  then  examina- 
tion of  a stool  specimen  following  a saline 
purge.  For  routine  purposes,  90  percent  of 
patients  in  whom  E.  histolytica  may  be 
found  will  be  diagnosed  if  twelve  specimens 
are  examined Sigmoidoscopy  should  be 
performed  for  visualization  of  the  recto- 
sigmoid area  and  a smear  and  culture  made 
from  any  ulcerations.  Roentgenography  for 
right  basal  lung  changes  and  elevation  and 
pointing  of  the  right  leaf  of  the  diaphragm 
is  indicated.  Keen^^^)  encourages  the  in- 
jection of  air  into  the  abscess  cavity  after 
preliminary  aspiration  and  subsequent  x-ray 
to  determine  the  size  and  shape  of  the  liver 
abscess.  He  suggests  the  instillation  of  pen- 
icillin into  the  cavity  at  time  of  air  injection 
as  prophylactic  against  secondary  infection. 
The  complement  fixation  test  demonstrated 
by  Craig  in  1927  is  a useful  diagnostic  lab- 
oratory test  but  is  not  universally  practical 
because  of  difficulty  in  obtaining  a potent 
antigen.  A therapeutic  test  with  emetine 
is  a prompt  help  in  diagnosis. 

The  amebae  migrate  from  the  ulcerative 
lesion  in  the  intestine  to  the  liver  by  way  of 
the  venous  circulation  and  lodge  in  the 
small  vessels  as  an  infarction  and  thrombus 
with  resultant  microscopic  areas  of  cytolysis 
which  become  the  abscess.  Thus  hepatitis 
may  be  followed  by  an  abscess  which  is 
bacteriologically  sterile  in  the  absence  of 
secondary  infection. 

The  character  of  the  aspirated  material 
from  an  amebic  liver  abscess  is  identifying. 
It  is  not  true  pus  unless  infected  with  sec- 
ondary bacteria.  The  true  cytolysed  mater- 


ial presents  a chocolate  brown  viscous  fluid 
consisting  of  shreds  of  necrotic  liver  tissue,, 
blood,  and  cytolysed  tissue.  The  amebae 
are  found  characteristically  in  the  zone  of 
necrotic  tissue  adjacent  to  the  outer  dense 
fibrotic  abscess  wall  and  are  difficult  to 
demonstrate  at  the  time  of  the  first  aspir- 
ation. 

TREATMENT 

Upon  this  concept  of  a bacteriologically 
sterile  amebic  liver  abscess  is  based  the 
rationale  of  treatment.  There  is  quite  gen- 
eral agreement  in  the  literature  as  to  the 
treatment  of  amebic  hepatic  abscess.  Am- 
ebic hepatitis  and  uncomplicated  amebic 
abscess  are  treated  by  the  subcutaneous 
administration  of  emetine.  If  a favorable 
response,  subsidence  of  symptoms  both  local 
and  general,  is  not  elicited  after  the  use 
of  emetine  for  a seven  day  period  then 
aspiration  is  indicated.  In  cases  of  infected 
amebic  abscess  the  treatment  is  open  drain- 
age preceded  by  four  days  of  emetine 
therapy. 

Adequate  treatment  with  emetine  is  fully 
as  important  as  the  operation;  start  emetine 
immediately  after  aspiration  or  at  the  time 
of  aspiration^^)  for  the  reason  that  with 
emptying  of  the  abscess  cavity  a negative 
pressure  is  set  up  and  later  there  is  an 
effusion  of  serum  into  the  cavity  from  the 
outside.  If  emetine  is  in  the  serum  it  may 
be  more  effective  against  living  amebae  in 
the  outer  abscess  wall.  It  is  necessary  to 
follow  the  treatment  of  the  liver  abscess 
with  treatment  of  the  intestinal  amebiasis. 
An  amebacide  such  as  chiniofon,  vioform  or 
diodoquin  is  indicated.  Carbarsone  should 
not  be  used  in  hepatic  involvement  as  it  is 
toxic  to  the  liver In  cases  of  doubtful 
diagnosis  explore  and  aspirate,  or  explore 
and  clean  out  the  cavity  and  suture  wound 
firmly;  give  emetine  therapy.  Drainage  is 
performed  only  as  the  last  resort,  the  sole 
indication  being  sepsis 

Emetine  does  not  destroy  the  cystic  form 
of  E.  histolytica  and  therefore  is  not  the 
most  effective  drug  in  intestinal  amebiasis. 
E.  histolytica  infection  which  has  become 
deeply  seated  into  the  tissues  of  the  bowel 
is  not  sufficiently  attacked  by  such  drugs 
as  dioquin  and  chiniofon.  Therefore  it  is 
evident  that  both  drugs  are  necessary  in 
the  treatment  of  amebic  liver  abscess. 

The  amebic  abscess  which  is  secondarily 
infected  must  be  considered  a pyogenic  pro- 
cess and  is  quite  different  from  the  uncom- 
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plicated  amebic  abscess  which  is  sterile ; 
the  former  requires  drainage  and  emetine 
therapy,  the  latter  requires  aspiration  and 
emetine.  Secondary  infection  can  be  immed- 
iately determined  by  the  microscopic  exam- 
ination of  a smear  for  the  presence  of  bac- 
teria and  leukocytes.  Aspiration  evacuates 
an  abscess  and  maintains  its  sterility. 
Oschner  and  DeBakey^^b  as  well  as  Thurs- 
ton believe  it  is  unnecessary  and  even 
undesirable  to  introduce  any  substance  into 
the  abscess  cavity. 

The  danger  of  emetine  is  that  it  may 
produce  degenerative  changes  in  the  cardiac 
muscle,  as  shown  by  electrocardiographic 
examinations.  Toxic  manifestations  due  to 
emetine  are  diarrhea,  nausea,  vomiting, 
anorexia,  rapid  pulse,  fall  in  blood  pressure, 
muscle  pains  and  weakness.  These  un- 
desirable effects  can  be  obviated  by  careful 
dosage  according  to  weight  and  age  of  the 
patients,  not  to  exceed  one  grain  (metric 
.065  grams)  total  daily  dose,  by  treatment 
under  strict  bed  rest,  by  daily  examination 
of  the  rate  and  rhythm  of  the  pulse  and 
daily  blood  pressure  determinations 

The  number  of  cases  of  amebic  liver  ab- 
scess requiring  surgery,  now  50  to  60  per- 
cent, may  be  greatly  lowered  by  the  success 
of  penicillin  and  streptomycin ; secondary 
infection  complicating  amebic  abscesses 
might  be  controlled  and  open  drainage  less 
and  less  frequently  indicated. 

CASE  REPORT 

Mr.  J.  N.,  62  year  old  white  male  welder  was 
admitted  to  St.  Joseph’s  Hospital  on  November  16, 
1947,  with  the  chief  complaint  of  severe  upper  ab- 
dominal pain,  diarrhea,  vomiting,  chills,  fever,  and 
loss  of  appetite,  of  one  week’s  duration.  At  the 
onset,  the  patient  experienced  some  distress  in  the 
upper  abdomen  progressing  to  pain,  and  on  the  third 
day  of  illness  the  pain  became  severe,  accompanied 
by  the  above  symptoms.  The  past  history  em- 
braces the  following  hospital  admissions:  1932  for 

“colon  condition”;  September  1941,  “intestinal  in- 
fluenza”; and  April  1942,  colitis. 

During  the  admission  of  September  1941  a com- 
plete gastro-intestinal  x-ray  series  with  barium 
suggested  a spastic  colon;  x-ray  examination  with 
dye  failed  to  reveal  gall  bladder  pathology;  a stool 
examination  was  negative  for  parasites.  On  the 
admission  of  April  1942  a complete  gastro-intesti- 
nal series  indicated  chronic  ulcerative  colitis;  a 
preliminary  gall  bladder  x-ray  film  and  a gall 
bladder  x-ray  with  dye  were  negative. 

The  systemic  review  was  essentially  negative  ex- 
cept for  the  gastro-intestinal  symptoms  as  above, 
the  absence  of  blood  and  mucus  in  the  stools,  and 
the  complaint  of  some  intermittent  cough  productive 
of  loose  white  sputum  of  many  vears  duration. 


Physical  examination  revealed  an  elderly  man  in 
fair  state  of  nutrition,  obviously  in  pain,  with 
sallow  complexion,  lying  in  bed  with  thighs  flexed 
on  abdomen  with  the  following  pertinent  findings: 
mature  cataract  right  lens;  tongue  red  and  dry; 
trachea  in  midline;  splinting  of  right  lower  thorax, 
with  dull  percussion  note  and  diminished,  vesicular 
type  breath  sounds  at  right  lung  base;  entire  upper 
abdomen  tense,  rigid,  very  tender  in  mid  epigas- 
trium, with  absent  peristaltic  sounds,  and  no  def- 
inite palpable  masses.  The  lower  abdomen  was 
soft,  relaxed,  not  tender  and  peristalsis  was  heard; 
rectal  examination  was  painful  to  the  patient  but 
sphincter  tone  was  healthy;  prostate  was  firm, 
smooth,  and  not  enlarged;  there  were  no  masses 
felt  in  the  anorectal  area.  Body  weight  was  117 
pounds;  TPR  101°F,  88,  24;  and  blood  pressure 
was  88  mm.  Hg.  systolic  and  60  mm.  Hg.  diastolic. 

Laboratory  data  on  admission  was:  urine,  many 

bacteria  (uncatheterized) ; erythrocytes  4.9  million, 
hemoglobin  12.5  grams,  leukocytes  17,850,  differ- 
ential count:  monocytes  3 percent,  lymphocytes  20 

percent  and  neutrophiles  77  percent.  The  non- 
protein nitrogen,  senim  amylase,  CO.,  combining 
power  and  icterus  index  were  within  normal  limits; 
erythrocyte  sedimentation  rate  was  39  mm.  (Wint- 
robe  method);  blood  Wasserman  was  negative; 
fresh  stool,  no  ameba  found.  Roentgenological  ex- 
amination of  the  chest  showed  both  lower  lobes  to 
be  emphysematous,  otherwise  negative;  x-ray  films 
in  the  supine  and  upright  positions  of  abdomen  were 
negative;  liver  function  studies  were  normal  except 
that  the  cholesterol-cephalin  flocculation  test  was, 
two  plus  at  24  and  48  hours.  No  pathogenic  or- 
ganisms were  recovered  from  a stool  specimen 
cultured  on  selective  media. 

Course  in  hospital:  The  patient  was  given  mor- 

phine as  needed  for  pain.  Penicillin  40,000  units 
every  three  hours,  intramuscularly,  was  begun  im- 
mediately following  admission.  By  the  third  day 
of  hospitalization  the  temperature  was  normal, 
the  patient  was  eating  a soft  diet,  feeling  much 
better  with  a definite  localized  moderate  pain  in 
the  right  upper  quadrant  exaggerated  by  motion; 
examination  of  the  abdomen  at  this  time  revealed 
bulging  just  to  the  right  of  midline  with  a palpable, 
hard,  very  tender,  very  localized  mass  in  the  nipple 
line  4 cm.  below  the  costal  margin.  There  was 
no  spasm  or  rigidity.  A gall  bladder  x-ray  with 
dye  evidenced  a functioning  gall  bladder  without 
evidence  of  calculi.  A complete  gastro-intestinal 
x-ray  series  was  negative  and  indicated  that  the 
mass  was  not  related  to  the  gastro-intestinal  tract. 
On  the  eighth  hospital  day  a repeated  stool  exam- 
ination following  a saline  purge  showed  ameba  to 
be  present  (probably  E.  coli).  Further  stool  ex- 
aminations were  negative  for  E.  histolytica. 
Proctoscopic  examination  revealed  a pale  mucus 
membrane  with  spotty  injected  areas;  no  ulcer- 
ations were  seen;  dilatation  of  veins  was  evidenced. 

On  December  2,  1947  a tumor  measuring  about 
8 cm.  in  diameter  was  removed  from  the  mid-por- 
tion of  the  liver  by  a surgical  consultant.  The 
gall  bladder  and  the  remainder  of  the  liver  seemed 
normal  on  palpation  and  inspection  at  operation. 
Transection  of  the  resected  liver  mass  revealed 
a large  abscess,  with  a thick  wall,  filled  with  gray- 
brown  necrotic  material.  The  histological  exam- 
ination demonstrated  large  numbers  of  Endamoeba 
histolytica,  the  final  diagnosis  being  amebic  abscess 
of  the  liver. 
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After  operation  a course  of  emetine  hydro- 
chloride 50  mg.  intramuscularly  was  given  daily 
for  twelve  days  concomitantly  with  chiniofon  0.5 
grams  by  mouth  three  times  a day  for  ten  days. 
The  rate  and  rhythm  of  the  pulse  and  the  blood 
pressure  were  determined  daily  and  the  patient 
questioned  daily  for  gastro-intestinal  symptoms. 
Repeated  foiTned  and  watery  stool  (following  saline 
carthartic)  examinations  were  negative  for  tropho- 
zoite and  cyst  forms  of  E.  histolytica.  A repeated 
cholesterolcephalin  flocculation  test  following  the 
amebacidal  therapy  was  negative  at  24  and  48 
hours. 

The  patient  was  discharged  January  8,  1948  feel- 
ing well,  with  good  appetite,  weight  113.5  pounds. 

CONCLUSIONS 

1.  A case  is  presented  which  exemplifies 
the  problem  of  the  differential  diagnosis 
of  amebic  abscess  from  such  conditions  as 
acute  surgical  abdomen,  perforated  viscus, 
acute  pancreatitis,  empyema  of  the  gall 
bladder,  pancreatic  cyst,  appendicitis. 

2.  This  case  is  one  of  chronic  amebic 
abscess  of  the  liver  complicated  by  an  acute 
pyogenic  infection  as  shown  by  the  temper- 
ature on  admission  and  the  response  to 
penicillin. 

3.  The  complication  occurred  in  a patient 
that  was  either  a healthy  carrier  or  more 
likely  in  a quiescent  period  of  chronic  in- 
testinal amebiasis. 
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COHESIVE  BANDAGE  CORRECTS  CLUB  FOOT  IN  CHILDREN 


A new  technic  of  treating  club  foot  with  a co- 
hesive bandage  gives  most  babies  born  with  the  de- 
formity a normal  foot,  says  Emil  D.  W.  Hauser, 
M.D.,  of  Chicago. 

Writing  in  the  September  4 issue  of  The  Journal 
of  the  American  Medical  association.  Dr.  Hauser 
points  out  that  treatment  with  the  bandage,  which 
will  not  adhere  to  or  irritate  the  skin,  can  be  begun 
immediately  after  birth. 

“A  summary  of  results  in  70  patients  treated  dur- 
ing a period  of  six  years  clearly  established  the 
advantages  of  this  type  of  treatment,”  he  comments. 

The  earlier  treatment  of  clubfoot  is  begun,  the 
better  the  correction  that  will  be  obtained,  he  em- 
phasizes, as  the  younger  the  child  the  more  rapid 
is  growth  and  the  softer  and  more  easily  changed 
are  structures  of  the  foot.  With  former  methods, 
such  as  the  use  of  plaster  casts  and  splints,  treat- 
ment could  not  be  begun  until  a baby  was  from 
one  to  three  months  of  age,  he  says. 


The  entire  foot  and  leg  are  covered  with  the  co- 
hesive bandage  and  a reinforcement  of  adhesive 
tape  to  hold  the  foot  in  as  nearly  a normal  posi- 
tion as  is  possible. 

“The  interval  between  changes  of  bandage  is 
variable,  depending  on  the  age  at  which  the  cor- 
rection is  started  and  the  severity  of  the  deformity,” 
says  Dr.  Hauser. 

For  the  newborn  baby  the  bandage  is  reinforced 
daily  and  changed  once  a week,  with  more  cor- 
rection at  each  treatment.  Since  the  defomiity  is 
corrected  rapidly  at  an  early  age,  it  is  important 
for  parents  to  realize  the  necessity  of  continuing^ 
treatment  until  the  child  walks,  according  to  Dr. 
Hauser.  If  treatment  is  stopped  too  soon,  the  de- 
formity may  reoccur,  he  says. 

Although  in  some  cases  a tight  tendon  in  the  foot 
will  not  allow  a full  correction  with  the  bandage 
alone,  the  tendon  can  be  lengthened  by  surgery, 
he  indicates.  In  only  a few  cases  does  the  child 
fail  to  develop  a nonnal  foot. 


Arterial  Hypertension — Selection  of 
Cases  for  Sympathectomy* 

EUGENE  E.  SIMMONS,  M.D.  and  ROBERT  S.  LONG,  M.D. 
Department  of  Internal  Medicine,  University  of 
Nebraska  College  of  Medicine 
Omaha,  Nebraska 


PURPOSE 

The  purpose  of  this  paper  is  to  emphasize 
an  effective  means  of  treatment  for  certain 
cases  of  arterial  hypertension  and  to  present 
a method  of  selecting  those  cases  in  which 
a favorable  result  may  be  expected. 

INTRODUCTION 

It  is  well  known  that  certain  cases  of 
arterial  hypertension  may  survive  for  many 
years  with  medical  treatment  or  with  no 
treatment.  It  is  unwise  to  base  a general 
opinion  as  to  the  lack  of  need  for  any 
other  form  of  treatment  on  these  iso- 
lated cases.  Any  procedure  which  offers  a 
good  chance  of  prolonging  life  and  relieving 
symptoms  deserves  serious  consideration. 
It  is  our  opinion  that  a relatively  large 
percentage  of  persons  in  the  younger  age 
group  with  arterial  hypertension  are  candi- 
dates for  sympathectomy. 

We  believe  that  great  care  must  be  used 
in  the  selection  of  such  cases  in  order  that 
there  may  be  the  best  possible  results  and 
that  a valuable  procedure  not  be  abused  and 
thus  fall  into  disrepute. 

We  recognize  that  the  treatment  of  any 
disease  in  which  the  cause  is  unknown  is 
empiric.  Sympathectomy,  in  properly  se- 
lected cases,  although  not  directed  at  the 
cause  of  arterial  hypertension,  at  this  time 
has  the  most  to  offer  in  relieving  symptoms, 
prolonging  life  and  preventing  or  delaying 
the  inevitable  sequelae.  This  form  of  treat- 
ment is  too  often  neglected  or  dismissed 
without  due  consideration  because  of  a lack 
of  appreciation  of  its  possible  benefits. 

Factors  usually  recognized  as  concerned 
in  the  production  of  arterial  hypertension 
are  heredity  and  prolonged  emotional  ten- 
sion. Where  both  parents  are  hypertensive 
about  ninety-five  percent  of  siblings  will 
develop  arterial  hypertension,  and  when  one 
parent  is  hypertensive  about  forty  to  fifty 
percent  will  develop  the  conditional b In- 
asmuch as  heredity  and  environmental  fac- 
tors which  cause  emotional  tension  cannot 
be  affected  by  the  physician,  treatment 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 
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must  be  therefore  in  the  form  of  psycho- 
therapy, drugs,  or  mechanical  means  of  pre- 
venting abnormal  somatic  response  to  ten- 
sion-producing stimuli. 

Psychotherapy  is  a necessary  adjunct  in 
the  treatment  of  hypertension  but  never  suf- 
ficient by  itself.  Depressant  and  vaso-diliat- 
ing  drugs  have  some  usefulness  in  the  treat- 
ment of  hypertension.  However,  none  now 
available  can  be  utilized  to  bring  about  pro- 
longed lowering  of  blood  pressure  without 
the  production  of  undesirable  side  effects. 
They  do  not  influence  longevity  nor  prevent 
the  inevitable  sequelae  of  the  disease.  Sym- 
pathectomy is  the  effective  mechanical 
means  of  interrupting  the  pathway  through 
which  emotional  tension,  in  susceptible  per- 
sons, may  cause  a somatic  response  in  the 
form  of  diffuse  arteriolar  spasm  and  hyper- 
tension. In  selected  cases  this  operation 
does  bring  about  prolonged  lowering  of  the 
blood  pressure,  increase  longevity,  and  pre- 
vent or  delay  many  otherwise  inevitable 
sequleae. 

SURGICAL  PROCEDURES 

Several  different  types  of  operations  on  the  sym- 
pathetic nervous  system  for  arterial  hypertension 
ment  was  introduced  by  Adson  and  Rowntree  in 
have  been  reported  since  this  method  of  treat- 
1925  (2).  The  operation  of  supradiaphragmatic 
splanchnicectomy  was  suggested  by  Peet  in  1933 
and  has  been  carried  on  by  him  since  that  time(^). 
The  operation  of  supra  and  infra  diaphragmatic 
splanchnicectomy  and  ganglionectomy  has  been  ad- 
vocated and  extensively  employed  by  Smithwick 
since  1938(4).  Poppen  has  extended  this  procedure 
to  include  ganglionectomy  from  D-4  through  L-2(5), 
In  general,  the  results  from  the  more  extensive 
procedures  have  been  more  favorable  than  from 
the  other  types  and  are  being  employed  by  an 
increasing  number  of  surgeons  as  their  value  has 
been  appreciated.  The  operative  mortality  of  these 
more  extensive  procedures  is  reported  as  0.5  to 
1.0%  and  the  case  mortality  1.0  to  2.0% (5,  6). 

INDICATIONS 

The  broadest  indication  for  sympathectomy  in 
hypertension  is  the  presence  of  a persistent  or 
progressive  high  diastolic  blood  pressure.  By  this 
we  mean  a patient  whose  diastolic  blood  pressure 
remains  above  100  mm.  mercury  in  spite  of  careful 
medical  management  over  a period  of  at  least 
several  months.  Most  cases  coming  to  operation 
have  a diastolic  blood  pressure  of  110  to  150  mm. 
mercury.  The  systolic  blood  pressure  is  not  of 
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itself  a reliable  criterion  for  operation  and  may 
be  found  at  levels  of  150  to  300  mm.  of  mercury. 

Persons  Avho  are  persistently  recurrent  hyper- 
reactors with  intermittent  hypertensive  findings, 
even  though  they  may  at  times  have  a relatively 
normal  blood  pressure,  may  be  considered  to  be 
potential  candidates  for  this  operation.  The  best 
results  are  reported  in  this  group.  These  cases 
need  to  be  studied  even  more  carefully  than  the 
more  obvious  hypertensives  in  order  not  to  make 
the  mistake  of  applying  a worthy  procedure  too 
widely. 

CONTRAINDICATIONS 

There  are  specific  contraindications  to  this  pro- 
cedure. Coarctation  of  the  aorta  with  hyperten- 
sion in  the  upper  extremities  must  never  be  over- 
looked. It  is  usually  easily  demonstrated  by  the 
finding  of  a lower  or  unobtainable  blood  pressure 
in  the  legs  and  a characteristic  chest  x-ray. 

Pheochromocytoma,  an  epinephrine-producing  tu- 
mor, usually  of  the  adrenal  gland,  is  uncommon  but 


A recent  or  old  myocardial  infarction  with  per- 
sistent loss  of  cardiac  reserve  or  symptoms  of 
coronary  insufficiency  with  myocardial  damage  as 
shown  by  the  electrocardiogram  nearly  always 
makes  the  operation  inadvisable. 

Obviously,  the  presence  of  any  unrelated  disease 
with  a prognosis  poorer  than  that  of  the  hyper- 
tension makes  operation  unwarranted. 

Chronic  pyelonephritis  is  not  of  itself  a contra- 
indication to  sympathectomy  if  there  is  good  renal 
function (6,  7). 

The  fact  that  the  hypertension  may  have  had 
its  onset  during  pregnancy  is  not  a contraindica- 
tion. In  fact,  many  such  cases  have  been  operated 
on  with  excellent  results  and  many  cases  have 
been  reported  in  which  pregnancy  following  oper- 
ation proceeded  normally  without  recurrence  of  the 
hypertension (7).  Occasionally,  operation  may  be 
performed  during  the  first  trimester  of  pregnancy 
with  a good  result,  as  illustrated  in  one  of  the 
cases  reported  here. 


TABLE  1 — CLASSIFICATION 


Method 

Blood  Pressure 
Pulse  Pressure 
Fundi 

Cold  Pressor 
Bed  Rest 

Sodium  Amytal 
Response 


Grade  I 

Fluctuates  from 
Normal  to  moder- 
ate elevation. 

Less  than  50% 
diastolic. 

Normal  to  in- 
creased light 
reflex. 

Positive. 

Normal  B.  P. 


Normal  B.  P. 


Grade  II 
Fluctuates  from 
moderate  t o 
marked  elevation. 
Up  to  19  mm. 
over  50%  of 
diastolic. 

A-V  compression 
and  sclerosis  or 
spasm  or  both. 
Positive. 

Remains  elevated 
but  lowers  mod- 
erately. 

Normal  B.  P.  or 
marked  lowering. 


Grade  III 
Slight  fluctuation 
with  moderate  to 
marked  elevation. 
20  mm.  or  more 
over  50%  of 
diastolic. 
Hemmorrhage, 
scars  or  frag- 
mentation. 

May  be  positive. 
Slight  or  no 
lowering. 

Remains  elevated 
but  lowers  some. 


Grade  IV 
Marked  elevation 
without  fluctu- 
ation. 

20  mm.  or  more 
over  50%  of 
diastolic. 
Papilledema. 

Negative. 

Unchanged. 

Unchanged. 


must  be  considered  in  the  study  of  each  case.  Care- 
ful studies,  including  the  histamine,  mecholyl  and 
other  tests  which  have  been  adequately  reported, 
will  nearly  always  demonstrate  the  presence  or  ab- 
sence of  this  condition.  The  mecholyl  test  appears 
to  be  the  most  reliable  at  this  time.  It  is  per- 
formed by  injecting  10  to  20  mgm.  mecholyl  sub- 
cutaneously and  recording  the  effect  on  the  blood 
pressure.  Normal  persons  and  those  with  essential 
hypertension  respond  by  an  initial  marked  fall  in 
blood  pressure  with  slow  return  to  its  previous 
level.  If  an  epinephrine-producing  tumor  is  present 
the  blood  pressure  will  overshoot  its  previous 
level  by  20  to  50  or  more  mm.  of  mercury. 

Polycystic  kidney  disease  is  a well  knovm  cause 
of  arterial  hypertension  as  is  chronic  glomeroneph- 
ritis.  No  patient  with  a persistently  elevated  NPN 
above  40  to  50  mgm.  percent  should  be  subjected 
to  sympathectomy  for  arterial  hypertension. 

Arteriosclerosis  of  more  than  a very  moderate 
degree  precludes  a favorable  result  in  most  cases. 
It  is  the  absence  of  arteriosclerosis  that  makes  the 
younger  persons,  preferably  under  the  age  of  45, 
the  best  candidates  for  sympathectomy. 

Any  patient  with  poor  cardiac  function  and  a 
cerebrovascular  accident  or  poor  cardiac  function 
and  grade  III  or  IV  retinal  arteriolar  changes  is 
not  a suitable  candidate.  A combination  of  any 
one  or  more  of  these  factors  with  significantly 
impaired  renal  function  also  precludes  operation. 


Table  1 illustrates  several  methods  of 
classifying  cases  of  arterial  hypertension. 
No  one  method,  in  our  opinion,  is  adequate. 
All  of  these  methods  should  be  applied  to 
each  case  in  order  to  arrive  at  the  best  pos- 
sible evaluation.  The  illustration  is  some- 
what diagrammatic  in  that  all  cases  do  not 
fit  into  a particular  grade  with  respect  to 
all  findings.  The  classification  into  four 
grades  was  originally  based  upon  eye-ground 
findings  described  by  Keith  and  Wagner 
Smithwick  has  found  the  pulse  pressure  to 
be  a reliable  method  of  grouping  cases  ac- 
cording to  their  operability  or  expected  re- 
sults The  blood  pressure  itself  is  only 
a rough  guide  as  to  the  severity  of  the 
hypertension  and  offers  no  clue  as  to  the 
sequelae  which  may  be  present.  The  cold 
pressor  test  is  of  value  in  the  milder  cases 
as  an  indicator  of  potential  severity.  The 
effect  of  bed  rest,  and  especially  the  ad- 
ditional response  to  heavy  sedation  with 
sodium  amytal,  are  the  best  indicators  of 
the  result  which  may  be  expected  from  sym- 
pathectomy. Tetra-ethyl  ammonium  chlor- 
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ide  (Etamon),  a new  drug  which  temporar- 
ily blocks  sympathetic  impulses  at  the 
ganglia,  is  also  of  value  in  determining  what 
may  be  expected  from  surgical  removal  of 
the  ganglia.  The  purpose  of  these  tests 
and  observations  is  to  determine  as  accur- 
ately as  possible  the  extent  to  which  the 
hypertension  is  due  to  vasospasm  and  the 
extent  to  which  it  is  due  to  fixed  arteri- 
osclerotic changes.  Obviously,  the  latter 
are  not  reversible.  The  former  can  be  re- 
lieved temporarily  by  medical  means  and 
more  or  less  permanently  by  operation.  It 
is  this  group  of  young  hypertensives  with 
predominantly  vasospastic  changes  and  a 
minimum  of  anteriosclerosis  who  can  be 
benefitted  greatly  by  sympathectomy. 


omitted  in  any  case  which  is  to  be  subjected 
to  thoraco-lumbar  sympathectomy.  Most  of 
these  'observations  and  tests  can  be  per- 
formed on  ambulatory  patients.  The  effect 
of  bed  rest  and  sedation  is  best  observed 
with  the  patient  in  the  hospital  and  may 
ordinarilly  be  done  as  the  final  part  of  the 
work-up  just  before  operation. 

If  the  results  of  the  various  tests  and 
observations  discussed  above  indicate  that 
there  is  a predominant  element  of  vasospasm 
and  a minimum  amount  of  arteriosclerosis 
producing  the  hypertension,  and  if  there  are 
no  specific  or  general  contraindications  as 
previously  enumerated,  the  patient  is  con- 
sidered to  be  a suitable  candidate  for  thor- 
aco-lumbar sympathectomy. 


TABLE  2 — HYPERTENSIVE  WORK-UP  SUMMARY 
Age  Sex  Ht.  Wt.  Case  No. 

Known  duration 
Family  Histoiy 
Psyche 
Symptoms 

B.  P.  During  last  pregnancies 
Lability  Studies 

B.  P.  — known  past  levels 


Off  street  B.  P.  B.  P.  in  legs 

4 hr.  B.  P. High  Low 

Cold  pressor  Basal  High 

Mecholyl  Basal  Low 

Etamon  Basal  Low  lying 

Sodium  Amytal Basal  Low 


Average 

Overshoot 

Sitting  Standing 
Average  low 


Brachials 
Radials 
Temporals 
Carotids 
Femorals 

X-ray  for  calcification  — Skull  — Aorta  — Pelvis  — Legs 

Visual  impaiinnent 

Fundi 


Blood  Vessels 

History  of  cerebro-vascular  Accidents 
Peripheral  blood  vessels 

(grade  sclerosis  0 to  4 plus) 


Popiteals 

D.  P. 

P.  T. 

A.  T. 

Arcus  Senilis 


Cardiac 

History  of  diminished  cardiac  reserve 
Physical  examination 

7 ft.  chest  plate  Shape  Size  and  Ratio 

Electrocardiogram 


Renal 

History 

Nocturia 

Urine 

Concentration  Test 

P.  S.  P. 

N.  P.  N. 


Intravenous  pyelogram 

Retrograde  pyelogram  — if  I.  V.  P.  abnormal 


Decision: 


Table  2 illustrates  the  hypertensive  work- 
up summary.  This  includes  historical  and 
statistical  data,  the  various  tests  for  lability, 
estimation  of  extent  and  degree  of  arteri- 
osclerosis, cardiac  evaluation,  kidney  func- 
tion tests,  morphological  changes  in  the  kid- 
neys, and  tests  which  may  indicate  the 
presence  or  absence  of  coarctation  of  the 
aorta  or  pheochromocytoma.  We  believe 
that  no  part  of  this  study  can  safely  be 


EXPECTED  RESULTS 

It  can  be  predicted  that  patients  with  a 
low  pulse  pressure  and  chiefly  diastolic  ele- 
vation will  do  better  than  those  with  a high 
pulse  pressure.  This  again  is  an  expression 
of  the  amount  of  vasospasm  as  compared 
with  the  amount  of  arteriosclerosis  present. 
A drop  of  the  diastolic  blood  pressure  to 
100  or  below  in  the  amytal  test  usually 
predicates  a good  result.  It  may  be  expected 
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that  there  will  be  relief  from  the  hyperten- 
sive symptoms  of  headaches,  dizziness,  gen- 
eral pressure  symptoms,  fatigue  and  nocturia 
to  a considerable  extent  in  nearly  all  cases. 
There  will  usually  be  improvement  in  find- 
ings regarding  blood  pressure,  heart  size, 
electrocardiographic  changes,  albuminuria 
and  fundus  changes.  Improvement  in  symp- 
toms and  findings  does  not  necessarily  occur 
immediately  following  surgery  but  may  oc- 
cur gradually  over  a period  of  time  even  as 
long  as  one  to  two  years.  The  reversal  of 
hypertensive  heart  disease  is  an  important 
and  frequent  result  of  sympathectomy^®’ 

TABLE  3 — REPORTED  RESULTS 

1.  Relief  of  symptoms  — 85%  all  grades. 

2.  Five-year  survival — 

39  to  44%  — all  grades,  males. 

58  to  70%  — all  grades,  females. 

3.  Good  results  in  symptoms  and  findings  — 50% 

— all  grades. 

4.  Fair  or  satisfactory  results  in  symptoms  and 

findings  — 65  to  75%  — all  grades. 

5.  Five  year  survival  by  grades: 

Grade  I — No  cardiac,  cerebral  or  renal 
damage  — 95  to  100%. 

Grades  II 

and  III  — Some  cardiac,  cerebral  or  renal 
damage  — 65%. 

Grade  IV  — Malignant,  with  significant  car- 
diac cerebral  or  renal  damage  — 33%. 

Table  3 illustrates  in  composite  form  the 
results  following  sympathectomy  which  have 
been  reported  from  several  clinics  in  this 
country  during  the  past  ten  years^^- 

TABLE  4 — COMPARISON  OF  MEDICAL 
AND  SURGICAL  TREATMENT 

1.  Five  year  survival  by  grades: 

Grades 

Grade  I II  & III  Grade  IV 

Medical  75  to  90%  35%  0 to  1% 

Surgical  95  to  100%  65%  33% 

Table  4 shows  the  comparison  of  results 
of  medical  and  surgical  treatment  as  re- 
ported from  the  same  clinics 

POSTOPERATIVE  COMPLICATIONS 

As  with  any  operative  procedure  there 
are  certain  post-operative  complications  and 
sequelae  which  may  be  encountered.  The 
complication  most  annoying  to  the  patient 
is  neuritic  pain  in  the  course  of  the  inter- 
costal nerves  which  are  inevitably  trauma- 
tized at  operation.  This  rarely  persists 
longer  than  a few  days  but  may  last  sev- 
eral weeks.  Pleural  effusion  is  common  re- 
gardless of  the  approach  used.  Some  sur- 
geons routinely  drain  the  pleural  space  for 


three  to  five  days  postoperatively.  The  effu- 
sion nearly  always  clears  without  sequelae. 
Postural  hypotension  is  to  be  expected  in 
the  immediate  postoperative  period  and  is 
indeed  desirable  as  it  indicates  a favorable 
response.  In  persons  under  40  years  of 
age  the  hypotension  is  not  disabling  for 
more  than  one  to  two  months.  In  persons 
over  age  40  it  may  require  the  wearing  of 
some  type  of  support  as  an  abdominal  binder 
or  elastic  bandages  on  the  legs  for  periods 
of  from  a few  weeks  to  a few  months. 

REPORT  OF  CASES 

The  following  case  histories  are  presented  as 
representatives  of  their  respective  age  groups. 
They  illustrate  the  results  that  may  be  expected 
in  carefully  selected  cases  which  are  subjected  to 
thoraco-lumbar  sympathectomy. 

Case  1.  I.  H.,  a 53  year  old  white  married 
woman  with  two  children,  came  under  observation 
Sept.  14,  1945.  At  the  time  of  initial  examination 
her  blood  pressure  was  found  to  be  230/140.  She 
had  symptoms  of  moderate  headache,  dizziness  and 
fatigue  which  were  attributed  to  the  hypertension. 
Her  mother  was  said  to  have  had  high  blood 
pressure.  The  patient  was  observed  at  intervals 
for  about  one  year  on  a program  of  general  medi- 
cal management,  including  the  use  of  rest  periods, 
potassium  thiocyanate,  aminophyllin  and  pheno- 
barbital.  There  was  only  mild  and  intermittent 
relief  of  symptoms  from  these  measures.  Further 
studies  showed  the  following:  ocular  fundi  showed 

generalized  narrowing  of  the  arteries  with  localized 
areas  of  spasm  and  very  little  sclerosis  or  venous 
compression;  heart  was  not  enlarged  by  fluorosco- 
py; electrocardiogram  showed  no  abnormalities; 
urine  concentrated  to  1.020  and  contained  0 to  1 
plus  albumin;  NPN  was  35  mgm.  percent;  ,urea 
clearance  was  59%  of  normal;  blood  pressure  fell 
to  170/118  with  bed  rest  and  sedation.  Bilateral 
sympathectomy  with  removal  of  ganglia  D-8 
through  L-2  was  performed  in  two  stages  on  Oct. 
8,  1946  and  Oct.  20,  1946.  Moderate  postoperative 
postural  hypotension  disappeared  within  two 
months.  There  were  no  further  symptoms  of  hy- 
pertension. Blood  pressure  immediately  after  oper- 
ation varied  from  128/84  to  160/110.  Two  months 
after  the  operation  it  was  180/100.  One  year  after 
the  operation  she  had  no  symptoms  of  any  kind  and 
felt  better  than  she  had  in  years.  She  was  doing 
all  her  own  work  in  a 7-room  house,  including  wash- 
ing and  ironing  and  also  taking  care  of  a large 
flock  of  chickens.  The  blood  pressure  was  138/88 
standing,  156/96  sitting,  and  150/88  lying.  Sub- 
sequent findings  have  remained  essentially  un- 
changed, the  highest  blood  pressure  being  170/104 
on  one  occasion. 

Case  2.  V.  B.,  a 45  year  old  white  married 
woman,  came  under  the  observation  of  one  of  us 
(EES)  May  15,  1935,  at  the  age  of  35,  because 
of  dizzy  spells,  headaches  and  severe  nervous  and 
emotional  disturbances.  The  blood  pressure  was 
found  to  be  190/100.  The  hypertension  had  de- 
veloped during  a toxemia  of  pregnancy,  delivery 
of  a living  child  having  occurred  Jan.  20,  1935. 
The  family  history  indicated  that  the  patient’s 
father  had  died  of  hypertension  at  age  78.  During 
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nine  years  of  observation  the  patient’s  blood  pres- 
sure varied  from  178/105  to  220/140,  the  variations 
appearing  to  be  unrelated  to  various  types  of 
medication  including  sedatives,  vasodilators  and 
potassium  thiocyanate.  By  1944  she  was  quite 

dyspneic  and  orthopneic;  there  was  some  cardiac 
enlargement  and  a prominent  systolic  murmur; 
the  liver  was  enlarged  and  tender,  and  the  blood 
pressure  was  260/150.  She  was  put  to  bed  at 
home  for  several  months  with  only  slight  improve- 
ment in  symptoms  and  findings.  Further  studies 
before  operation  showed:  moderately  severe  nar- 

rowing of  retinal  arteries  with  some  venous  com- 
pression at  crossings;  urine  negative  for  albumin; 
NPN  39.5  mgm.  percent;  fall  of  blood  pressure  to 
194/100  on  bed  rest  with  nocturnal  sedation.  Bi- 
lateral sympathectomy  with  removal  of  ganglia 
D-8  through  L-2  was  performed  in  two  stages  on 
Oct.  30  and  Nov.  21,  1945.  The  immediate  post- 
operative blood  pressure  varied  from  135/84  to 
180/110.  During  the  following  year  it  varied  from 
170/110  to  200/120.  A careful  evaluation  Sept. 
17,  1947,  two  years  after  operation,  revealed  that 
she  had  no  symptoms  of  any  kind.  She  and  her 
family  reported  a remarkable  change  in  her  per- 
sonality with  loss  of  most  of  her  nervousness, 
irritability,  tension  and  other  evidences  of  emo- 
tional instability.  She  was  doing  all  her  own 
housework  including  washing,  ironing  and  other 
usual  duties.  The  blood  pressure  was  180/100 
standing,  190/100  sitting  and  190/110  lying.  The 
ocular  fundi  showed  moderate  diffuse  narrowing 
of  arterioles.  The  heart  action  was  much  less 
forceful  than  before  operation  and  the  systolic 
murmur  had  disappeared.  Subsequent  findings 
have  remained  essentially  unchanged. 

Case  3.  M.  F.,  a 31  year  old  white  married 
woman,  came  under  observation  Nov.  10,  1947. 
She  had  been  admitted  to  the  hospital  for  con- 
sideration of  performing  a therapeutic  abortion  in 
the  second  month  of  pregnancy  because  of  the 
presence  of  arterial  hypertension.  This  had  devel- 
oped during  a pregnancy  in  1940  and  had  persisted 
with  symptoms  of  headache,  dizziness,  fatigue,  ner- 
vousness and  feelings  of  generalized  tension  in 
spite  of  continuous  treatment  with  sedatives,  vaso- 
dilators and  other  measures.  She  stated  that  her 
blood  pressure  was  “over  200”  without  medications 
and  “never  below  180”  when  taking  the  drugs 
prescribed.  Examination  before  operation  showed 
a very  tense,  nervous,  highly  emotional  woman 
of  31  years  in  the  first  trimester  of  pregnancy. 
The  ocular  fundi  showed  rather  marked  spasm  of 
the  arterioles.  X-ray  of  the  heart  showed  it  to  be 
at  the  upper  limits  of  normal  size.  The  electro- 
cardiogram showed  early  left  ventricular  strain. 
The  urine  concentration  test  showed  a maximum 
of  1.022  with  no  albumin.  The  blood  urea  nitrogen 
was  12  mgm.  percent.  PSP  clearance  was  67%  in 
two  hours.  After  9 grains  of  sodium  amytal  by 
mouth  the  blood  pressure  dropped  from  an  initial 
level  of  184/108  to  134/84.  Inasmuch  as  it  was 
certain  the  patient  would  still  have  her  hyper- 
tension after  the  abortion  and  as  she  and  her 
husband  wanted  a child  very  much,  it  was  decided 
to  perform  a sympathectomy  in  hope  of  saving  the 
pregnancy  and  relieving  the  patient  of  her  hyper- 
tension at  the  same  time.  A bilateral  transtho- 
racic sympathectomy  with  removal  of  ganglia  D-5 
to  L-2  was  performed  in  two  stages  on  Nov.  11, 
1947,  and  Dec.  9,  1947.  The  patient  had  quite 


severe  neuritic  pain  postoperatively  and  a fairly 
severe  postural  hypotension  during  the  first  two 
months.  At  the  time  she  was  last  examined  by 
us  on  Jan.  31,  1948,  both  these  symptoms  as  well 
as  all  others  due  to  the  hypertension  had  completely 
disappeared.  The  blood  pressure  was  104/60  stand- 
ing, 130/80  sitting,  120/74  lying.  She  has  moved 
to  another  city  but  remains  in  touch  with  us  by 
letter.  On  March  30th,  just  six  weeks  from  term, 
she  reported  that  her  blood  pressure  was  “normal” 
and  that  she  felt  fine  in  every  way  having  en- 
tirely lost  her  former  tension  symptoms  and  ner- 
vousness. Her  husband  said  that  she  was  now 
“easy  to  live  with  and  has  the  sweetest  disposi- 
tion you  can  imagine.” 

Case  4.  A.  A.,  a 26  year  old  white  married 
woman  had  known  of  the  presence  of  hypertension 
for  four  years.  Her  father,  grandfather  and  uncle 
were  known  hypertensives.  She  had  symptoms  of 
dizziness,  fatigue  and  marked  nervousness  for  one 
year  prior  to  operation.  These  were  partially  re- 
lieved temporarily  by  potassium  thiocyanate  and 
on  one  occasion  the  blood  pressure  had  dropped  to 
140/90  from  an  initial  high  of  200/130.  However, 
the  symptoms  subsequently  became  more  severe 
and  the  blood  pressure  more  persistently  elevated, 
so  she  was  admitted  to  University  Hospital  for 
sympathectomy.  Studies  there  showed:  mild  nar- 

rowing of  retinal  arterioles,  no  cardiac  enlarge- 
ment, normal  electrocardiogram,  normal  urinalysis, 
NPN  39  mgm.  percent,  normal  intravenous  pyelo- 
gram,  urea  clearance  55%  of  normal,  PSP  clearance 
65%  in  90  minutes,  fall  of  blood  pressure  to  138/110 
with  nembutal  sedation  and  bed  rest.  Bilateral  sym- 
pathectomy with  removal  of  ganglia  D-8  to  L-2 
was  performed  in  two  stages  on  Sept.  3 and  Sept. 
17,  1946.  The  immediate  postoperative  blood  pres- 
sure was  120/80  to  130/90.  The  patient  became 
pregnant  a few  months  after  operation.  The  blood 
pressure  remained  normal  throughout  the  preg- 
nancy and  a normal  infant  was  delivered  at  term. 
One  year  after  operation  the  patient  was  entirely 
asymptomatic  and  the  blood  pressure  was  124/86. 

METHOD  OF  TESTS  FOR  LABILITY 
OF  BLOOD  PRESSURE 

1.  Four-hour  BP  Readings: 

a.  Take  every  4 hours  for  24  hours  at  bed 
rest. 

2.  Cold  Pressor  Test: 

a.  With  patient  supine  for  several  minutes, 
establish  basal  BP. 

b.  Using  hand  opposite  from  BP-cuff,  im- 
merse hand  in  ice-water  for  total  of  60 
seconds,  taking  BP  at  30  and  60  sec. 

c.  Withdraw  hand  and  take  readings  every 

2 minutes  until  highest  level  attained. 
Report:  (1)  Basal  BP.  (2)  Highest  rise. 

Significance:  Lability  of  significance  prob- 
ably indicated  by  a rise  in  pressure  of  20 
mm  systolic  and  10  mm  diastolic. 

3.  Sodium  Amytal  Test: 

a.  It  is  preferable  but  not  essential  to  estab- 
lish basal  BP  over  a period  of  a few  hours. 

b.  Give  sodium  amytal  gr  iii  p.  o.  every  hour 
for  3 doses. 

c.  Take  BP  every  hour  for  12  hours  after 
first  dose  given. 

Report:  (1)  Basal  BP.  (2)  Average  low 

BP.  (3)  Lowest  BP. 
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Significance:  Primarily,  sodium  amytal  dis- 
connects the  psyche  from  BP  control.  A 
drop  in  BP  of  average  diastolic  below  100 
mm  while  sleeping  is  desired. 

; 4.  Etamon  Test: 

' a.  Establish  basal  BP  with  patient  reclining. 

I b.  Give  3 cc  Etamon  I.  V.  within  30  seconds. 

^ c.  Record  symptoms  and  take  BP  eveiy  min. 

until  BP  starts  to  rise  after  initial  drop. 

d.  Then  sit  patient  up  and  take  BP  immed- 
iately, and  continue  BP  readings  every  min. 
until  BP  starts  to  rise  again. 

e.  If  there  is  no  severe  hypotension,  have 
patient  stand  and  take  BP  stat  and  every 

' min.  until  BP  starts  to  rise  again  after 

initial  drop. 

f.  On  any  alarming  symptoms  have  patient 
lie  dovTi  immediately.  Keep  under  obser- 
vation until  symptoms  of  postural  hypo- 
tension have  disappeared. 

CAUTION:  Have  Adrenaline  on  hand  to 

give  % cc  for  alarming  reactions. 

Report:  (1)  Basal  BP.  (2)  Lowest  re- 

clining BP.  (3)  Lowest  sitting  BP.  (4) 
Lowest  standing  BP. 

Significance:  Etamon  blocks  the  sympathe- 
tic ganglia,  therefore  it  imitates  sympa- 
thectomy. However,  it  blocks  the  entire 
sympathetic  system.  It  is  a test  of  vaso- 
motor tone. 

SUMMARY 

The  value  of  thoraco-lumbar  sympathect- 
omy in  the  treatment  of  arterial  hyper- 
tension has  not  been  generally  appreciated. 

The  operative  mortality  in  this  elective 
procedure  is  so  low  that  it  may  be  recom- 
mended without  hesitation  in  properly  se- 
lected cases. 

A method  of  selecting  cases  in  which  a 
favorable  result  may  be  expected  from  sym- 
pathectomy has  been  presented.  The  selec- 
tion is  based  upon  the  presence  of  arteri- 
ospasm  and  the  absence  of  significant  arteri- 
osclerosis. An  evaluation  of  cardiac,  renal 
and  cerebral  function  is  essential. 

The  five  year  survival  rate  and  a com- 
parison of  medical  and  surgical  treatment 


in  a statistically  significant  number  of  cases 
reported  in  current  literature  are  given. 

Four  representative  case  reports  are  pre- 
sented. 

A description  of  the  various  tests  and 
observations  currently  used  is  shown. 

ADDENDUM 

Since  the  preparation  of  this  paper  M.  F.,  de- 
scribed in  Case  3 above,  has  delivered  a normal  male 
infant  at  temi.  Her  blood  pressure  remained  at 
levels  near  120/80  throughout  the  last  trimester  of 
pregnancy,  and  was  reported  by  her  physician  to  be 
130/70  during  the  puerperium.  When  last  heard 
from,  approximately  six  weeks  after  deliveiy,  the 
patient  stated  that  she  felt  well  in  every  way. 
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Urea  and  sulfadiazine  given  together  are  effec- 
tive against  infections  which  resist  sulfa  diaigs. 

Writing  in  the  October  9 issue  of  The  Journal 
of  the  American  Medical  Association,  A.  A.  La- 
Londe,  M.D.,  Austin,  Texas,  and  W.  James  Gardner, 
M.D.,  Cleveland,  Ohio,  describe  five  cases  of  men- 
ingitis which  were  successfully  treated  with  urea 
and  sulfadiazine. 

Of  these,  one  case  had  resisted  penicillin,  sulfa- 
diazine and  other  sulfa  compounds,  and  another 


case  had  resisted  penicillin  and  sulfadiazine.  A 
patient  had  relapsed  after  seemingly  being  cured 
by  penicillin  and  sulfadiazine,  and  the  other  two 
patients  had  shown  unsatisfactoiy  improvement 
after  being  treated  with  penicillin.  All  five  pa- 
tients were  cured  by  urea  and  sulfadiazine. 

Just  how  urea  aids  sulfadiazine  in  the  fight 
against  bacteria  is  not  known,  the  article  points 
out.  Urea  may  overcome  the  resistance  which  some 
bacteria  have  built  up  against  sulfa  dnigs,  lab- 
oratory experiments  have  indicated. 
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Sympathicoblastoma  Arising  from  the 
Peripheral  Sympathetic  System 

A Case  Report 
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Neuroblastomas  arising  from  the  peri- 
pheral sympathetic  system  are  called  sym- 
pathicoblastomas  by  Ewing  and  sympatho- 
blastomas by  Bell.  Boyd  uses  only  the  term 
neuroblastoma,  but  all  these  authors  agree 
that  such  tumors  may  arise  from  the  adrenal 
medulla  or  along  the  course  of  the  main 
sjmipathetic  trunks  in  the  neck,  thorax  or  ab- 
domen. Marchand  in  1891  suggested  that 
some  tumors  of  the  adrenal  medulla  repre- 
sent a reproduction  of  the  anlage  of  the  sym- 
pathetic nervous  system,  and  the  work  of  J. 
H.  Wright  in  1910  confirmed  this  opinion.  In 
the  past  these  tumors  were  described  as 
round-cell  sarcomas  or  lymphosarcomas,  but 
their  identity  as  nerve-cell  tumors  is  now 
recognized. 

Sympathicoblastomas  usually  occur  in 
children  under  the  age  of  four  and  are  char- 
acterized clinically  by  the  two  typical  syn- 
dromes most  often  produced.  The  Pepper 
syndrome,  first  described  in  1901,  consists  of 
a marked  enlargement  of  the  abdomen  due 
to  massive  involvement  of  the  liver  by  met- 
astasis. This  is  thought  to  be  a result  of 
spread  through  the  lymphatics  from  a pri- 
mary tumor  of  the  right  adrenal  or  right 
sided  sympathetic  structures.  The  liver  sub- 
stance may  be  entirely  replaced  by  round- 
cells  similar  to  those  of  lymphosarcoma,  and 
death  usually  results  within  a few  weeks. 

The  Hutchison  syndrome,  described  first 
in  1907,  in  most  cases  results  from  a primary 
tumor  in  the  left  adrenal.  The  most  striking 
feature  of  this  syndrome  is  the  formation  of 
matastases  in  the  bones  of  the  skull  and  es- 
pecially about  the  orbits,  although  other 
parts  of  the  skeletal  system  may  be  involved. 
The  course  may  not  be  so  rapid  as  with  mas- 
sive liver  involvement.  The  case  we  are  pre- 
senting is  an  example  of  the  Hutchison  type 
of  syndrome  with  the  primary  tumor  in  the 
mediastinum. 

CASE  HISTORY 

The  patient,  a white  male  infant  18  months  of  age, 
was  admitted  to  the  Nebraska  Orthopedic  Hospital 
on  June  25,  1942  because  of  an  increasing  weakness 
of  the  lower  extremities.  This  had  been  first  noticed 

*Nebraska  Orthopedic  Hospital,  Lincoln,  Nebraska.  Service 
of  Dr.  Fritz  Teal. 

♦♦Department  of  Pathology  of  the  Lincoln  Hospitals. 


four  months  previously  and  was  accompanied  by 
sensory  changes  in  the  legs  and  urinary  retention. 
He  had  not  begun  to  walk  or  talk  and  there  had  been 
no  previous  illness.  The  onset  of  the  present  illness 
was  without  acute  episode. 


Figure  1.  Chest  film  showing  tumor  mass  in  mediastinum. 


PHYSICAL  EXAMINATION 

Examination  revealed  a rather  overweight  white 
male  infant  who  would  not  sit  or  stand  alone.  Pupil 
reflexes  were  normal.  No  abnormality  of  the  head 
or  the  neck  was  noted.  The  lung  fields  were  clear 
and  heart  sounds  normal.  The  abdomen  was  soft  and 
free  of  tenderness  or  masses.  The  external  genitalia 
were  normal.  The  patellar  reflexes  were  increased. 
There  were  positive  Babinski  reflexes  and  ankle 
clonus  bilaterally.  There  was  a marked  weakness 
of  all  muscles  of  both  legs  and  there  was  a sen- 
sory paralysis  from  about  the  nipple  line  down.  A 
diagnosis  of  incomplete  transverse  myelitis  was 
made. 

LABORATORY  EXAMINATION 

The  urinalysis  was  normal.  The  white  blood  cell 
count  was  17,200  with  55%  neutrophils  and  41% 
lymphocytes.  Wasserman  and  Mantoux  tests  were 
negative. 

A lumbar  puncture  was  done  and  clear  fluid  with 
a pressure  of  24  mm.  of  mercury  was  obtained.  The 
cell  count  was  two  and  the  total  protein  15  mgms%. 
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Roentgenograms  of  the  chest  taken  on  entry  were 
reported  to  show  what  might  be  an  enlarged  thy- 
mus. On  films  taken  a month  later  this  was  identi- 
fied as  a mass  in  the  mediastinum.  (Figure  1.) 

COURSE  IN  HOSPITAL  AND 
SUBSEQUENT  COURSE 


! There  was  little  change  in  the  patient’s  condition 
: for  several  months.  On  April  19,  1943  he  was 


Figures  2 and  3.  Antero-posterior  and  lateral  films  of  skull 
showing  separation  of  suture  lines,  and  thickening  of  cal- 
varium. 


transferred  to  the  University  Hospital  in  Omaha 
for  further  study.  Upon  being  received  there  it  was 
found  that  he  had  sustained  a fracture  of  the  right 
femoral  shaft  without  apparent  cause.  Because  a 
pathological  fracture  was  suspected  a biopsy  of  the 
fracture  site  was  done.  No  tumor  tissue  was  found 
and  the  fracture  healed  uneventfully.  A diagnosis 
of  transverse  myelitis,  cause  undetermined,  was 
made  and  the  patient  discharged  to  home  care. 


Early  in  1944  he  was  again  admitted  to  the  Uni- 
versity Hospital  and  the  mediastinal  tumor  which 
had  been  previously  noted  at  the  Nebraska  Ortho- 
pedic Hospital  was  again  identified.  This  was  re- 
moved through  a left  posterior  thoracic  incision  in 
April,  1944,  and  histological  study  disclosed  a slow 
growing  but  definitely  malignant  sympathicoblas- 
toma.  The  relation  of  the  transverse  myelitis  to  the 
mediastinal  tumor,  which  was  at  the  same  level,  was 
not  definitely  established  as  there  was  no  deformity 
of  the  spinal  column.  The  patient  was  returned  to 
the  Nebraska  Orthopedic  Hospital  for  care  of  the 
weakened  lower  extremities. 

Re-examination  revealed  little  change  except  for 
the  well  healed  surgical  scar  and  a very  slight 
kyphus  at  the  level  of  the  sixth  thoracic  vertebra. 
On  February  23,  1945,  a fracture  of  the  right  fem- 
oral shaft  in  the  distal  third  was  sustained.  Again 
the  nursing  staff  knew  of  no  trauma  although  a fall 
from  bed  might  have  occurred.  Roentgenograms 


Figure  4.  Tumor  mass  removed  from  posterior  mediastinum. 

gave  no  evidence  of  a metastatic  lesion.  No  biopsy 
was  done.  After  this  fracture  had  healed  the  patient 
was  fitted  with  braces  and  returned  home. 

He  was  thereafter  seen  at  intervals  in  the  district 
out-patient  clinics  until  August  19,  1947  when  he 
was  readmitted  to  the  Nebraska  Orthopedic  Hos- 
pital for  treatment  of  decubitus  ulcers  about  the 
sacrum. 

At  this  time  the  child  was  mentally  alert  and 
talked  freely.  There  were  several  large  pressure 
sores  about  the  sacrum  and  upper  thighs.  There 
were  flexion  contractures  of  the  knees  and  thighs 
and  a complete  loss  of  sensation  in  the  lower  ex- 
tremities. A hemoglobin  level  of  nine  grams  per 
100  c.c.  (57.49c)  was  found. 

Shortly  after  admission  the  child  complained  of 
pain  in  the  right  forearm  which  was  hot,  red  and 
swollen  on  the  ulnar  aspect.  Roentgenograms  show- 
ed areas  of  osteoporosis  in  the  proximal  two-thirds 
of  both  radius  and  ulna  suggestive  of  osteomyelitis 
or  of  metastasis.  The  pain  was  relieved  by  immob- 
ilization and  within  a few  days  the  inflammatory 
signs  disappeared. 

At  about  this  same  time  marked  ecchymoses 
about  both  eyes  were  noticed  but  the  child  seemed 
unaware  of  the  condition  and  made  no  complaint. 
The  discoloration  receded  but  by  September  18,  1947 
it  was  obvious  that  his  vision  was  impaired.  The 
pupils  reacted  normally  to  light  but  he  could  not 
recognize  visitors  nor  detect  finger  motion.  The 
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fundi  showed  evidence  of  optic  atrophy  and  within  a 
week  he  was  completely  blind. 

Spinal  puncture  done  on  September  19  showed  a 
very  marked  increase  in  fluid  pressure  and  a cell 
count  of  14  per  cubic  millimeter. 

During  October  the  ecchymotic  discoloration 
about  both  eyes  was  again  noted  and  again  was 
largely  absorbed  within  a few  days.  Also  at  this 
time  a peculiar  crepitation  along  the  suture  lines  of 


Figure  5.  Outer  surface  of  dura  almost  completely  covered 
with  tumor  tissue  which  was  direct  extension  from  valvarium. 


the  skull  was  noticed  and  it  was  evident  that  the 
anterior  portion  of  the  skull  was  becoming  enlarg- 
ed. Roentgenograms  of  the  skull  revealed  a separa- 
tion of  the  sagital  and  coronal  suture  lines.  (Figures 
2 and  3). 

The  child  became  gradually  weaker  and  very 
pale,  and  the  enlargement  of  the  head  became  very 
pronounced.  Until  a few  days  before  his  death  he 
did  not  complain  of  headache  or  other  discomfort 
and  was  able  to  talk  rationally.  Early  in  December 
his  face  became  very  edematous  so  that  the  eyes 


Figure  6.  Inner  surface  of  dura  showing  limited  penetration 
of  tumor  through  the  dura. 

were  opened  with  difficulty.  He  died  on  December 
26,  1947  at  the  age  of  seven  years. 

POSTMORTEM  EXAMINATION 

An  autopsy  was  performed  six  hours  after  death 
on  the  partially  embalmed  body.  Only  the  essential 
findings  will  be  given.  ‘ 

The  head  was  enlarged  and  also  irregular  nodules 
could  be  palpated  beneath  the  scalp.  The  face  was 
edematous  with  ecchymoses  of  the  soft  tissues  of 
the  orbits.  There  were  contracture  deformities  of 


both  lower  extremities  at  the  knees  and  numerous 
scars  of  healed  decubitus  ulcers  on  the  sacrum  and 
back. 

The  thorax  presented  a few  fibrous  ad.hesions  in 
the  left  posterior  chest  corresponding  to  the  site  of 
the  external  operative  scar  for  the  removal  of  the 
tumor  of  the  mediastinium.  There  was  soft  hemorr- 
hagic tumor  infiltration  on  both  sides  of  the  spine 
filling  the  angles  between  the  vertebral  bodies  and 
the  vertebral  attachments  of  the  ribs.  (Figure  4). 
This  was  retropleural  and  extended  into  the  upper 
lumbar  spine  area  also.  Except  for  pleural  adhesions 
on  the  left,  no  identification  of  the  site  of  the  prev- 
iously operated  tumor  could  be  made. 

The  scalp  was  reflected  with  difficulty  due  to  nod- 
ular infiltration  of  the  aponeurosis  and  scalp  by  di- 
rect extension  from  the  tumor  in  the  calvarium.  A 
similar  extension  into  the  underlying  dura  mater 
occurred,  (Figures  5 and  6)  and  in  some  areas  the 
calvarium  reached  a thickness  of  3 cm.  There  was  no 
dilatation  of  the  ventricles  or  involvement  of  the 
brain.  Thus  the  head  enlargement  was  due  entirely 
to  bony  metastasis  to  the  skull.  The  base  of  the 
skull  exhibited  a similar  extensive  neoplastic  in- 
volvement distorting  the  sella,  orbital  plates,  etc., 
and  apparently  involving  the  bones  of  the  face  as 
well. 


Figure  7.  Thoracic  portion  of  spinal  cord  showing  con- 
stricted segment. 


The  entire  spinal  cord  was  removed  and  in  the 
lower  mid-thoracic  portion  showed  a segment  of  fi- 
brous atrophy  1.5  cm.  in  length  with  adhesions  to  the 
overlying  leptomeninges  (Figures  7).  No  direct  in- 
volvement of  the  cord  by  the  tumor  was  evident. 

All  bones  of  the  spine,  skull,  ribs,  sternum  and 
femora  (only  bones  examined)  contained  the  same 
neoplastic  tissue. 

The  adrenals  were  grossly  negative. 

Microscopic  studies  confirm  the  above  gross  find-  I 
ings  and  showed  the  tumor  to  be  a sympathicoblas- 
toma  identical  with  the  surgical  specimen  removed 
at  the  University  hospital  in  1944.  In  view  of  the 
autopsy  findings  and  history  it  was  concluded  that  - 
the  left  posterior  mediastinal  sympathicoblastoma 
was  the  primary  tumor. 

DISCUSSION 

The  case  presented  is  that  of  a typical 
Hutchison’s  syndrome  with  the  peculiarity 
that  the  primary  tumor  v/as  in  the  left  med- 
iastinum rather  than  the  left  arenal.  The  re- 
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lation  of  the  spinal  cord  damage  to  the  tumor 
is  not  well  explained  as  there  was  at  no  time 
more  than  a slight  compression  of  vertebral 
bodies.  Chandler  and  Norcross  reported  four 
cases  in  none  of  which  was  the  primary  tum- 
or in  either  adrenal.  In  one  case  the  tumor  or- 
iginated in  the  spinal  canal  and  migrated 
through  the  intervertebral  foramina  into  the 
thoracic  cavity  on  both  sides.  Although  one 
might  suspect  a similar  course  in  the  present 
case  the  autopsy  disclosed  no  tumor  tissue 
within  the  spinal  canal  at  the  level  of  the 
cord  lesion.  None  of  the  four  cases  of  Chand- 
ler and  Norcross  developed  a Pepper’s  or 
Hutchison’s  syndrome. 

While  most  authors  report  100  percent 
mortality  there  have  been  a few  reports  of 
apparent  cures  after  surgical  removal  follow- 
ed by  irradiation.  Hepler  describes  a case  in 
which  a sympathicoblastoma  was  found  an- 
terior to  the  sacrum  at  birth.  Most  of  the 
tumor  mass  was  removed  surgically  and  the 
remainder  disappeared  after  irradiation. 
Four  years  later  there  were  no  signs  of  re- 
currence. The  same  author  mentions  the  re- 
port of  Farber  in  which  it  was  said  that  ten 


MEDICAL  CARE  TAKES  SMALLER  PORTION 
OF  FAMILY  BUDGET 

The  average  American  family  spends  a smaller 
proportion  of  its  budget  for  medical  care  than  it 
did  four  years  ago,  according  to  a revised  bulletin 
entitled  “The  Cost  and  Quantity  of  Medical  Care  in 
the  United  States”  by  Frank  G.  Dickinson,  Ph.D., 
director  of  the  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Association. 

The  cost  of  living  has  risen  more  rapidly  in  the 
past  10  years  than  has  the  cost  of  medical  care. 
Dr.  Dickinson  points  out. 

The  bulletin  discusses  three  aspects  of  medical 
care — expenditures,  price,  and  quantity.  An  analy- 
sis of  new  and  revised  Department  of  Commerce 
data  shows  that  Americans  spent  more  for  medical 
care  in  1947  than  in  1944,  but  that  the  proportion 
of  total  consumer  expenditures — for  all  goods  and 
services — used  for  medical  care  decreased  from  4.4 
to  4.0  per  cent.  The  physicians’  share  of  the  medi- 
cal care  dollar  has  declined  steadily,  from  31.7  cents 
in  1929  to  25.5  cents  in  1947;  during  this  same 
period  the  hospitals’  share  has  increased. 

A comparison  of  medical  care  with  11  other  items 
covered  by  the  Department  of  Commerce  consumer 
expenditure  series  shows  that  the  American  people 
spend  more  for  alcoholic  beverages  and  recreation 
than  for  medical  care,  while  the  amount  of  the  aver- 
age budget  for  physicians’  services  is  about  one  half 
as  much  as  the  amount  for  tobacco  and  slightly 
less  than  the  amount  for  personal  care. 

The  Consumers’  Price  Index,  published  by  the 


cases  out  of  forty  were  alive  and  well  from 
three  to  five  years  after  surgical  removal. 

SUMMARY 

A case  is  described  of  a typical  Hutchison’s 
syndrome  developing  from  a primary  sym- 
pathicoblastoma in  the  left  mediastinum  at 
about  the  level  of  the  sixth  thoracic  vertebra. 
In  most  cases  of  Hutchison’s  syndrome  pre- 
viously reported,  the  primary  tumor  has 
been  found  in  the  left  adrenal. 
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Department  of  Labor,  reveals  that  the  cost  of  living 
in  large  cities  has  risen  59  per  cent  in  the  past  10 
years,  while  the  prices  of  medical  care  items  have 
increased  only  32  per  cent. 

In  light  of  these  data.  Dr.  Dickinson  questions 
the  claim  that  the  American  people  cannot  afford 
good  medical  care  and  notes  that  the  various  pre- 
payment medical  and  hospitalization  insurance  plans 
offer  most  families  the  opportunity  to  budget  their 
medical  care  costs  and  thereby  to  aproach  the  4 
per  cent  national  average. 

Although  he  notes  certain  limitations  of  both  the 
expenditure  and  the  price  series.  Dr.  Dickinson  has 
used  these  data  to  compute  changes  in  the  quantity 
of  medical  care  from  1940  through  1947.  This 
analysis  indicates  that  “the  quantity  of  medical 
care  received  by  the  American  people  has  been  in- 
creasing rapidly  in  the  past  decade”  and  that  “the 
quantity  of  physicians’  services  has  increased  con- 
siderably faster  than  the  number  of  physicians.” 
These  increases  are  attributed  to  technological  ad- 
vances in  the  practice  of  medicine. 

“The  supply  of  medical  services  can  no  longer  be 
measured  by  counting  the  number  of  active  physi- 
cians, dentists,  and  nurses.  These  traditional  sup- 
pliers of  service  are  now  assisted  by  a team  which 
includes  technicians,  medical  research  workers, 
pharmacists,  and  other  professional  and  non-profes- 
sional auxiliary  personnel.  The  consumer  receives 
the  benefit  of  this  teamwork  in  the  form  of  an  in- 
creased quantity  of  medical  care,  in  better  health 
and  longer  life,”  Dr.  Dickinson  says. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

Th  e American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  next  annual  Assembly  of  the  Nebras- 
ka State  Medical  Association  will  be  held  in 
Omaha  on  May  3,  4,  and  5,  1949.  If  you 
wish  to  read  a paper  before  this  Assembly 
send  the  title  to  Dr.  R.  B.  Adams,  416  Fed- 
eral Securities  Bldg.,  Lincoln  8,  Nebr.  Do 
so  at  once.  No  titles  will  be  accepted  after 
January  1,  1949. 


An  examination  has  been  announced  by  the  U. 
S.  Civil  Service  Commission  for  filling  Medical 
Officer  positions  at  salaries  ranging  from  $4,479 
to  $6,235  a year.  The  positions  are  located  in 
Washington,  D.  C.,  throughout  the  United  States, 
and  in  the  Panama  Canal  Zone,  in  such  agencies  as 
the  Indian  Service,  Panama  Canal  Service,  U.  S. 
Public  Health  Service,  Department  of  the  Army, 
Veterans  Administration,  Civil  Aeronautics  Admin- 
istration, and  the  Railroad  Retirement  Board. 

No  written  test  will  be  required.  To  qualify,  ap- 
plicants must  be  graduates  of  a medical  school  and 
must  be  currently  licensed  to  practice  medicine 
and  surgery.  (The  requirement  of  a current  license 
will  be  waived  for  certain  persons  and  positions.) 
For  positions  paying  $4,479  and  $5,232,  applicants 
must  have  completed  a full  internship,  either  gen- 
eral rotating  or  in  a specialty  (this  requirement 
is  waived  for  some  positions) ; and  for  positions 
paying  $5,232  and  $6,235,  they  must  have  had  pro- 
fessional medical  experience.  Maximum  age  limits 
for  these  positions  are  as  follows:  For  Panama 

Canal  Service,  45  years;  for  Indian  Service,  50 
years;  for  other  agencies,  62  years.  For  persons 
entitled  to  veteran  preference,  the  45  and  50-year 
age  limits  are  waived  to  62  years,  and  the  62-year 
age  limit  is  waived  without  limitation. 

Information  and  application  forms  may  be  se- 
cured at  most  first  and  second-class  post  offices, 
from  Civil  Service  regional  offices,  or  from  the 
U.  S.  Civil  Service  Commission,  Washington,  D.  C. 
Applications  will  be  accepted  in  the  Commission’s 
Washington  office  until  further  notice. 


AMERICAN  ACADEMY  OF  DERMATOLOGY 
AND  SYPHILOLOGY 

The  seventh  annual  meeting  of  the  American 
Academy  of  Dermatology  and  Syphilology  will  be 
held  in  Chicago  from  Saturday,  December  4 through 
Thursday,  December  9,  it  is  announced  by  Dr.  Earl 
D.  Osborne,  secretary-treasurer  of  the  Academy, 
471  Delaware  Ave.,  Buffalo,  N.  Y. 

The  principal  sessions  will  be  held  at  the  Palmer 
House,  "with  special  courses  in  histopathology  and 
mycology  scheduled  for  Saturday  and  Sunday,  De- 
cember 4 and  5,  at  the  Medical  Schools  of  the 
University  of  Illinois  and  Northwestern  University. 
As  in  the  past  two  years,  teaching  clinics  will  be 
held  on  the  afternoons  of  Monday,  Tuesday,  and 
Wednesday,  December  6,  7,  and  8th.  A new  fea- 
ture is  being  added  to  the  program  this  year  con- 
sisting of  informal  discussion  groups,  which  will 
be  held  at  noon  and  5:00  p.  m.  sessions. 
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According  to  press  reports  Richardson 
county  in  October  had  the  first  case  of  diph- 
the^-ia  since  1935.  Not  bad,  we  think! 


The  Nebraska  Society  for  Neurology  and 
Psychiatry  was  organized  September  15,  at 
a meeting  at  the  Omaha  Club.  The  organi- 
zation, which  replaces  the  old  Omaha-Mis- 
souri  Valley  Neuro-psychiatric  Society, 
adopted  a constitution  and  elected  officers. 

Dr.  Eobert  Stein,  Lincoln,  was  chosen  president; 
Dr.  G.  Lee  Sandritter,  Norfolk,  vice-president;  Dr. 
J.  Whitney  Kelley,  Omaha,  secretary-treasurer. 

The  following  were  elected  councilors:  Dr.  J. 

C.  Nielsen,  Hastings,  three-year  term;  Dr.  Dud- 
ley T.  Dawson,  Lincoln,  two  years;  Dr.  G.  Alex- 
ander Young,  116  North  Thirty-eighth  Avenue,  and 
Dr.  Wilbur  A.  Muehlig,  2302  Country  Club  Avenue, 
both  one  year. 


Official  figures  on  the  University  of  Ne- 
braska Medical  student  enrollment  were  re- 
leased by  the  registrar’s  office.  The  total 
of  400  students  including  the  Nursing  school 
is  broken  down  into  the  following  categories : 

Medical  school  Freshmen,  82  men;  sophomore, 
76  men;  junior,  74  men;  senior,  54  men.  Total, 
286  men. 

Freshmen,  8 women;  sophomores,  5 women;  jun- 
iors, 3 women;  seniors,  4 women.  Total,  20  women. 

Nursing  school  Freshmen,  36;  juniors,  23;  sen- 
iors, 35.  Total,  94. 


The  anti-cancer  campaign  of  American  wo- 
men has  paid  off  with  the  lowest  malignancy 
death  rate  on  record  and  the  most  cures, 
according  to  the  Metropolitan  Life  Insur- 
ance statisticians. 

This  improvement  is  mostly  confined  to 
the  women.  Credit  is  given  to  the  educa- 
tional campaign  largely  directed  by  women, 
and  to  cancer  detection  clinics,  whose  pat- 
rons have  been  mostly  women. 


The  following  item  was  clipped  from  the 
Omaha  World-Herald  Oct.  8,  1948: 


A new  program  designed  to  supply  more  doctors 
to  rural  areas  in  Kansas  was  disclosed  recently. 

The  board  of  directors  of  the  Kansas  Farm  Bur- 
eau has  instructed  its  resolutions  committee  to 
present  the  plan  to  the  voting  delegates  at  the 
annual  meeting  in  Topeka  November  9,  10  and  11. 


An  acute  shortage  of  general  practitioners  exists 
nationally.  In  Kansas,  70  communities  are  seeking 
physicians.  The  number  in  practice  is  declining 
each  year. 

Leaders  in  medicine  have  worked  out  a proposed 
solution  which  may  attract  national  attention. 

It  represents  the  collective  thinking  of  the  Kan- 
sas State  Board  of  Health,  the  Kansas  Medical  So- 
ciety and  its  committee  on  rural  health,  officials 
of  the  American  Medical  Association  doctors  and 
medical  students. 

It  reflects  the  views  of  Dean  Franklin  D.  Murphy, 
enthusiastic  young  head  of  the  University  of  Kansas 
Medical  Center. 

The  plan  will  cost  money.  An  appropriation  of 
some  4 million  dollars  will  be  sought  from  the  1949 
Legislature  to  make  it  function. 

The  program  embodies  these  points: 

1.  Graduation  of  more  doctors,  nurses  and  medi- 
cal technicians. 

2.  Community  sponsorship  of  medical  equipment, 
including  X-ray  and  clinical  laboratories,  to  supply 
a young  doctor  with  the  tools  of  modern  medicine. 

3.  Intensive  postgraduate  medical  education  so 
that  the  general  practitioner  can  keep  abreast  of 
medical  progress. 

While  the  state’s  population  has  increased  25  per- 
cent in  the  past  42  years,  the  number  of  medical 
practitioners  has  declined  30  percent.  A study  by 
the  Kansas  Medical  Society  shows  that  there  were 
2,732  physicians  in  the  state  in  1906  and  1,900 
today. 

Half  the  physicians  in  1906  were  practicing  in 
communities  of  1,500  or  less.  In  1942  the  figure 
was  only  28  percent. 


Dr.  Thomas  H.  Parran,  former  surgeon 
general  of  the  U.  S.  Public  Health  Service, 
has  been  chosen  as  dean  of  the  New  Grad- 
uate School  of  Public  Health  which  has  been 
established  by  the  University  of  Pittsburgh. 
A gift  of  $13,600,000  to  the  University  by 
the  A.  W.  Melon  Educational  and  Charitable 
Trust  will  finance  the  new  school  which  will 
stress  occupational  and  industrial  health  and 
hygiene. 


Dr.  J.  E.  M.  Thomson  of  Lincoln,  Nebraska, 
has  returned  from  a medical  teaching  mis- 
sion in  Poland  and  Finland,  under  the  aus- 
pices of  the  Unitarian  Service  Committee 
and  the  World  Health  Organization.  After 
the  completion  of  the  mission.  Dr.  Thom- 
son made  a tour  of  the  Scandinavian  coun- 
tries of  Sweden,  Norway  and  Denmark,  sur- 
veying the  medical  and  health  problems  and 
facilities  of  these  countries.  Before  return- 
ing to  the  United  States  the  last  of  Sep- 
tember, he  attended  and  was  on  the  program 
as  an  essayist  the  Congress  of  the  Interna- 
tional Society  of  Orthopaedics  and  Trauma- 
tology held  at  Amsterdam.  On  his  return 
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to  the  States  he  took  part  as  a guest  speaker 
at  the  Kansas  City  Southwestern  Clinical 
Society  meeting. 


NEBRASKA  ACADEMY  OF 
GENERAL  PRACTICE 

On  ^londay  evening  September  27,  1948 
representatives  of  the  Academy  attended  the 
Tri  County  IMedical  Meeting  at  Fremont,  Ne- 
braska. Dr.  Harry  Benson,  of  Oakland,  Ne- 
braska, vice  president,  of  the  Nebraska 
Chapter  spoke  giving  a report  of  the  meeting 
of  the  House  of  Delegates  to  the  National 
Convention  in  June.  He  was  followed  by 
Dr.  Paul  Read  of  Omaha,  President  of  the 
Nebraska  Chapter  who  outlined  the  aims  and 
purposes  of  the  Academy.  Dr.  Bernard 
Kenny  added  further  comments  concerning 
the  Academy  and  organizational  plans  for 
the  Nebraska  Chapter.  Dr.  Kenny  is  chair- 
man of  the  program  committee  for  planning 
the  dinner  meeting  October  24,  1948  at  the 
Paxton  Hotel,  Omaha,  Nebraska.  Dr.  Paul 
Davis,  President  of  the  National  Academy 
was  the  speaker  at  this  meeting.  Member- 
ship in  the  National  academy  now  approxi- 
mates 7,000. 


ANNUAL  ASSEMBLY  PROGRAM  SELECTED 

Eighteen  outstanding  medical  teachers  have  been 
selected  by  the  Program  Committee  for  the  first 
Annual  Scientific  Assembly  of  the  American  Acad- 
emy of  General  Practice  to  be  held  in  Cincinnati, 
at  the  beautiful  Netherlands  Plaza  Hotel  next 
March  7,  8,  and  9.  The  names  of  the  essayists  and 
their  subjects  will  be  announced  later. 

On  September  15  the  Executive  Committee  of  the 
Board  of  Directors,  composed  of  President  Paul  A. 
Davis,  Akron,  Dr.  E.  C.  Texter,  Detroit,  and  Dr. 
U.  R.  Bryner,  Salt  Lake  City,  met  with  the  Pro- 
gram Committee  and  the  members  of  all  special 
committees  concerned  with  preparations  for  the 
Assembly  in  Cincinnati  to  go  over  all  preliminary 
details  for  the  meeting.  Doctors  Davis  and  Tex- 
ter are  co-chairman  of  the  Program  Committee. 
Other  members  are  Dr.  F.  C.  Benn,  Minneapolis, 
Dr.  R.  C.  McElvain,  St.  Louis,  and  Dr.  J.  P.  San- 
ders, vice-president,  of  Shreveport,  Louisiana. 

All  members  of  the  Committee  on  Local  Arrange- 
ments were  present  for  the  joint  meeting  of  the 
committees.  Dr.  Joseph  Lindner,  Cincinnati,  is 
chairman  of  the  Committee  on  Local  Arrangements. 
He  has  appointed  Dr.  Arthur  N.  Jay,  Cincinnati, 
to  be  chairman  of  the  Sub-Committee  on  Registra- 
tion. 

Dr.  E.  Clarkson  Long,  Detroit,  is  chairman  of 
the  Committee  on  Technical  Exhibits.  Indications 
are  that  the  leading  pharmaceutical  and  equipment 
manufacturers  of  the  country  will  be  represented 
in  the  technical  exhibit. 

Mrs.  Joseph  Lindner,  Cincinnati,  has  been  made 
chairman  of  the  Ladies  Entertainment  Committee. 


A separate  registration  desk  and  a hospitality  desk 
will  be  maintained  for  the  ladies  and  a series  of 
pleasant  social  functions  are  being  planned  for  them. 

The  Assembly  will  open  at  9:00  a.  m.  on  Monday, 
March  7,  with  an  invocation  and  greetings  from 
represtentatives  of  the  mayor  of  Cincinnati  and  the 
local  medical  society.  The  opening  general  ses- 
sion will  be  closed  with  the  Presidential  Address 
of  Dr.  Paul  A.  Davis.  The  first  scientific  paper 
will  be  presented  at  9:30  a.  m.  in  the  spacious  and 
comfortable  Hall  of  Mirrors. 

On  Monday  evening  there  will  be  a dinner  for 
secretaries  and  presidents  of  constituent  state  chap- 
ters. The  annual  banquet  for  all  members,  their 
wives  and  friends,  will  be  held  on  Tuesday  even- 
ing. The  meeting  will  close  at  noon  on  Wednes- 
day, March  9. 

The  Congress  of  Delegates  will  meet  at  10:00 
a.  m.  on  Sunday,  March  6,  preceding  the  Assembly 
and  again,  for  its  second  session,  on  Tuesday  after- 
noon. 

Arrangements  have  been  made  to  accomodate 
more  than  2,000  members  and  their  wives.  Non- 
members of  the  Academy  may  attend  the  Assembly 
as  guests  on  payment  of  a registration  fee  of 
$5.00.  Only  Doctors  of  Medicine  may  register. 
There  will  be  no  registration  fee  for  members. 
Banquet  tickets  will  be  sold  at  $5.00  per  plate. 

A printed  form  for  requesting  hotel  accommoda- 
tions will  be  sent  to  all  members  later.  Members 
wishing  to  make  reseiwations  now  may  do  so  by 
addressing  the  Chairman,  Sub-Committee  on  Hotels, 
American  Academy  of  General  Practice,  Dixie 
Terminal  Building,  Cincinnati  2,  Ohio. 


HOSPITAL  NEWS^:^ 

THEME  OF  1948  NEBRASKA  HOSPITAL  ASSEM- 
BLY CONFERENCE  WILL  FOCUS  ATTENTION 

ON  PROBLEMS  OF  SMALL  HOSPITALS 

“The  problems  of  the  smaller  institutions”  will 
be  the  timely  theme  of  this  year’s  conference  of 
Nebraska  Hospital  Assembly,  scheduled  for  Thurs- 
day and  Friday,  November  18  and  19,  at  Hotel 
Comhusker,  Lincoln. 

A number  of  sectional  meetings  are  being  plan- 
ned as  a new  feature  of  the  annual  conference, 
on  such  topics  as  “Personal  Problems,”  “Care  of  the 
Indigent,”  “Licensing  of  Nebraska  Hospitals”  and 
“Prepaid  Health  Care — Blue  Cross-Blue  Shield.”  A 
special  invitation  is  extended  members  of  commun- 
ity committees  planning  the  construction  of  new 
hospitals,  to  attend  and  take  part  in  the  conferences. 
A report  of  outstanding  features  of  the  A.H.A. 
convention  will  be  made  by  Nebraskans  who  were 
present,  while  President  McDade  will  report  on 
House  of  Delegates  proceedings. 


NINE  SCHOOLS  REPORT  300 
“PROBIE”  NURSES 

The  nine  Schools  of  Nursing  connected  with 
Lincoln  and  Omaha  hospitals  report  satisfactory 
enrollment  of  300  new  students  in  the  summer  and 
fall  classes.  ^ 

Registrations  in  Lincoln  hospital  schools  included 

* Through  Courtesy  of  Nebraska  Hospital  News. 
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35  probationers  at  Lincoln  General,  22  at  St.  Eliz- 
abeth and  21  at  Bryan  Memorial,  all  the  classes 
starting  in  early  September.  St.  Joseph’s  and  St. 
Catherine’s,  Omaha,  which  started  new  students 
on  class  work  at  The  Creighton  University  July 
7,  reported  Freshman  groups  of  47  and  35  students, 
respectively.  Bishop  Clarkson  Memorial’s  class  of 
26  students  enrolled  on  August  13  and  the  Immanuel 
Hospital  group  of  44  pre-clinical  students  got  under 
way  on  classes  on  August  10.  At  University  of 
Nebraska,  the  new  class  of  38  students  began  work 
on  August  16  and  a group  of  33  at  Nebraska  Meth- 
odist, Omaha,  on  September  9,  a total  enrollment 
in  Omaha  schools  of  221  student  nurses,  including 
one  male  student  at  St.  Joseph’s.  Twelve  students 
entered  St.  Joseph’s  at  Alliance. 


HOSPITAL  CONSTEUCTION  PROGRESSING 
BRISKLY  OVER  STATE,  RURAL  PRO- 
JECTS REACH  BID  STAGE 

New  hospital  building  projects  in  Nebraska  are 
going  forward  at  a pace  never  before  known  in 
the  state,  and  give  every  indication  that  the  short- 
age of  beds  which  has  plagued  most  communities 
during  the  bountiful  post-war  years  soon  will  be 
dispelled.  Numerous  projects  which  have  been  in 
the  “thinking,”  “talking”  and  “planning”  stages 
at  long  last  are  reaching  fruition  and  in  many  sec- 
tions of  Nebraska  the  whirr  of  motors  and  the  hum 
of  machinery  busily  at  work  give  eager  testimony 
of  the  earnestness  with  which  many  communities 
are  tackling  the  problem  of  providing  themselves 
with  urgently  needed  new  or  expanded  health 
facilities. 

NEBRASKA  METHODIST  HOSPITAL,  OMAHA, 

broke  ground  October  1 for  a new  two-story  struc- 
ture between  the  east  and  west  wings,  fronting 
south,  to  provide  an  administrative  unit,  a new 
lobby  and  small  chapel  on  the  first  floor  level.  The 
ground  floor  space  will  be  occupied  by  the  patho- 
logical laboratories. 

Largest  private  hospital  project  currently  under 
way  is  the  new  mental  and  nervous  care  structure 
of  CREIGHTON  MEMORIAL  ST.  JOSEPH’S  HOS- 
PITAL, OMAHA,  to  be  known  as  “Our  Lady  of 
Victory  Unit.”  Ground-breaking  ceremonies  on 
September  17  were  followed  immediately  by  exca- 
vation work  for  the  six-story,  135  bed  structure 
which  will  adjoin  the  present  hospital  on  the  east. 
The  structure  will  cost  $1,686,460. 

Construction  work  on  the  four-story  addition  to 
ST.  CATHERINE’S  HOSPITAL,  OMAHA,  got  un- 
der way  on  September  15,  with  the  Rorick  Con- 
stniction  Co.,  Omaha,  as  general  contractor.  The 
new  building,  to  be  erected  as  a wing  projecting 
westward  from  the  north  end  of  the  present  struc- 
ture, will  provide  40  additional  beds. 

Outstate,  rapid  progress  is  reported  on  the 
$1,100,000  completely  new  ST.  MARY’S  HOSPITAL, 
SCOTTSBLUFF,  being  erected  by  The  Sisters  of 
St.  Francis,  who  also  conduct  the  most  modern  hos- 
pital stnicture  in  western  Nebraska. 

Completed  and  with  its  formal  opening  program 
on  Sunday,  September  19,  the  new  THAYER  COUN- 
TY MEMORIAL  HOSPITAL,  HEBRON,  literally 
is  “a  four-year  dream  come  true”  for  the  residents 
of  that  community,  which  has  been  without  facili- 


ties for  care  of  the  sick  since  closing  of  the  Blue 
Valley  Hospital.  Housed  in  a former  dormitory 
building  of  the  Hebron  Junior  College,  which  closed 
in  1942,  the  21-bed  hospital  was  financed  by  con- 
tributions of  citizens  and  various  organizations. 
The  two-story  brick  building,  purchased  for  $4,500, 
had  undergone  extensive  remodeling  since  Septem- 
ber, 1947,  with  citizens  contributing  $35,000  for  that 
purpose  and  an  additional  $30,000  as  the  work  pro- 
gressed. A Federal  grant  of  $12,500  assisted 
in  providing  the  latest  and  best  equipment  for  sur- 
gical and  medical  care.  Operating  the  institution 
is  the  Lutheran  Hospital  and  Homes  Society,  of 
Fargo,  N.  D.  The  former  BLUE  VALLEY  HOS- 
PITAL now  is  being  operated  as  a convalescent  and 
rest  home,  with  facilities  for  40  aged  persons. 

A campaign  in  the  community  is  being  made  by 
the  Chamber  of  Commerce  to  raise  funds  for  the 
proposed  COMMUNITY  MEMORIAL  HOSPITAL, 
CRAWFORD.  A state  agency  grant  of  $43,070.25 
has  been  approved  toward  the  estimated  cost  of 
$152,884  for  the  18-bed  project,  of  which  Leon 
Goodrich,  Casper,  Wyoming  is  architect. 

Cornerstone  laying  ceremonies  on  Sunday,  Sep- 
tember 19,  for  the  new  addition  of  GOOD  SAMAR- 
ITAN HOSPITAL,  KEARNEY,  heralded  progress 
on  the  $250,000  job  which  indicates  completion  by 
early  summer  of  1949. 

The  addition  will  provide  24  more  beds  for  adult 
patients  and  a pediatrics  department  of  12  beds 
which  will  occupy  the  space  now  used  for  the 
Chapel.  A new  and  larger  Chapel  also  is  being 
constructed.  The  Hospital,  opened  in  July,  1924, 
has  cared  for  27,000  patients  and  this  is  expected 
to  reach  the  30,000  mark  by  the  date  of  opening 
of  the  new  unit,  which  will  coincide  with  the  Silver 
Jubilee  celebration  of  the  institution  next  July.  In 
its  first  year,  131  patients  were  admitted  and  16 
births  were  recorded;  in  1947,  the  number  of  pa- 
tients cared  for  was  2,839  and  the  number  of  births 
had  soared  to  558. 


Newly  approved  projects  by  the  State  Agency 
include : 

Miller  Memorial  Hospital,  Callaway,  9 beds;  esti- 
mated cost  $46,050.00;  Federal  Funds,  $15,350. 
Bernard  P.  Daxon,  Architect,  Kearney. 

Antelope  Memorial  Hospital,  Neligh,  24  beds; 
cost,  $172,274;  Federal  Funds,  $56,424.66.  E.  B. 
Watson,  Architect,  Norfolk. 

Community  Hospital,  O’Neill,  Holt  County,  25 
beds;  cost,  $288,000;  Federal  Funds,  $94,666.67. 

Martin  Aitken,  Architect,  Lincoln. 

Community  Hospital,  Wakefield,  Dixon  County, 
18  beds;  cost,  $159,100;  Federal  Funds,  $52,433.33. 
William  Ruettler,  Architect,  Sioux  City,  Iowa. 

Memorial  Hospital,  Gothenburg,  Dawson  County, 
25  beds;  cost,  $149,650;  Federal  Funds,  $48,550. 
C.  C.  Coursey,  Architect,  North  Platte. 

Municipal  Hospital,  Crete,  Saline  County,  25 
beds;  cost,  $204,500;  Federal  Funds,  $66,666.67. 

Davis  & Wilson,  Lincoln,  Architects. 

Seward  County  Memorial  Hospital,  Seward,  25 
beds;  cost,  $218,000;  Federal  Funds,  $70,000.  Davis 
& Wilson,  Architects,  Lincoln. 

St.  John’s  Sullivan  Memorial  Hospital,  Spalding, 
Greeley  County,  20  beds;  cost  $166,000;  Federal 
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Funds,  $55,333.33.  Archer,  Cooper,  Robison,  K.  C., 
Missouri. 

Perkins  County  Community  Hospital,  Grant,  20 
beds.  F.  F.  $8,333,  furnishings. 

Grants  to  date  total  $1,200,344.91  against  total 
costs  of  $4,988,708,  covering  534  estimated  new 
hospital  beds  in  the  state,  mostly  all  in  rui’al 
areas. 


COMPLETE  PLANS  FOR  A.  M.  A. 

INTERIM  SESSION 

All  A.  M.  A.  Interim  Session  activities — meetings 
of  the  House  of  Delegates,  general  lectures,  clin- 
ical presentations,  scientific  exhibits,  technical  ex- 
hibits, motion  pictures  and  television — will  be  con- 
centrated in  the  Kiel  Auditorium  in  St.  Louis.  The 
A.  M.  A.  Interim  Session  will  open  in  St.  Louis  on 
Tuesday,  November  30,  and  continue  through  Fri- 
day, December  3. 

The  program  includes  a general  session  on  Tues- 
day and  Thursday  evenings  with  outstanding  enter- 
tainment on  Wednesday  evening.  The  second  an- 
nual General  Practitioner  award  will  be  presented 
on  Thursday  evening. 

Registration  will  begin  Tuesday  morning  and  the 
meetings  will  close  at  noon  on  Friday. 

The  scientific  program  will  begin  at  2 P.  M.  Tues- 
day with  two  half-hour  periods  of  lectures.  After 
a brief  recess,  clinical  presentations,  many  of  them 
with  patients,  will  be  conducted  in  seven  rooms  in 
the  Scientific  exhibit  hall.  Exhibits  pertaining  to 
the  clinical  presentations  will  be  shown  in  areas  out- 
side each  room.  The  same  procedure  will  be  fol- 
lowed each  morning  and  afternoon. 

The  program  on  diabetes  will  be  in  charge  of  Dr. 
Howard  F.  Root,  Boston,  with  Dr.  William  H.  Olm- 
sted, St.  Louis,  seiwing  as  local  chairman.  Clini- 
cal presentations  will  be  conducted  from  10  A.  M. 
to  1 P.  M.  and  from  3:30  P.  M.  to  5 P.  M.  on  Wed- 
nesday and  Thursday.  Dr.  Elliott  P.  Joslin,  Boston, 
will  summarize  the  subjects  at  9:30  A.  M.  on  Friday. 

The  cancer  program  will  be  in  charge  of  Dr.  Brew- 
ster S.  Miller  of  the  American  Cancer  Society,  New 
York,  with  Dr.  Shenvood  Moore,  St.  Louis,  as  local 
chairman.  The  general  lecture  on  cancer  will  take 
place  at  9 A.  M.  Friday  and  clinical  presentations 
from  3:30  P.  M.  to  5 P.  M.  on  Tuesday,  Wednesday 
and  Thursday. 

The  poliomyelitis  program  is  being  handled  by 
Catherine  Worthingham  of  the  National  Foundation 
for  Infantile  Paralysis,  New  York,  and  Dr.  Sedgwick 
Mead,  St.  Louis,  is  the  local  chairman.  The  program, 
which  calls  for  elaborate  presentations  on  the  diag- 
nosis and  treatment  of  the  disease,  will  be  repeated 
daily  at  10:30  A.M.  to  12  noon,  and  3:30  to  5 P.M. 
The  general  lecture  will  be  given  at  2 o’clock  on 
Thursday  afternoon. 

The  program  on  cardiovascular  diseases  has  been 
arranged  by  Dr.  O.  P.  J.  Falk,  St.  Louis,  the  local 
chairman.  A general  lecture  on  hypertension  will 
be  given  at  2 P.  M.  Tuesday  with  clinical  presenta- 
tions from  3:30  to  5 P.  M.  A lecture  on  heart  dis- 
ease will  be  given  at  2:30  P.  M.  Thursday  with  clini- 
cal presentations  on  Wednesday  and  Thursday  after- 
noons from  3:30  to  5:00. 

The  subject  of  obstetrics  will  be  confined  largely  to 


the  problems  of  delivery.  Dr.  Arthur  B.  Hunt,  Ro- 
chester, Minn.,  the  coordinator,  and  Dr.  Joseph  A. 
Hardy  Jr.,  St.  Louis,  the  local  chairman,  have  ar- 
ranged for  clinical  presentations  on  Tuesday,  Wed- 
nesday and  Thursday  afternoons,  with  a general  lec- 
ture at  2:30  P.  M.  Tuesday. 

The  clinical  presentations  on  pediatrics  will  be 
conducted  Wednesday,  Thursday  and  Friday  morn- 
ings form  10:30  to  12:00,  with  the  general  lecture 
at  9 A.M.  on  Wednesday.  Dr.  Hugh  McCulloch  is 
the  coordinator  and  Dr.  Peter  G.  Danis,  St.  Louis, 
the  local  chairman. 

Laboratory  diagnosis  will  be  in  charge  of  Dr. 
Frank  W.  Konzelmann,  Atlantic  City,  and  Dr.  Robert 
A.  Moore,  St.  Louis,  is  the  local  chairman.  Clinical 
presentations  will  be  given  each  morning  and  after- 
noon throughout  the  week,  while  continuous  demon- 
strations will  be  conducted  by  members  of  the  St. 
Louis  Pathological  Society  in  a laboratory  adjacent 
to  the  clinic  room.  Dr.  Konzelmann  will  present 
the  general  lecture  at  9:30  A.  M.  Wednesday  morn- 
ing. 

Dermatology,  in  charge  of  Dr.  Clinton  W.  Lane, 
St.  Louis,  the  local  chairman,  will  be  covered  in  clini- 
cal presentations  on  Wednesday,  Thursday,  and  Fri- 
day mornings.  The  general  lecture  will  be  given  at 
2:30  P.  M.  Wednesday. 

The  program  covering  hematuria  includes  clinical 
presentations  on  Wednesday,  Thursday  and  Friday 
mornings,  with  a general  lecture  at  9 o’clock  Thurs- 
day morning.  The  coordinator  is  Dr.  Edward  N. 
Cook,  Rochester,  Minn.,  with  Dr.  Grayson  Carroll, 
St.  Louis,  serving  as  local  chairman. 

The  jaundice  program  is  under  the  direction  of  Dr. 
Sidney  A.  Portis,  Chicago,  and  Dr.  R.  0.  Muether, 
St.  Louis,  is  the  local  chairman.  Clinical  presenta- 
tions will  be  conducted  Thursday  morning  and  after- 
noon and  Friday  morning.  The  general  lecture  will 
take  place  at  9:30  A.  M.  Thursday. 

Clinical  presentations  on  radiology  will  be  covered 
Tuesday  afternoon  and  Wednesday  morning  and  af- 
ternoon and  will  be  in  charge  of  Dr.  Paul  C.  Hodges, 
Chicago,  as  coordinator  and  Dr.  Wendell  G.  Scott, 
St.  Louis,  as  local  chairman. 

The  subject  of  arthritis,  under  the  direction  of 
Dr.  C.  H.  Slocumb,  Rochester,  Minn.,  with  Dr.  Ralph 
A.  Kinsella,  St.  Louis,  as  local  chairman,  will  be 
discussed  in  a general  lecture  at  2 o’clock  Wednes- 
day afternoon  with  clinical  presentations  on  Tues- 
day afternoon  from  3:30  to  5:00  and  on  Friday 
morning  from  10:30  to  12:00. 

With  the  cooperation  of  the  St.  Louis  University 
School  of  Medicine  and  Washington  University 
School  of  Medicine,  television  will  be  shown  con- 
tinuously. The  committee  in  charge  consists  of  the 
Rev.  Alphonse  M.  Schwitalla  and  Dr.  Robert  A. 
Moore,  St.  Louis. 

The  Scientific  Exhibit  will  consist  of  groups  of 
exhibits  covering  all  these  subjects  as  well  as  mis- 
cellaneous topics.  The  exhibits  have  been  carefully 
chosen  for  the  interest  to  the  physician  in  general 
practice. 

Motion  pictures  will  be  shown  daily  from  12  noon 
to  3:30  P.  M.,  with  a carefully  chosen  list  of  films 
selected  by  the  Committee  on  Medical  Motion  Pic* 
tures  of  the  A.  M.  A. 

—GEORGE  F.  LULL,  M.D. 

Secretary  and  General  Manager 
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EX-BUSINESS  MANAGER  OF  A.M.A.  DIES 

Will  C.  Braun,  business  and  circulating  manager 
of  the  American  Medical  Association  for  54  years, 
died  Sept.  12,  at  Presbyterian  Hospital  in  Chicago 
of  uremic  poisoning.  He  was  80  years  old. 

Mr.  Braun  retired  as  Business  Manager  of  the 
American  Medical  Association  in  July,  1946,  to  be- 
come Business  Manager  Emeritus.  At  a reception 
and  dinner  given  in  his  honor  at  that  time,  many 
leaders  in  the  commercial  fields  allied  to  medicine 
spoke  their  appreciation  of  the  cordial  relationships 
which  he  had  established  and  maintained  through- 
out the  years.  The  Board  of  Tiaistees  and  officers 
of  the  A.M.A.  also  attended. 

Morris  Fishbein,  M.D.,  editor  of  The  Journal  of 
the  Medical  Association  said  at  the  dinner: 

“Today  the  nine-story  building  at  the  comer  of 
Dearborn  and  Grand  in  Chicago  is  a monument  to 
the  life-long  work  of  Will  Braun.  When  Will  Braun 
came  to  the  American  Medical  Association  in  1891, 
the  circulation  of  The  Journal  was  3,500  copies  per 
week.  Today  the  circulation  is  more  than  115,000. 
And  Will  Braun  made  it  a great  advertising  medium 
also. 

“The  personality  of  Will  Braun  has  been  such 
as  to  endear  him  to  all  who  met  him  at  work  or 
at  play.  In  my  personal  travels  among  physicians 
and  tycoons  in  the  medical  industry  all  over  the  na- 
tion, I have  never  heard  anywhere  but  the  wannest 
praise  for  Will  C.  Braun. 

At  the  age  of  23  he  gave  up  a clerkship  in  a gen- 
eral store  in  Ripley  and  came  to  Chicago.  He  was 
employed  by  the  American  Medical  Association  ab 
subscription  solicitor,  and  proofreader,  and  succes- 
sively was  appointed  circulation  and  subscription 
manager,  advertising  manager,  and,  in  1942,  busi- 
ness manager. 


WOMAN'S  Aummy 


The  Lancaster  County  Medical  Auxiliary 
held  its  first  meeting  of  the  year  on  October 
4 at  the  Nurses  Home  of  the  Bryan  Memor- 
ial Hospital.  The  attendance  was  over  fifty, 
and  eleven  new  members  were  present.  The 
coffee-sandwich  luncheon  was  followed  by  a 
business  session  and  an  afternoon  of  bridge. 

Mrs.  Clarence  K.  Elliott,  President,  pre- 
sided and  introduced  the  following  officers 
and  committee  chairmen  for  the  current 
year:  Vice  president,  Mrs.  O.  V.  Calhoun; 

Secretary,  Mrs.  M.  D.  Frazer;  Treasurer, 
Mrs.  Frank  Tanner;  Program,  Mrs.  Roland 
F.  Mueller  and  Mrs.  John  A.  Brown,  co- 
chairman;  Social,  Mrs.  Elmer  T.  Hobbs  and 
Mrs.  Paul  J.  Heidrick;  Membership,  Mrs.  C. 
Fred  Derciot  and  Mrs.  Richard  E.  Garling- 
house;  Telephone,  Mrs.  Paul  D.  Marx  and 
j\Irs.  Richard  Miller;  Hygeia,  Mrs.  Robert 
J.  Stein;  Inter-Club  Council,  Mrs.  Paul  A. 
Royal ; Public  Relations,  Mrs.  George  H. 


Misko;  Historian,  Mrs.  E.  W.  Hancock;  Leg- 
islative, Mrs.  Harold  S.  Morgan;  Parliamen- 
tarian, Mrs.  E.  W.  Rowe;  Bulletin,  Mrs.  Wil- 
liam W.  Carveth;  Publicity,  Mrs.  S.  L. 
Wolters. 

Mrs.  S.  L.  Wolters 
Publicity  Chairman 
Lancaster  County  Auxiliary 


Fifteen  members  and  guests  of  the  Wo- 
men’s Auxiliary  of  the  Adams  County  Medi- 
cal Society  met  with  Medical  Society  mem- 
bers at  the  Hastings  State  Hospital  Wednes- 
day evening,  October  6. 

Following  separate  business  meetings, 
with  Mrs.  A.  E.  Harrington  presiding  at  that 
of  the  auxiliary,  the  groups  rejoined  for  a 
showing  of  the  film,  “The  Diamond  Horse- 
shoe,” which  had  been  arranged  by  the  hos- 
pital. 

Mrs.  L.  W.  Rork 
Publicity  Chairman 
Hastings,  Nebraska 


Douglas  County  Medical  Auxiliary  held  its 
first  meeting  of  the  year,  a membership  tea, 
at  the  home  of  Mrs.  James  D.  Bradley,  on 
Tuesday,  October  12.  About  100  members 
attended.  A brief  musical  program  was  pre- 
sented by  Mrs.  William  P.  Reid,  vocalist,  ac- 
companied by  Miss  Enid  Lindborg. 

The  short  business  meeting  included  the 
following  items  which  were  discussed — 

(1)  Raise  in  national  dues. 

(2)  A resolution  of  the  Douglas  County 
Medical  Society  to  support  National  Dia- 
betes Week,  Dec.  6-12.  The  auxiliary  voted 
its  full  cooperation  in  whatever  the  Society 
undertakes. 

Reports  were  also  given  by  Hygeia  chair- 
man, Inter-club  Council  representatives  and 
by  Mrs.  Earl  Montgomery  who  was  our  rep- 
resentative to  the  National  AMA  meeting 
in  Chicago  in  June. 

A social  hour  and  tea  followed  the  busi- 
ness meeting. 

Mrs.  W.  A.  Muehlig 
State  Publicity  Chairman 
Omaha,  Nebraska 
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NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 
Nebraska  vs.  Tuberculosis 

Nebraska  is  doing  its  part  in  the  national 
war  on  TB.  To  aid  in  this  fight  the  State 
Department  of  Health  is  using  three  mobile 
units  for  the  purpose  of  taking  mass  chest 
x-rays  for  screening  purposes  to  locate  tu- 
berculosis and  other  chest  diseases. 

Two  of  these  units  are  scheduled  on  long 
surveys  and  the  third  does  short  surveys, 
and  stands  ready  to  take  the  place  of  one 
that  might  break  down. 

Usually  the  county  pattern  is  used  in  cov- 
ering a given  area.  In  order  for  a county  to 
be  considered  in  the  schedule  for  a unit,  re- 
quests must  be  received  by  the  Health  De- 
partment from  interested  citizens  and  from 
the  county  medical  society.  This  is  to  in- 
sure interest  by  lay  people  who  will  be  will- 
ing to  carry  on  the  organizational  and  pro- 
motional work  that  is  so  important  in  a sur- 
vey. and  to  make  sure  that  the  doctors  of  the 
medical  society  are  prepared  to  carry  out  the 
most  important  part  of  the  survey — namely, 
the  follow-up  examinations  of  the  abnormal 
findings  in  the  small  films. 

Forty-four  county-wide  chest  x-ray  sur- 
veys have  been  completed  and  it  is  estimated 
that  it  will  require  at  least  two  years  to  com- 
plete the  state.  By  that  time,  it  will  be  over 
three  years  since  some  counties  have  been 
visited;  hence  the  need  to  start  over  the 
state  the  second  time.  This  is  especially 
necessary  when  we  realize  that  very  few 
county  surveys  include  as  much  as  40%  of 
the  population. 

During  the  first  six  months  of  this  year, 
36,698  x-rays  were  taken  by  the  mobile  units 
in  51  different  locations  with  the  findings  as 
follows : 

Cases  with  x-ray  findings  con- 
s i d e r e d characteristic  of 
tuberculosis  - 52  or  0.1% 

Cases  with  x-ray  findings  con- 
sidered suspicious  of  tuber- 
culosis   431  or  1.2% 

Cases  considered  non-tubercu- 
losis abnormalities  1028  or  2.8% 

The  above  figures  indicate  that  Nebraska 
has  a lower  incidence  of  tuberculosis  on  an 
average  than  does  the  nation  as  a whole. 

After  the  x-rays  are  taken,  the  films  are 


developed  in  a photo  laboratory  in  the  Di- 
vision of  Tuberculosis  Control  and  then  read 
by  a doctor  who  records  any  pathology  noted, 
whether  it  is  tuberculosis  or  not.  A report 
is  then  mailed  to  each  person  who  has  been 
x-rayed,  usually  the  card  which  was  filled 
out  at  the  time  he  registered  for  the  x-ray. 
This  states  that  the  condition  of  his  chest 
appears  satisfactory.  In  case  an  abnormal- 
ity has  been  noted  on  the  x-ray,  the  indi- 
vidual receives  a letter  advising  him  to  con- 
sult his  physician,  and  his  physican  receives 
a technical  description  of  the  x-ray  find- 
ings and  the  survey  film. 

The  Tuberculosis  Control  Division  expects 
patients  with  abnormal  chest  findings  sug- 
gesting tuberculosis  to  visit  their  own  physi- 
cian to  obtain  the  necessary  follow-up  exam- 
inations. If,  after  some  time  has  elapsed, 
no  report  has  been  received  by  the  Tuber- 
culosis Control  office,  a public  health  nurse 
will  visit  the  patient  on  the  recommendation 
of  his  physician  to  urge  that  the  proper  fol- 
low-up examinations  be  made. 

People  seldom  need  more  than  the  first 
report.  They  go  at  once  to  their  doctor  for 
diagnosis  and  welcome  the  advise  of  the 
public  health  nurses  who  help  them  follow 
out  the  suggestions  of  their  physicians. 

The  nurse,  in  following  a case,  tries  to  see 
the  problem  in  its  effect  on  the  entire  fam- 
ily. This  might  include  any  physical  dis- 
abilities, such  as  those  of  crippled  child- 
ren, or  it  may  include  a nutrition  problem, 
or  financial  assistance.  Often  aid  is  secured 
for  follow-up  diagnosis  and  treatment  from 
such  agencies  as  county  assistance,  welfare, 
local  tuberculosis  council,  and  others. 

Vocational  rehabilitation  is  becoming  an 
important  part  of  our  plans  to  care  for  those 
who  need  it.  Since  many  patients  find  it 
necessary  to  change  their  type  of  work  in 
order  to  prevent  a recurrence,  time  spent  in 
treatment  of  the  disease  lends  itself  well  to 
the  study  of  a new  vocation  and  serves  to  oc- 
cupy the  patient’s  time  in  a profitable  way. 

It  appears  evident  that  it  will  require  sev- 
eral years  to  bring  about  a satisfactory  con- 
trol of  tuberculosis  in  Nebraska,  but  it  is 
hoped  that  the  battle  will  be  won  so  com- 
pletely that  a case  of  TB  will  seldom  be 
found. 

— Nebraska  State  Department  of  Health. 


NEWS  NOTES 

The  State  Department  of  Health  requests  a report 
at  the  end  of  the  school  year  on  remediable  cor- 
rections made  during  the  year.  The  need  for  these 
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corrections  is  based  on  the  examinations  by  physi- 
cians at  the  beginning  of  the  year.  The  total  cor- 
rections reported  for  last  year  from  536  schools  are 
eyes — 1812;  ears — 359;  nose — 884;  throat — 1259; 
teeth — 10,439.  We  shall  soon  have  the  report  sum- 
marized for  this  year.  We  hope  that  it  will  show 
many  more  schools  reporting  and  many  more  cor- 
rections made. 


The  Division  of  Public  Health  Education  is  pre- 
paring a scrapbook  for  the  American  Public  Health 
Association  Convention  at  the  request  of  the  Na- 
tional Publicity  Council.  The  subject:  “The  School 
the  Focal  Point  for  Community  Organization  for 
Health  Education.”  This  scrapbook  will  be  a part 
of  the  exhibits  on  school  health  at  the  Convention 
in  Boston,  November  8-12. 


The  Nebraska  State  Bureau  of  Vital  Statistics 
has  joined  the  other  progressive  states  in  the  use 
of  the  birth  registration  card. 

When  entering  school,  age  is  the  vital  factor,  as 
it  is  when  obtaining  an  automobile  driver’s  license, 
getting  a work  permit,  registering  for  voting,  en- 
listing in  the  armed  services,  or  securing  a marriage 
license.  The  next  most  often  requested  item  on 
the  birth  record  is  the  place  of  birth  to  prove  citizen- 
ship. The  birth  registration  card  has  all  of  this  and 
more.  It  shows  the  full  name  as  it  appears  on  the 
birth  certificate,  the  state  file  number  of  the  record, 
the  sex  of  the  individual,  the  date  the  record  was 
filed,  and  the  date  the  card  was  issued. 

The  size  of  the  birth  registration  card  is  approx- 
imately 3V2  inches  by  214  inches,  which  is  billfold 
size.  It  is  printed  on  safety  paper,  carries  the  signa- 
tures of  the  Director  of  Health  and  the  Director  of 
Vital  Statistics,  and  bears  the  seal  of  the  Depart- 
ment of  Health  to  guarantee  against  falsification. 
The  use  of  the  birth  registration  card  enables  the 
office  to  keep  information  confidential  and  yet  to 
issue  proof  of  birth. 


Charles  Bergtholdt,  who  has  been  Director  of  the 
Division  of  Industrial  Hygiene,  has  resigned  to  ac- 
cept a post  in  the  nation’s  capitol.  He  will  be  in- 
dustrial hygienist  with  the  United  States  Navy  and 
stationed  at  the  Naval  Gun  Factory.  The  appoint- 
ment is  under  the  Bureau  of  Medicine  and  Surgery 
of  the  U.  S.  Navy. 

Mr.  Bergtholdt  will  have  the  management  of  a 
complete  industrial  hygiene  program  for  Naval 
employees. 


NAVAJO  LAND  AND  ‘‘DOCTOR  BIG” 

If  there  are  any  disbelievers  as  to  the  bene- 
fits received  from  medical  missions,  I wish 
they  had  accompanied  me  to  the  “Ninth  An- 
nual Harlow  Brooks  Memorial  Navajo  Clin- 
ical Conference”  held  at  the  Sage  Memorial 
Hospital,  Ganado,  Aidzona,  in  the  center  of 
the  Navajo  Indian  reservation.  This  meet- 
ing was  held  last  August  and  ninety-three 
doctors  from  all  parts  of  the  country  were 
present.  This  oasis  was  founded  by  the 
Presbyterian  Church  in  1901  in  the  heart  of 


one  of  the  most  desolate  areas  in  the  coun- 
try. Its  expansion  was  delayed  until  1927 
when  Doctor  Clarence  G.  Salsbury  was  ap- 
pointed director  and  administrator.  Since 
then  its  growth  has  been  rapid  and  astound- 
ing. 

At  the  present  time  the  “Campus”  com- 
prises two  hundred  acres,  half  of  which  is 
irrigated  and  productive  farm  land  and  half 
is  a collection  of  school  buildings,  dormi- 
tories, work  shops,  chapel,  homes,  guest 
house,  two  nurses’  homes,  and  a beautiful 
one  hundred  fifty  bed  hospital.  Large  spaces 
of  luscious  grass,  trees,  fountains,  etc.  sur- 
round the  buildings.  All  this  without  one 
cent  of  government  aid. 

The  hospital,  which  is  furnished  with  the 
most  modern  equipment,  was  constructed 
largely  of  native  material  and  was  built  pri- 
marily for  the  care  of  the  Navajo.  But  due 
to  the  expert  care  afforded  by  Doctor  Sals- 
bury and  his  three  assistants,  one  of  whom 
is  a Chinese  woman,  patients  from  many 
tribes  come  hundreds  of  miles  for  treatment. 
The  nursing  staff  is  composed  of  four  or  five 
white  graduate  nurses  acting  in  the  capacity 
of  instructresses  and  administratresses  for 
thirty-five  student  nurses.  These  students 
are  made  up  of  Navajo,  Hopis,  Diggers,  Win- 
nebegos,  Spaniards,  and  even  Eskimos.  The 
nursing  care  is  superb.  Over  one  hundred 
of  these  girls  have  graduated  and  have  dis- 
tinguished themselves  and  their  profession 
throughout  the  Southwest  and  in  the  Armed 
Services. 

Operational  cost  of  the  hospital  is,  be- 
lieve it  or  not,  only  three  dollars  per  day 
per  bed.  This  because  of  a minimum  number 
of  paid  personnel  and  also  because  the  mis- 
sion is  almost  entirely  self  sufficient.  It 
operates  its  own  coal  mine,  water  system, 
power  plant,  laundry  and  farm.  Most  linens 
and  clothing  are  provided  by  the  Presby- 
terian Women’s  Federation  Circles  through- 
out the  United  States.  Physical  labor  and 
maintenance  is  obtained  largely  through  na- 
tive help. 

Cases  of  all  types  are  treated  and  few  are 
charity.  All  patients  are  required  to  pay 
amounts  up  to  their  economic  ability.  Pure 
charity  is  granted  in  needy  cases  but  frown- 
ed upon  because  of  the  psychological  effect 
on  the  patient.  Tuberculosis  is  prevalent. 
Diabetes  is  rarely  seen.  Only  thirty-nine 
cases  of  cancer  were  detected  in  twenty-five 
thousand  consecutive  admissions.  Last  year 
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two  hundred  and  two  babies  were  born  in  the 
hospital  against  only  six  in  1928. 

One  of  Doctor  Salbury’s  main  obstacles 
has  been  the  problem  of  breaking  down  cus- 
tom and  superstitions.  Education  of  the  In- 
dian is  paramount.  Twenty-five  years  of 
constant  labor  has  produced  immeasurable 
advances  and  “Doctor  Big’'  is  revered  and 
loved  throughout  Navajo  Land. 

The  Clinical  Conference  was  originated 
nine  years  ago  and  lasts  three  full  days. 
Participants  and  other  guests  arrive  from 
every  section  of  the  country.  All  phases  of 
medicine  are  discussed  informally.  Picnics 
and  outings  are  also  on  the  agenda.  Some 
of  the  country’s  outstanding  geographical 
and  archeological  areas  are  within  a few 
hours’  drive  and  are  easily  accesible  by  car. 
Frequently  physicians  attending  this  confer- 
ence are  called  upon  for  consultation  or  even 
invited  to  perform  surgical  operations  upon 
obscure  or  emergency  cases. 

Space  does  not  permit  a detailed  account 
of  other  Ganado  activities.  However,  a 
brief  resume  might  be  interesting.  A perm- 
anent staff  of  seventy-five  employees  is 
maintained  for  operational  purposes.  One 
hundred  sixty-five  children  each  year  are 
housed,  fed  and  educated.  Classes  range 
from  the  fourth  grade  through  high  school 
and  tuition  varies  from  forty  to  fifty  dollars 
per  year.  A goodly  proportion  of  these  stu- 
dents continue  their  education  and  become 
highly  proficient  in  the  arts,  crafts  and 
sciences.  Some  remain  on  the  reservation  to 
promote  the  advantages  of  education.  Spec- 
ial instruction  is  given  to  such  subjects  as 
religion,  home  economics,  music,  manual 
training,  athletics  and  related  courses.  Ac- 
cording to  government  estimates  Navajo 
Land  is  capable  of  supporting  only  thirty- 
five  thousand  persons.  At  the  present  time 
there  are  over  sixty  thousand  Indians  trying 
to  eke  out  a living.  Government  and  paro- 
chial schools  will  accomodate  seven  thou- 
sand students,  yet  there  are  twenty-two 
thousand  children  of  school  age  on  the  reser- 
vation. Methods  and  means  must  be  insti- 
tuted to  help  these  “forgotten  men”  in  their 
fight  for  preservation  and  advancement  in 
society.  Their  plight  is  desparate.  My  hat 
is  off  to  Doctor  Salsbury  and  his  associates 
for  their  magnificent  work,  both  medical  and 
spiritual,  conducted  over  the  years  for  the 
under  privileged  Indian.  May  God  perpet- 
uate this  service. 

DAVID  FINDLEY,  M.D., 

446  Aquila  Court,  Omaha,  Nebr. 


The  provisions  of  the  Blue  Shield  membership 
agreement  require  that  each  case  must  be  reported 
within  90  days  after  treatment  has  been  rendered. 


On  November  1,  Blue  Shield  completed  four  yea,rs 
of  successful  operation.  60,000  Nebraskans  have 
accepted  it  as  the  medical  plan  of  their  choice,  and 
900  Nebraska  physicians  are  participating. 


It  is  important  to  fill  in  the  space  for  “Probable 
date  of  onset”  on  the  medical  claim  form.  If  all 
requested  data  is  given  when  the  claim  is  submitted, 
additional  correspondence  will  be  unnecessary. 


Blue  Shield  does  not  attempt  to  provide  benefits 
for  ordinary  medical  care.  Compensation  for  of- 
fice visits  and  home  calls  in  the  treatment  of  ordi- 
nary illness  is  not  provided  in  the  Schedule  of  Bene- 
fits. 


The  Blue  Cross-Blue  Shield  Plans  are  co-insurance 
programs  through  which  the  enrollee  accepts  respon- 
sibility for  minor  items  of  medical  care,  while  Blue 
Cross-Blue  Shield  accept  responsibility  for  the  major 
expense. 


The  financial  condition  of  the  Nebraska  Blue 
Shield  Plan  is  so  satisfactory  that  the  directors  have 
authorized  the  repayment  of  th&  surplus  notes  held 
by  130  physcians  who  supplied  the  funds  to  organize 
the  Plan  in  1944.  Payment  of  the  notes  in  full,  with 
accrued  interest,  will  be  made  during  November. 


The  majority  or  rejected  claims  during  September 
were  those  submitted  for  x-rays  and  “In-hospital” 
medical  care.  You  will  save  Blue  Shield  members 
the  disappointment  of  receiving  rejection  letters  if 
you  will: 

1.  Submit  claims  for  x-rays  only  when  they  are 
taken  in  connection  with  an  accident  or  during 
a hospitalization  period  of  MORE  THAN 
THREE  DAYS  for  a NON-SURGICAL  ILL- 
NESS. 

2.  Submit  claims  for  “In-hospital”  medical  care 
only  when  the  patient  is  hospitalized  FOUR 
OR  MORE  CONSECUTIVE  AND  CONTIN- 
UOUS DAYS. 


Address  all  correspondence  regarding  Blue  Cross 
and  Blue  Shield  to  518  Kilpatrick  Building,  Omaha  2, 
Nebraska. 
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NEBRASKA  BLUE  SHIELD  PLAN  ANNOUNCES 
REPAYMENT  OF  SURPLUS  NOTES  TO 
130  NEBRASKA  PHYSICIANS 

The  Nebraska  Medical  Service  which  observes  its 
fourth  anniversary  this  month  announced  the  repay- 
ment of  the  Surplus  Notes  totaling  $19,450  on  the 
initial  capital  of  the  organization. 

The  Board  of  Directors  of  the  Nebraska  Blue 
Shield  authorized  the  payment  at  the  recommenda- 
tion of  the  executive  committee,  which  stated  that 
the  financial  position  of  the  Plan  was  so  good,  to 
warrant  the  payment  at  this  time.  An  expression 
of  gratitude,  accompanied  by  checks  covering  their 
initial  investment  with  accrued  interest,  went  to  the 
130  physicians  whose  faith  and  confidence  in  the  pre- 
payment medical  plan  enabled  the  citizens  of  Ne- 
braska to  budget  the  cost  of  their  health  care. 

The  Blue  Shield  Plan  (Nebraska  Surgical  Plan 
as  it  was  originally  called),  became  a reality  in 
November  of  1944,  when  the  first  membership  agree- 
ment was  issued.  Statewide  participation  in  the 
plan  came  when  The  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  gave  its  ap- 
proval on  May  1,  1945. 

Since  the  organization  was  founded  in  1944,  a 
total  of  60,000  Nebraskans  have  enrolled  in  the  Blue 
Shield  Plan.  During  this  period  11,723  Doctor  bills, 
totaling  $456,992.75  have  been  paid  for  member’s 
care. 

Referring  to  the  ever  increasing  enrollment  in 
“Blue  Shield,”  Dr.  A.  J.  Offerman,  President  of  the 
Plan  said,  “Our  steady  growth  indicates  that  the 
system  of  voluntary  pre-payment  medical  care,  now 
being  practiced  by  53  non-profit  Blue  Shield  Medical 
Service  Plans  throughout  the  United  States  has  suc- 
cessfully passed  the  experimental  stage.” 

“During  the  first  four  years  of  operation,”  con- 
tinued Dr.  Offerman,  “We  have  learned  that  we  are 
fundamentally  right  and  that  we  are  actuarially 
sound.  We  have  achieved  an  efficient,  solvent,  and 
smooth  functioning  organization.  Blue  Shield  is 
closely  integrated  with  the  Blue  Cross  because  both 
plans  have  much  in  common,  and  naturally  supple- 
ment each  other.” 

In  the  past  four  years  more  than  900  members  of 
the  Nebraska  State  Medical  Association  have  signed 
as  “Participating  Physicians”  in  the  Blue  Shield 
Plan  and  have  agreed  to  provide  medical  service 
and  to  accept  the  accounts  listed  in  the  Schedule  of 
Payments  as  full  payment  for  stipulated  services 
to  members  in  the  low  income  brackets. 

These  “Participating  Physicians”  are  making  a 
great  contribution  to  the  “Pre-payment  Medical  Care 
Movement.”  They  guarantee  delivery  of  high  qual- 
ity medical  service  to  the  enrollees  in  the  “Blue 
Shield  Plan”  and  they  guarantee  the  financial  sta- 
bility of  the  Plan  at  any  turn  of  the  financial  cycle 
by  their  signatures  on  the  pro-rata  agreement. 

Dr.  James  E.  M.  Thomson,  President  of  the  Ne- 
braska State  Medical  Association,  in  commenting  on 
the  payment  of  the  surplus  notes  said,  “The  officers 
and  board  of  directors  of  the  Nebraska  Blue  Shield 
are  to  be  commended  on  their  excellent  administra- 
tion of  Blue  Shield  affairs.  In  four  short  years. 
Blue  Shield  has  proven  itself  to  be  a well  admini- 
stered and  financially  sound  organization.  With  the 
co-operation  of  all  doctors,  the  Blue  Shield,  com- 
bined with  the  Blue  Cross  Plan  for  hospital  care. 


has  the  opportunity,  if  it  expands  its  facilities,  to 
meet  the  needs  of  our  commonwealth,  to  make  any 
federal  compulsory  health  scheme  unnecessary.” 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 


September  30,  1948  • 

Cash  on  hand,  September  1,  1948 $ 76,684.66 

Receipts : 

From  dues  ; $46,160.00 

From  enrollment  fees 906.00 

Taxes  deducted  from  salaries 40.10  47,106.10 


$123,790.76 

Disbursements : 

Claims  paid  $35,285.75 

Administrative  expense — 

(Regular  $5,444.59  ; Adv.  Cam- 
paign $148.36)  5,592.95 

Professional  fees 375.00 

Medical  Director  100.00 

Attorney  100.00 

Advertising  83.43 

Printing  and  stationery 27.72 

Home  office  travel  and  expense 163.36 

Hospital  records  16.00 

Collection  expenses  5.00 

Refunds  162.00 

Dues  45.73 

Bank  charges  .50 

Taxes  paid  1.00  41,958.44 


Cash  on  hand,  September  30,  1948 $ 81,832.32 

Bank  Balances,  September  30,  1948 — 

Packers  National  Bank,  Omaha 78,685.16 

First  National  Bank,  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 2,000.00 


$ 81,832.32 

BALANCE  SHEET 
September  30,  1948 

Assets : 

Cash  in  banks $81,832.32 

Premiums  in  process  of  collection 2,279.41 

U.  S.  Bonds  (cost  plus  accrued  interest)  99,421.00  $183,532.73 


Liabilities: 

Accounts  payable.  Blue  Cross $ 5,222.64 

Accounts  payable,  monthly  invoices 460.63 

Accrued  payroll  taxes 127.80 

Claims  payable — 

Unreported  25,000.00 

Pending  3,869.50 

Contingent  5,000.00 

Accrued  audit  expense 375.00 

Unearned  premiums  45,508.76 


$85,564.33 

Reserve  for  Public  Relations  Campaign- _ 1,000.00 

Subscribers  4%  Surplus 

Notes  $19,450.00 

Net  income  to  date 77,518.40 


$96,968.40 


INCOME  AND 

EXPENSE 

$183,532.73 

September 

30,  1948 

Income : 

Month  of 

9 Months 

September 

to  Date 

From  dues 

$ 48,580.13 

$350,882.17 

Enrollment  fees  paid 

906.00 

10,202.00 

Interest,  U.  S.  Bonds 

302.09 

$ 49,486.13 

$361,386.26 

Claims 

$ 39,080.25 

$266,751.75 

Administrative  expense — 
Regular 

5,087.51 

41,893.36 

Adv.  campaign 

135.13 

2,472.77 

Professional  fees 

375.00 

3,375.00 

Medical  Director 

100.00 

900.00 

Attorney 

100.00 

900.00 

Auditing 

. - _ 125.00 

1,150.00 

Advertising 

129.00 

487.68 

Stationery 

19.52 

731.20 

Printing 

336.90 

3,196.66 

Home  office  expense 

146.46 

1,719.36 

Collection  expense  _ - . 

5.00 

268.25 

Taxes  and  licenses 

3.50 

53.50 

Dues  _ - _ 

45.73 

396.49 

Postage 

1,600.00 

Miscellaneous 

19.50 

140.50 

Tn.‘?iiraTir:p 

122.00 

$ 45,708.50 

$326,158.52 

Net  Gain — Year  1948  _ 

. _ _$  3,777.63 

$ 35,227.74 

398 


DEATHS— HUMAN  INTEREST  TALES 


Nebr.  S.  M.  Jour.  1 
November,  1948  ^ 


Administrative  ExpenS' 


Aditional 

payment. 

prior 

years 

4,500.00 

Net  Addition 

to 

Reserves 

$ 3,777.63  $ 

30,727.74 

MEMBERSHIP 

SUMMARY— SEPTEMBER,  1948 

Sub-  De- 

scribers  pendents 

Total 

Membership, 

Sept. 

1,  1948 

24,437  33,967 

58,404 

Additions 

_ _ 1,406 

Less  terminations 

512 

Net  Gain  . 

894 

Membership, 

Oct. 

1,  1948 

25,331  35,210 

60,541 

Groups  enrolled  'during 

September 

28 

Groups  cancelled 

during  September 

8 

Number  of  active 

groups,  October  1,  1948 

1,485 

SEPTEMBER 

ENROLLMENT  BY  COUNTY 

Adams 

32 

Kimball 

_ 6 

Box  Butte 

8 

Lancaster 

207 

Buffalo 

4 

Lincoln 

17 

Burt 

5 

Logan 

1 

Cherry 

8 

Madison 

S 

Cheyenne 

11 

Morrill 

17 

Cuming 

4 

Otoe 

13 

Custer 

3 

Pawnee 

41 

Dawes 

1 

Phelps 

83 

Dawson 

7 

Platte 

s 

Dodge 

_ 74 

Red  Willow 

7 

Douglas 

594 

Richardson 

17 

Furnas 

1 

.Sarpv 

9,4 

Gage 

. 54 

Saunders 

1 

Garden  _ . 

1 

Scotts  Bluff 

71 

Hall 

_ 16 

Seward 

14 

Harlan 

2 

Thayer 

1 

Jefferson 

1 

Thomas 

6 

Johnson 

- 15 

Valley 

23 

Keith 

1 

York 

9 

CLAIM  REPORT 
September,  1948 


Number  of  claims  paid 873 

Number  of  services  rendered 1,009 

Females 586 

Males  423 

Subscribers  352 

Dependents  657 


Type  of  Service  Number 

Appendectomies  61 

Gynecology  50 

Obstetrics  83 

General  Surgery 56 

Orthopedics  74 

Tonsillectomies  84 

Gall  Bladders  12 

X-rays  172 

Medical  95 

Minor  Surgery  170 

Herniotomies  8 

Hemorrhoids  17 

Urology  20 

Nose  and  Throat 15 

Eye  10 

Radiation  Therapy 3 

Anesthesia  19 

Transfusions  20 

Pathology  40 


1,009 

Adjustments  


Per  Cent 

Am’t  Paid 

Per  Cent 

6.05% 

$ 6,035.00 

17.09% 

4.95% 

4,515.00 

12.79% 

8.23% 

4,425.00 

12.53% 

5.55% 

4,020.00 

11.39% 

7.33% 

3,100.00 

8.77% 

8.33% 

2,925.00 

8.28% 

1.19% 

1,750.00 

4.96% 

17.05% 

1,636.50 

4.36% 

9.42% 

1,599.00 

4.53% 

16.85% 

1,302.75 

3.69% 

.79% 

875.00 

2.48% 

1.68% 

855.00 

2.42% 

1.98% 

577.50 

1.58% 

1.49% 

731.00 

2.07% 

.99% 

210.00 

.59% 

.30% 

200.00 

.57% 

1.88% 

195.00 

.55% 

1.98% 

190.00 

.54% 

3.96% 

189.00 

.54% 

100.00% 

$35,310.75 

100.00% 

— 25.00 

$35,285.75 

Amount  of  claims  in  process  of  settlement $3,869.50 

Average  cost  per  case  for  September 40.42 

Number  per  thousand  receiving  benefits  during  Sept 14 


DEATHS 

Henry  Eugene  King,  M.D.,  Fullerton.  Born  in 
1875,  graduated  from  Creighton  University  School 
of  Medicine  in  1903.  Following  his  internship  at 
St.  Joseph’s  Hospital,  Omaha,  he  began  practice  at 
Silver  Creek.  In  1917  he  located  at  Belgrade  and 
later  that  year  he  entered  the  Army  Medical  Corps 
to  serve  in  World  War  I.  He  returned  to  Belgrade, 
and  in  1927  he  moved  to  Fullerton  where  he  re- 
mained in  practice  until  two  weeks  before  his  death 
on  September  1,  1948.  Dr.  King  was  active  in  civic 
affairs,  and  according  to  the  local  press  he  was  “a 
true  country  doctor,  performing  inestimable  service 
in  the  community  during  his  long  years  of  practice. 
He  died  at  the  Veterans  Hospital  in  Lincoln.  Sur- 
viving are  his  wife  and  two  daughters. 


George  A.  Harris,  M.D.,  Valley.  Born  in  1871  in  \ 
Illinois.  Graduated  from  Creighton  University 
School  of  Medicine  in  1895;  interned  at  St.  Joseph’s 
Hospital  in  Omaha.  Dr.  Harris  began  practice  in 
Waterloo,  and  in  1915  moved  to  Valley  where  he 
remained  for  the  rest  of  his  life.  He  served  in 
World  War  I,  and  also  in  the  Mexican  Border  en- 
gagement as  a Major  under  the  late  General  John 
J.  Pershing.  Throughout  his  life.  Dr.  Harris  was 
active  in  the  affairs  of  the  community,  with  special 
interest  in  the  Baptist  Presbyterian  Church,  Cham- 
ber of  Commerce,  and  many  fraternal  organizations. 

He  died  in  the  Methodist  Hospital,  Omaha,  Septem- 
ber 23,  1948.  Surviving  are  his  wife  and  a son.  Dr. 
William  D.  Harris,  Cheyenne,  Wyo. 


Franklin  Theodore  Schowengerdt,  M.D.,  Cortland.  ; 
Born  in  Hopewell,  Mo.,  December  2,  1875,  graduated 
from  Marion  Simms-Baumont  College  of  Medicine, 

St.  Louis  in  1904.  Prior  to  coming  to  Cortland  he 
had  practiced  in  Missouri  and  Texas.  He  located 
in  Cortland  in  1914.  Dr.  Schowengerdt  was  active 
in  civic  and  community  affairs  having  served  on  * 
the  school  board  and  also  as  mayor  of  the  town. 

He  took  a great  interest  in  organized  medicine,  ! 
and  served  variously  as  delegate  to  the  Nebraska 
State  Medical  Association;  past  president  of  the 
Gage  County  Medical  Society,  and  at  one  time  served 
as  councillor  from  his  district.  He  died  at  Bryan 
Memorial  Hospital,  September  12,  1948.  Surviving 
are  his  wife  and  three  daughters. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  S.  A.  Osheroff,  Omaha,  has  moved  to  San 
Diego,  Calif. 

Dr.  N.  E.  Bailey,  formerly  of  Ainsworth,  has  lo- 
cated in  Lincoln,  Calif. 

Dr.  and  Mrs.  Fay  Smith  of  Imperial  vacationed 
in  California  in  October. 

Dr.  C.  N.  Sorenson,  formerly  member  of  the  Cop- 
sey  Clinic  in  Alliance,  has  moved  to  Denver. 

Dr.  H.  Dey  Myers,  Schuyler,  has  recently  moved 
into  a newly  constructed  six  room  office  building. 

Dr.  W.  E.  Shike,  Gering,  who  has  practiced  in  the 
vicinity  for  34  years,  has  retired  because  of  ill 
health. 

Dr.  Donald  B.  Steenburg  of  Aurora  returned  re- 
cently from  the  annual  conference  of  the  National 
Physicians’  Committee  in  Chicago. 

Dan  A.  Nye,  M.D.,  formerly  associated  with  J.  C. 
Thompson,  M.D.,  Lincoln,  has  located  in  Kearney 
in  the  practice  of  internal  medicine. 

Dr.  J.  C.  Waddell  of  Beatrice  attended  the  ses- 
sions of  the  American  College  of  Physicians  in  Cin- 
cinnati the  latter  part  of  September. 

Dr.  Leonard  J.  Chadek,  associated  with  Dr.  Joseph 
A.  Lanspa,  Tecumseh,  was  recently  married  to  Miss 
Barbara  Bellinger  of  Santa  Cruz,  Calif. 

Dr.  Albert  H.  Fechner,  formerly  superintendent  ^ 
of  the  State  Hospital  at  Lincoln,  has  been  appointed 


Volume  33 
Number  11 


TUBERCULOSIS  ABSTRACTS 


399 


psychiatric  consultant  of  the  Veterans  Administra- 
tion. 

Dr.  Oscar  Carp,  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  is  doing  ear,  nose 
and  throat  work,  in  the  Medical  Arts  Building  in 
Omaha. 

A new  addition  to  the  Grand  Island  Clinic  is  Dr. 
D.  C.  Mongeau,  who  replaces  Dr.  John  F.  Campbell. 
Dr.  Mongeau  is  a graduate  of  Northwestern  Uni- 
versity Medical  School. 

Dr.  Earl  C.  Sage,  Omaha,  was  guest  speaker  be- 
fore the  Linn  County  Medical  Society,  Cedar  Rapids, 
Iowa,  in  October.  His  subject  was  “Cancer  of  the 
Cervix  and  Body  of  the  Uterus.” 

Attending  the  Southwest  Annual  Assembly  in 
Kansas  City,  Mo.,  were  Dr.  Esther  I.  McEachen  of 
Omaha  and  Dr.  C.  R.  Williams  of  Syracuse.  The 
Assembly  was  held  early  in  October. 

Under  the  sponsorship  of  the  Chamber  of  Com- 
merce of  Friend,  Nebr.,  Dr.  Frank  T.  Hamilton  was 
honored  at  a dinner,  September  17,  to  commemorate 
his  40  years  of  practice  in  the  community. 

The  new  director  of  health  education  and  health 
services  in  the  Lincoln  Public  schools  is  Dr.  Walter 
N.  Foster,  a graduate  of  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  New  York  City. 

Dr.  Harold  C.  Lueth,  dean  of  the  College  of  Med- 
icine, University  of  Nebraska,  was  elected  chair- 
man of  the  Educational  Committee  of  the  American 
Hospital  Association  at  a recent  convention  in  At- 
lantic City. 

Dr.  Carl  G.  Amick,  Loup  City  and  Dr.  Arthur  W. 
Anderson,  Lexington,  attended  a postgraduate 
course  in  Modern  Treatment  of  Fractures  and  other 
traumatic  conditions  at  Harvard  Medical  School, 
Boston,  Mass.,  in  September. 

In  the  reorganization  of  the  department  at  Creigh- 
ton University  School  of  Medicine,  Dr.  James  W. 
Martin  was  made  professor  and  director  of  the 
newly  created  Department  of  Orthopedic  Surgery; 
Dr.  John  A.  Borgroff,  professor  and  chairman  of 
the  Department  of  Dermatology. 

Correction:  Dr.  Paul  F.  Christenson  is  practicing 

in  Superior,  Neb.  We  stated  erroneously  in  these 
colunms  last  month  that  the  doctor  had  moved  to 
Idaho. 


BOOKS  RECEIVED 

Occupational  Therapy  Source  Book  edited  by  Sid- 
ney Light,  M.D.  with  an  introduction  by  C.  Charles 
Burlingame,  M.D.,  Psychiatrist-in-Chief,  The  Insti- 
tute of  Living.  Ninety  pages  including  index.  Com- 
posed and  printed  at  the  Waverly  Press,  Inc.  for  The 
Williams  & Wilkins  Co.,  Baltimore,  Md.  Price  $1. 

Your  Baby,  The  Complete  Baby  Book  for  Mothers 
and  Fathers.  Gladys  Denny  Shultz,  Contributing 
Editor,  Ladies’  Home  Jounral,  and  Lee  Forrest  Hill, 
M.D.,  Former  President,  Am.  Academy  of  Pediatrics. 
Photography  by  Joseph  Di  Pietro,  Line  drawings 
by  Reisie  Lonette.  278  pages,  including  index. 
Illustrated,  complete  record  section  with  develop- 
ment charts,  photograph  space  and  history  pages. 
Doubleday  & Company,  14  West  49th  St.,  New  York 
20,  N.  Y.  Price  $3.50. 

ANA  Public  Relations  Workshop,  a manual  of 
Practical  Public  Relations  Techniques  for  the  Guid- 


ance of  the  National  Membership  of  the  American 
Nurses’  Association.  American  Nurses’  Association, 
1790  Broadway,  New  York  19,  N.  Y.,  Publisher.  32 
pages,  39  illustrations.  Price,  $2.50. 

This  manual  was  prepared  for  the  ANA  by  Ed- 
ward L.  Bernays,  noted  counsel  on  public  relations, 
and  is  now  being  distributed  throughout  the  coun- 
try among  district  and  state  nurses’  associations 
with  a total  membership  of  some  166,000  profes- 
sional nurses.  We  believe  it  to  be  the  most  compre- 
hensive and  useful  work  of  its  kind  compiled  in  re- 
cent years,  and  that  it  can  be  of  great  help  to  all 
professional  organizations  in  whatever  field;  for  that 
reason,  it  has  wide  general  interest. 

Essentials  of  Pathology,  3rd  Edition,  by  Lawrence 
W,  Smith,  M.D.,  F.C.A.P.,  Formerly  Professor  of 
Pathology,  Temple  University  School  of  Medicine; 
Formerly  Assistant  Professor  of  Pathology,  Harvard 
Medical  College,  etc.  and  Edwin  S.  Gault,  M.D., 
F.C.A.P.,  Associate  Professor  of  Pathology  and 
Bacteriology,  Temple  University  School  of  Medicine. 
740  Illustrations,  a number  in  colors.  261  Case 
Histories.  764  pages.  $12.00  (Published  August 
18,  1948). 


Tuberculosis  Abstracts 

The  lag  between  knowledge  and  practice  is  no- 
where better  illustrated  than  in  the  slowness  with 
which  general  hospitals  have  instituted  the  routine 
chest  X-ray  examination  of  all  patients  at  the  time 
of  admission.  Yet  everyone  benefits  when  this  is 
done — ^the  patient,  the  professional  staff,  the  hos- 
pital employees  and  the  community. 

X-RAY  PROGRAMS  IN  GENERAL  HOSPITALS 

Hospitals  should  institute  X-ray  examinations 
of  all  admissions.  The  hospital  can  render  this 
health  service  which  is  essential  for  the  protection 
of  the  public  health,  better  than  any  other  agency. 

Chest  X-ray  surveys  can  be  conducted  in  hos- 
pitals much  more  easily,  economically,  and  quickly 
than  in  other  groups.  Hospitals  also  offer  ideal 
opportunities  for  intensive  case-finding.  Most  of 
the  entering  patients  are  free  from  tuberculosis, 
but  some  will  have  tuberculosis  in  its  earliest  stages 
and  a few  previously  underdiagnosed  advanced 
cases  will  be  found. 

In  1946,  more  than  15,000,000  people — more 
than  10  percent  of  the  total  population — spent  some 
time  as  patients  in  hospitals.  This  means  that  a 
new  hospital  patient  was  admitted  every  two  sec- 
onds. In  the  same  year  nearly  2,000,000  new 
citizens  were  born  in  the  7,000  hospitals  of  this 
country.  Millions  more  are  treated  as  outpatients 
in  the  clinics.  Each  patient  admitted  should  have 
the  benefit  of  a chest  X-ray. 

Tuberculosis  is  often  considered  a disease  of 
youth.  Contrary  to  this  opinion,  however,  mor- 
tality figures  in  the  United  States  show  the  highest 
death  rate  from  tuberculosis  occurring  in  the  70- 
year  age  group.  Too  few  persons — even  among 
those  engaged  in  tuberculosis  control — recognize 
the  fact  that  the  phenomenal  decrease  in  the  death 
rate  among  younger  persons  has  not  been  accom- 
panied by  a similar  decline  among  the  aged.  Yet 
the  trend  in  the  death  rate  from  tuberculosis  In- 
creases with  each  five-year  age  group  from  15  to 
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75.  Tuberculosis  among  the  elderly  is  frequently 
masked  by  the  infirmities  of  age.  It  is  often  diffi- 
cult to  interest  elderly  people  in  a physical  exam- 
ination. These  same  elderly  people,  however,  make 
up  a large  proportion  of  admissions  to  general  hos- 
pitals. Here  is  the  opportunity  to  begin  work  on 
the  difficult  and  enormous  problem  of  finding  tuber- 
culosis among  the  elderly. 

A general  hospital  has  three  compelling  reasons 
for  taking  X-rays  of  all  patients  and  personnel. 

First,  to  seiwe  its  community  as  a case-finding 
center.  Second,  to  protect  its  employees  from  the 
spread  of  tuberculosis  infection  by  patients.  Third, 
to  protect  the  patients  from  contracting  tubercu- 
losis infection  from  other  patients  or  from  the 
personnel. 

Whenever  a patient  with  unrecognized  open 
tuberculosis  is  admitted  to  a hospital  he  becomes  a 
menace  to  some  of  the  personnel  in  the  institution. 
This  hazard  can  be  avoided  only  by  routine  chest 
X-ray  examinations  made  on  admission.  Otherwise 
proper  precautions  against  contagion  cannot  be 
taken. 

Nurses  entering  training  should  and  do  have  care- 
ful physical  examinations  and  chest  X-rays  to  assure 
that  they  are  free  of  tuberculosis.  During  training, 
however,  many  contract  infection  from  hospital  pa- 
tients. The  only  preventive  for  this  tragic  accident 
is  admission  X-raying  of  every  patient. 

With  a thorough  case-finding  procedure  among 
personnel  and  routine  X-raying  of  all  admissions 
there  is  less  danger  of  tuberculosis  infection  being 
spread  in  the  hospital.  The  danger  arises  within  the 
hospital,  not  from  accepting  tuberculous  patients, 
but  from  hospitalizing  them  with  their  tuberculosis 
unrecognized.  This  has  been,  and  still  is,  the  prac- 
tice in  many  hospitals.  When  patients  are  known 
to  be  tuberculous,  most  of  the  acute  danger  of  con- 
tagion can  be  avoided.  Admission  X-rays  usually 
tell  us  who  these  patients  are  so  that  adequate  isola- 
tion can  be  provided. 

Hospital  admission  X-rays  are  a public  benefit. 
By  this  means,  the  disease  can  be  discovered  in  a 
population  group  which  cannot  otherwise  be  screened 
by  general  or  industrial  X-ray  surveys — the  mother, 
the  housewife,  the  maid,  the  self-employed  and,  as 
pointed  out  before,  the  aged.  Of  the  fifteen  million 
persons  entering  general  hospitals  in  1946,  two  mil- 
lion were  obstetrical  patients.  Women  of  child-bear- 
ing age  have  a high  tuberculosis  mortality  and  often 
are  not  included  in  mass  X-ray  examinations. 

Early  and  accurate  diagnosis  of  chest  conditions 
is  always  an  aid  to  the  physician.  Even  if  disease 
is  not  discovered,  it  guards  against  the  dangers  of 
incomplete  diagnosis. 

The  program  of  hospital  admission  X-rays  is  ap- 
proved by  the  American  College  of  Radiology  as  a 
screening  device;  in  no  way  does  it  supplant  regular 
X-ray  examinations.  Chest  X-rays  give  impetus  to 
accurate  diagnosis  by  the  staff,  interns,  and  house 
staffs  and  complete  the  hospital  records  of  the  pa- 
tients admitted.  The  X-ray  makes  a graphic  addi- 
tion to  the  record;  in  subsequent  illness  it  may  be 
consulted  by  the  family  physician  if  he  suspects  ag- 
gravation of  a previously  existing  lesion. 

— What  We  Expect  from  X-ray  Programs  in  General  Hos- 
pitals, F.  M.  Meixner,  M.D.,  National  Tuberculosis  Association 
Transactions,  1947. 


POST  PUBLISHES  ARTICLE  ON  THE 
COUNTRY  DOCTOR 

A number  of  states  are  trying  to  solve  the  niral- 
doctor  shortage  through  scholarship  loans  to  finance 
the  medical  education  of  local  boys  who  will  prom- 
ise to  spend  a specified  number  of  years  in  loiral 
practice  in  these  states,  Steven  M.  Spencer  says 
in  an  interesting  article  in  October  9 issue  of  the 
Saturday  Evening  Post. 

Kentucky  and  Illinois  have  such  funds  and  In- 
diana, Mississippi,  North  Carolina  and  Virginia 
have  plans  for  them. 

Mr.  Spencer,  associate  editor  of  the  Post  who  won 
the  George  Westinghouse  Science  Award  in  1947, 
describes  the  career  of  Dr.  Chester  U.  Callan,  of 
Rotan,  Texas,  who  built  his  own  hospital  and  main- 
tains it  with  the  help  of  two  partners.  Doctors 
Robert  T.  Wilkinson  and  J.  Frank  Johnson. 

“Not  enough  young  men  share  Doctor  Callan’s 
taste  for  rural  practice,”  Mr.  Spencer  says  in  ex- 
plaining the  shortage  of  country  doctors.  “To  most 
of  them  the  comfortable  roominess  and  friendliness 
of  the  farm  and  small  town  can’t  match  the  dollar 
appeal  and  the  alleged  cultural  advantages  of  the 
crowded  cities  . . . As  a result  of  this,  many  a village 
doc  is  growing  old  and  tired,  with  no  one  coming 
down  the  pike  to  whom  he  can  sell  his  practice.” 

The  Callan  hospital  and  others  like  it  have  proved 
that  such  institutions  boost  the  level  of  rural  health, 
according  to  the  Post  article. 


JAUNDICE  INCREASING  IN  IMPORTANCE 

Jaundice  is  apparently  increasing  in  importance 
as  a disease  which  is  seen  by  the  general  practi- 
tioner, says  Albert  M.  Snell,  M.D.,  of  the  Division 
of  Medicine,  the  Mayo  Clinic,  Rochester,  Minn. 

Writing  in  the  September  25  issue  of  The  Journal 
of  the  American  Medical  Association,  Dr.  Snell 
points  out  that  the  number  of  older  persons  affected 
by  serious  and  fatal  types  of  jaundice  has  in- 
creased in  recent  years  and  that  the  frequent  use 
of  pooled  blood  plasma  and  other  blood  products 
has  been  causative  in  many  specific  instances. 

The  most  extensive  epidemic  of  infectious  jaun- 
dice on  record  swept  across  Europe,  the  Orient,  Af- 
rica, the  islands  of  the  Pacific,  and  the  North 
American  continent  during  World  War  II,  he  says. 

It  is  believed  that  persons  who  have  recovered 
from  jaundice  of  the  infectious  type  may  carry  the 
disease  in  their  blood  and  that  blood  from  these 
persons  is  a source  of  infection  for  homologous 
senam  jaundice.  Homologous  serum  jaundice  is  the 
type  transmitted  in  blood  or  blood  products  or  by 
contaminated  syringes  and  needles. 

Four  to  5 per  cent  of  patients  who  receive  pooled 
blood  plasma  may  have  this  kind  of  jaundice  within 
two  to  four  months.  Dr.  Snell  emphasizes.  The  in- 
cidence of  the  disease  following  blood  transfusions 
is  “definitely  less,”  he  points  out. 

Infectious  jaundice,  whether  transmitted  naturally 
or  through  blood  or  blood  products,  is  thought  to 
be  caused  by  a virus.  The  onset  of  the  disease  is 
usually  abrupt,  with  nausea,  vomiting,  and  fever, 
according  to  the  article.  Relapses  of  patients  with 
infectious  jaundice  are  frequent  and  relatively  se- 
vere, Dr.  Snell  observes. 
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METAMUCIL 


Metamucil®  is  the  highly 
refined  mucilloid  of 
Plantago  ovata  (50%), 
a seed  of  the  psyllium 
group,  combined  with 
dextrose  (50%)  as  a dis- 
persing agent. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


associated  with  postoperative  inactivity, 
restricted  diets,  pregnancy,  as  well  as  in 
simple  constipation — Metamucil  gently 
initiates  reflex  peristalsis  and  movement 
of  the  intestinal  contents. 

The  “smoothage”  therapy  of  Metamucil 
enables  the  colon  to  clear  itself  without 
irritating  the  mucosa. 
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i OBJECT; 
DRAINAGE 


In  discussing  the  management  of 
chronic  cholecystitis  without 
stones,  Albrecht  states: 

“The  object  of  the  medical 
procedure  is  to  assist  in  drain- 
ing an  infected  organ.”* 

The  specific  hydrocholeretic 
action  of  Decholin  (chemically 
pure  dehydrocholic  acid)  accom- 
plishes this  purpose. 

Decholin  induces  bile  secretion 
which  is  thin  and  copious,  flush- 
ing the  passages  from  the  liver  to 
the  sphincter  of  Oddi,  and  carry- 
ing away  infectious  and  other 
accumulated  material. 

How  Supplied:  Decholin  in  3^ 
gr.  tablets.  Packages  of  25,  100, 
500  and  1000. 

•Albrecht,  F.  K. : Modern  Management  in  Clinical 
Medicine,  Baltimore,  The  Williams  and  Wilkins 
Co.,  1946,  p.  170. 


DfickjoUn 

BRAND  • REG.  U.  S.  PAT.  OFF. 

AMES  COMPANY,  INC. 

ELKHART,  INDIANA 


q Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 


W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Ellis,  Holyoke  & Company 

403  Stuart  Building  • Lincoln  8,  Nebraska 

Telephone  2-1297 


CLASSIFIED  ADS 


FOR  SALE  — $18,000.00  General  Practice 
in  town  of  1,300,  Close  to  3 hospitals.  Mod- 
em house  and  office  on  payments  to  suit  pur- 
chaser with  small  down  payment.  I am  66 
years  old  and  have  not  taken  “Ob’s”  for  4 
years  and  do  very  little  driving,  M.  B.  Weir, 
M.D.,  Griswold,  Iowa. 


The  Lincoln-Lancaster  County  Health  De- 
partment needs  a clinic  physician  on  a perma- 
nent or  temporary  basis.  Would  make  a good 
temporary  job  for  young  physician  waiting  for 
residency  or  permanent  location.  For  informa- 
tion call  or  write  Dr.  Fred  Long,  935  “R” 
Street,  Lincoln  8,  Nebraska. 


A New  Hampshire  country  doctor  who  has 
studied  abroad  opened  a series  of  lectures  on  the 
Dartmouth  campus  150  years  ago.  Thus,  Dr,  Na- 
than Smith  actually  founded  the  Dartmouth  Med- 
ical School,  now  the  third  oldest  in  the  United 
States. 
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EDITORIAL 


OF  EVENTS  TO  COME 

Thanks  to  their  recent  experiences  in 
“interpreting’’  the  political  pulse  of  the 
American  people,  the  voluble  commentators 
and  formerly  self-confident  pollsters  now 
have  become  cautious  in  their  predictions  of 
things  to  come.  They  even  hesitate  to  com- 
mit themselves  on  the  probable  nature  of  the 
Eighty-first  Congress.  As  to  the  issues  and 
platform  promises  they  are  equally  silent, 
pending  the  President’s  Message  to  the  Con- 
gi’ess  in  January.  Be  that  as  it  may ; we  will 
undoubtedly  hear  from  these  gentlemen 
again  in  time  to  come. 

As  we  have  so  often  stated  in  the  past  this 
Journal  has  no  direct  interest  in  politics.  We 
are  interested,  however,  in  the  law-making 
body  of  our  land,  particularly  in  those  laws 
which  have  a direct  bearing  on  the  health  of 
the  American  people.  By  the  nature  of  our 
technical  training  and  professional  disci- 
pline, we  feel  that  the  public  has  the  right 
to  look  to  us  for  guidance  in  this  field.  By 
the  same  token  we  must  assume  the  obliga- 
tion to  protect,  insofar  as  it  is  possible,  our 
people  from  legislation  no  matter  how  nobly 
conceived,  which  may  undermine  the  many 
phases  of  their  health.  Specifically  it  is  our 
sincere  belief  that  legislation  which  in  any 
way  or  to  any  degree  has  the  potentiality  to 
distort  the  quality  of  medical  care  now  avail- 
able constitutes  a dangerous  procedure. 

We  are  also  citizens  of  this  country  with 
a national  fervor  second  to  no  other  group. 
We  cherish  the  American  system  of  free  en- 
terprise. We  therefore  look  with  horror  up- 
on any  proposed  legislation  which  even  dis- 
tantly threatens  this  basic  principle  of  our 


democracy.  We  are  particularly  opposed  to 
medical  bills  of  this  type  because  of  the  ex- 
periences of  other  countries  in  this  field.  So- 
cialization of  the  medical  profession  turned 
out  to  be  the  first  step  in  the  inexorable 
socialization  of  all  institutions  which  by  their 
nature  lent  themselves  to  absorption  by  this 
autocratic  process. 

It  is  well  established  that  in  a democracy 
the  people  get  what  they  want.  That  their 
wants  are  not  always  to  their  best  interests 
is  beside  the  point.  In  their  demand  for 
what  experience  has  convinced  them  is  best, 
they  sometimes,  not  too  often,  make  mis- 
takes of  course,  but  these  mistakes  can  be 
rectified  as  long  as  they  can  resort  to  the 
ballot  box.  On  the  other  hand  however,  a 
bureaucracy  once  established  usually  offers 
insurmountable  difficulties  to  uproot.  The 
hangers-on  as  a rule  befog  the  issues  to  an 
extent  where  the  public  itself  grows  be- 
fuddled over  what  is  good  and  what  is  bad, 
what  is  right  or  wrong  with  the  particular 
system. 

Inasmuch  as  both  presidential  candidates 
in  the  last  campaign  had  on  their  platforms 
recommended  changes  in  the  present  meth- 
ods of  medical  care  it  is  not  unreasonable  to 
expect  one  or  perhaps  several  bills  to  emerge 
from  the  next  session  of  Congress.  To  what 
extent  President  Truman  will  insist  on  ac- 
tivating his  previous  proposals  on  compul- 
sory sickness  insurance  remains  to  be  seen. 
In  the  meantime  we  suggest  to  each  prac- 
ticing physician  to  keep  himself  alert  on  pos- 
sible developments  in  Washington.  In  an 
effort  to  stave  off  political  red  tape  he  must 
start  now  to  acquaint  his  patients  and  his 
friends  in  the  community  with  the  advant- 
ages of  the  present  system  of  medical  care 
over  the  possible  changes  which  may  be  pro- 
posed before  long. 

(1)  It  is  poor  psychology  to  assume  that 
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the  average  citizen  regardless  of  intelligence 
and  education  is  consciously  aware  of  the 
blessings  of  our  current  system  of  medical 
practice.  Should  a compulsory  sickness  in- 
surance bill  make  its  appearance,  study  it 
carefully  in  order  that  you  may  be  enabled 
to  discuss  it  intelligently.  Don’t  let  your 
emotions  run  away  with  your  sense  of  rea- 
soning. You  will  gain  more  adherents  to 
your  cause  through  equanimity  in  advancing 
your  point  of  view  than  through  emphasis 
on  the  other  fellow’s  error  in  judgment. 

Do  your  utmost  to  weaken  the  argu- 
ments for  compulsory  sickness  insurance  by 
strengthening  the  efforts  of  Blue  Shield. 
Impress  it  on  your  patients  that  insurance 
through  our  voluntary,  non-profit  plan  is 
more  economical,  more  democratic  than  that 
proposed  under  federal  control,  and  that  the 
doctor  rendering  medical  care  under  his  own 
sponsored  plan  can  retain  his  obligation  to 
his  patients  without  prying  by  a government 
agency. 


,WHY  NOT  CHANGE  OUR  LAWS? 

“We’ve  got  to  change  our  laws  to  keep 
up  with  scientific  findings  . . . Our  stand- 
ards are  out  of  line  . . . The  whole  legal 
system  antedates  modern  science  ...  A jury 
man  can’t  tell  a fakir  from  a scientist  . . . 
No  system  of  civil  or  criminal  trials  will 
ever  be  scientific  as  long  as  we  refer 
scientific  evidence  to  laymen  for  decision  . . . 
All  medical  sciences  must  be  reformulated 
in  terms  of  legal  application  and  utility 
through  the  collaborative  efforts  of  authori- 
ties in  the  field  of  law.” 

These  sketchy  sentences  represent  a 
theme  on  legal  medicine  discussed  at  the 
last  sessions  of  the  Omaha  Mid- West  Clinical 
Society.  They  are  the  crystalized  opinion  by 
local  and  national  leaders  in  the  field  of  law 
and  medicine.  On  several  occasions  in  the 
past  this  Journal  has  emphasized  the  neces- 
sity of  integrating  medicine  with  law  for 
the  benefit  of  both  the  court  and  the  public, 
if  justice  is  to  be  administered. 

The  statement  is  often  heard  that  the 
medical  profession  moves  slowly  in  accept- 
ing scientific  contributions  and  their  appli- 
cation to  health.  The  violation  of  scientific 
principles  committed  against  individuals  in 
the  name  of  the  law  is  generally  to  well 
known  to  require  emphasis  here. 

It  is  encouraging  to  note  from  a recent 
United  Press  report  that  the  Committee  on 
Crime  and  Delinquency  of  the  Nebraska  Bar 


Association  recommended  to  the  associa- 
tion’s convention  in  November  that  the  legal 
profession  urge  a modernization  of  the 
state  laws  to  permit  an  enlightened  program 
of  dealing  with  sex  delinquents,  denegerates, 
and  others  that  cannot  and  should  not  be 
handled  as  just  ordinary  criminals.  In  voic- 
ing our  sincere  “Amen”  to  these  recommen- 
dations we  respectfully  suggest  to  the  Bar 
Association  that  while  these  proposals  in 
themselves  are  a step  in  the  right  direction 
the  association  will  render  a real  public  serv- 
ice in  inaugurating  a program  of  moderniza- 
tion of  all  laws,  and  specifically  those  per- 
taining to  certain  types  of  delinquency.  We 
are  fully  aware  that  the  role  of  the  Bar 
Association,  not  unlike  that  of  the  Nebras,ka 
State  Medical  Association,  must  remain  edu- 
cational and  advisory.  We  should  like  to 
point  out,  however,  that  as  a result  of  our 
long  standing  program  of  public  education 
the  Nebraska  State  Medical  Association,  we 
believe,  has  cause  for  pride  in  the  improve- 
ment of  our  public  health  system. 

Needless  to  say,  our  Association  will 
be  pleased  to  make  all  of  its  facilities  avail- 
able to  the  Bar  Association  to  the  end  that 
a desired  modification  of  our  public  laws 
may  be  effected  even  if  of  necessity  the 
process  must  be  a gradual  one. 


DIAGNOSE  LUNG  CANCER  BY 
EXAMINATION  OF  CELLS 

Microscopic  examination  of  sputum  for  cancer 
cells  is  a valuable  aid  to  physicians  in  diagnosing 
cancer  of  the  lung  and  pulmonary  tuberculosis,  ac- 
cording to  three  St.  Louis  physicians. 

Writing  in  the  November  13  issue  of  The  Journal 
of  the  American  Medical  Association,  the  physi- 
cians— Martin  Bergman,  Burton  A.  Shatz,  and  I. 
Jerome  Fiance,  of  the  laboratory  of  the  Jewish 
Hospital — point  out  that  differentiating  between 
cancer  and  tuberculosis  of  the  upper  part  of  the  lung 
has  been  extremely  difficult. 

The  only  methods  known  for  procuring  tissue 
from  the  upper  lobes  for  study  under  the  micro- 
scope have  undesirable  aspects,  and  the  areas  are 
hard  to  visualize  by  means  of  x-rays,  the  physi- 
cians say.  Tubercle  bacilli  are  frequently  not  seen 
in  the  sputum  in  cases  of  early  pulmonary  tuber- 
culosis. 

Microscopic  examination  of  sputum  for  cancerous 
cells  gives  a positive  diagnosis  in  from  60  to  88  per 
cent  of  lung  cancers  and  is  an  especially  desirable 
technique  for  discovering  lesions  of  the  upper  lobes 
of  the  lungs,  they  report. 

“In  the  past  several  months  we  have  examined 
the  sputum  of  158  patients.  Three  cases  were  of 
special  interest  in  that  a diagnosis  of  cancer  was 
made  by  sputum  examination  at  a time  when  the 
clinical  diagnosis  was  tuberculosis  or  wavered  be- 
tween tuberculosis  and  cancer,”  the  physicians  say. 
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To  say  that  I am  glad  to  get  home  is  put- 
ting is  mildly.  I can  assure  you  it  was  a 
great  satisfaction  to  set  foot  on  the  good 
ship  “Queen  Mary”  and  enjoy  the  luxury 
of  this  beautiful  liner  even  for  the  few  days 
en  route  to  New  York  after  the  months  of 
strenuous  work  and  living  in  countries  that 
had  suffered  severely  from  war  and  are 
now  anticipating  another  conflict. 

The  turmoil  one  felt  during  our  stay  in 
Europe  is  not  easy  to  relate.  Those  who  are 
not  in  intimate  contact  with  the  people  who 
are  living  there  scarcely  realize  the*  serious- 
ness of  the  crisis  that  Europe  faces  at  this 
time.  In  our  conception  of  the  United  Na- 
tions, we  hear  a great  deal  about  the  five 
great  powers.  But  as  far  as  the  European 
nations  are  concerned  and  their  estimation 
of  United  Nations  influence,  there  are  but 
two  great  powers — the  U.S.A.  and  the  U.S. 
S.R.  The  policy  and  action  of  every  country 
in  Europe  is  related  to  the  attitude  of  these 
two  great  nations  that  sway  the  economic 
balance  of  the  world  with  their  diplomacy 
and  power  politics. 


Even  the  Balkan  stellate  states  that  have 
been  sucked  under  the  communist  regime 
by  their  strategic  geographical  position, 
recognize  that  if  they  ever  again  become 
free-thinking  and  free-acting,  or  maintain  a 
semblance  of  our  conception  of  democracy, 
it  will  be  due  to  the  maintenance  of  demo- 
cratic principles  within  our  sphere  of  influ- 
ence. They  recognize  that  the  future  secur- 
ity of  Europe  rests  upon  the  sagacity  of 
our  foreign  relations.  The  breaking  of  the 
Russian  blockade  of  Berlin  means  far  more 
than  the  opening  of  a lifeline  of  essential 
security  to  the  people  living  within  Berlin. 
This  blockade  has  become  a symbol  of  ag- 
gression. A Russian  victory  in  this  relation 
which  would  cause  our  withdrawal  from 
Berlin  would  culminate,  I believe,  in  a Dun- 
kirk for  the  Western  powers  in  Europe.  It 
would  open  the  way  for  further  aggression 
and  the  actual  absorption  of  the  Balkan 
states  into  the  U.S.S.R. 

My  hopes  are  high  that  our  diplomatic 
strategy  will  guide  us  to  a peaceful  solution. 
But  on  the  other  hand,  while  in  Europe  I 
heard  many  express  the  opinion  that  war 
would  begin  soon  and  even  bets  were  offer- 
ed. Therefore  you  can  readily  realize  how 
glad  I was  to  get  home. 
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It  is  difficult  to  explain  the  sense  of  un- 
certainty, distrust,  and  actual  fear  that  is 
felt  by  the  people  in  some  of  these  stellate 
nations.  What  they  hoped  for  in  security 
from  Russia  against  a possible  future  ag- 
gression on  the  part  of  Germany  has  re- 
bounded in  the  form  of  oppression,  regula- 
tion, censorship,  all  of  which  will  in  time 
have  a marked  influence  on  the  character 
of  progress  in  science  and  medicine. 

Forgive  me  for  wishing  upon  you  my  pessi- 
mistic opinions  of  the  European  political  pic- 
ture. There  is  however,  among  these  clouds, 
a bright  horizon  to  be  seen.  The  European 
Recovery  Plan,  I believe,  is  having  a good  in- 
fluence on  the  minds  of  the  people  whom 
w^e  have  had  an  opportunitj^  to  help.  They 
are  again  recognizing  that  by  going  to 
work,  they  have  remuneration  for  their  ef- 
forts and  thus  achieve  the  realization  of  fu- 
ture economic  stabilization.  I think  it  is 
stimulating  the  old  zest  of  democratic  indi- 
viduality in  spite  of  subversive  influences 
which  tend  to  stir  up  again  the  chaos  and 
disorder  that  has  so  long  perverted  the 
minds  of  these  people.  One  of  the  best  in- 
fluences behind  the  Iron  Curtain  is  the 
“Voice  of  America,”  which  to  some  of  these 
countries  brings  the  nev/s  and  events  of  the 
United  States  and  the  world  without  censor- 
ship. The  people  listen  to  these  nightly  pro- 
grams with  the  deepest  interest.  Many  do 
not  want  to  be  called  to  the  telephone  dur- 
ing the  period  of  the  broadcast  for  fear  they 
will  miss  some  interesting  information.  This 
program  is  proving  to  be  of  great  value  in 
keeping  the  “censored  world”  informed  on 
broad  political  issues  of  international  impor- 
tance, as  well  as  telling  them  of  the  Am.erican 
way  of  life. 

Since  returning,  I have  been  picking  up 
loose  ends  of  affairs  in  the  Nebraska  State 
Medical  Association.  I am  gratified  with 
the  progress  that  has  been  made  during  the 
summer.  Apparently  our  efforts  to  stimu- 
late committee  responsibility  and  activity 
have  borne  fruit,  as  evidenced  by  the  reports 
of  various  chaiimen  regarding  their  prob- 
lems and  the  alert  interest  the  members  are 
taking  in  their  solution.  However,  with  the 
expanded  program  of  our  State  organization 
many  more  serious  workers  must  assume  re- 
sponsibility in  their  county  committees. 
More  leaders  in  organized  medicine  must  be 
developed  if  we  are  to  fulfill  the  purpose  of 
our  project. 


I was  particularly  impressed  in  looking 
over  the  roster  of  doctors  in  the  State  to  see 
so  many  new  names.  Upon  investigation  I 
find  that  somewhere  near  280  new  doctors 
have  settled  in  the  State  during  the  last  two 
years.  This  is  indeed  indicative  of  a very 
healthy  situation,  and  one  which  is  hearten- 
ing to  those  who  have  carried  such  a tre- 
mendous, patient  load  during  the  trying 
years  of  the  war.  I want  to  take  this  oppor- 
tunity to  welcome  all  these  new  men  into  our 
fold,  and  hope  that  they  all  take  a very 
active  part  in  the  problems  of  health  in 
their  community  and  the  affairs  of  their 
local,  state,  and  national  medical  organiza- 
tions. The  inspiration  they  bring  to  the 
communities  to  which  they  have  consecrated 
their  lives  will  make  them  beloved  and  re- 
spected by  all.  The  future  of  medicine  is  in 
a large  respect  dependent  upon  their  serious 
influence  in  the  welfare  of  their  respective 
communities. 

The  other  night  it  was  my  honor  and  plea- 
sure to  attend  a banquet  of  the  founder 
membership  of  the  Nebraska  chapter  of  the 
Academy  of  General  Practitioners.  It  was 
a thrilling  event.  I congratulate  the  group 
who  organized  this  chapter  and  likewise 
congratulate  the  entire  membership.  I am 
sure  its  program  of  forward  thinking  and 
educational  enlightenment  will  emanate  dig- 
nity and  prestige  in  the  general  practitioner 
and  stimulate  more  competent  young  men 
to  recognize  the  oportunity  there  is  in  be- 
coming specialists  of  general  practice. 

The  election  is  over;  everyone  should  be 
happy  in  the  knowledge  we  live  in  a country 
in  which  every  citizen  can  vote  as  he  pleases. 
Otherwise  we  just  would  not  have  surprises 
that  even  befog  the  “Gallup  polls,”  the  news 
and  radio  commentators  with  all  their  “in- 
side” information.  After  all  your  vote  is 
just  as  important  as  anyone’s  and  no  one  is 
elected  until  the  last  vote  is  counted.  The 
people  have  spoken.  Let  us  pray  that  we, 
every  doctor  in  Nebraska,  does  his  part  in 
seeing  that  our  Congress  proceeds  on  a course 
which  gives  due  regard  to  those  measures 
and  bills  presented  with  respect  to  the  health 
and  welfare  of  the  country,  that  are  in  ac- 
cord with  the  best  interest  of  every  man, 
woman,  child,  and  (last  but  not  least)  the 
Doctor.  For  without  protecting  the  doctor, 
his  individuality,  his  freedom  of  action,  his 
economy,  any  such  program  will  be  a failure. 
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The  surgeon  is  especially  interested  in 
carcinoma  of  the  colon  because  of  the  large 
number  of  permanent  cures  which  follow 
resection,  and  also  because  even  in  the  face 
of  metastasis,  resection  is  frequently  as- 
sociated with  a fairly  long  period  of  comfort. 
I think  it  is  very  important,  especially  for  an 
audience  not  made  up  of  surgeons,  to  re- 
member that  statistically  about  50  percent 
of  colon  carcinomas  are  permanently  cur- 
able by  surgical  removal.  If  we  see  these 
cases  early  enough,  we  can  cure  them. 
Carcinoma  of  the  colon  is  a common  disease. 
It  occurs  in  youngsters,  in  young  adults 
and  is  particularly  common  in  middle  aged 
and  older  individuals.  The  tumor  grows 
slowly,  and  frequently  in  the  left  colon. 
Here,  by  altering  bowel  habits,  or  by  being 
broken  off  by  passing  stool,  it  produces  early 
symptoms,  thereby  usually  giving  us  a 
chance  to  establish  a diagnosis  early  enough 
to  make  a cure  a good  possibility.  How- 
ever, in  order  to  make  the  diagnosis,  we 
must  constantly  be  suspicious  of  the  pres- 
ence of  carinoma  of  the  colon  in  all  patients 
who  consult  us  and  present  any  rectal  or 
colonic  symptoms. 

It  is  unfortunately  true  that  far  too  many 
cases  come  to  surgical  attention  many 
months  after  symptoms  which  are  diagnos- 
able  have  developed.  Often,  no  physical 
examination  has  been  made ; no  definite 
diagnosis  has  been  established;  and  either 
no  therapy  is  under  way,  or  therapy  has 
been  advised  which  is  nondescript  and  in- 
effectual in  nature.  Such  a state  of  affairs 
obviously  reflects  the  fact  that  the  symp- 
toms were  misinterpreted  as  being  incon- 
sequential and  that  an  adequate  physical 
examination  had  not  been  done. 

The  symptoms  which  are  representative 
and  which  lead  us  to  the  diagnosis  of  car- 
cinoma of  the  colon  may  be  listed  as  follows : 

Change  in  the  bowel  habit. 

Alternating  constipation  and  diarrhea. 

Sudden,  apparently  complete  obstipation  of  sev- 
eral days  duration. 

Rectal  bleeding. 

Hemorrhoids. 

A sense  of  inadequate  emptying  of  the  bowel  after 
stool. 


Urgency  to  defecate,  but  inability  to  produce  stooL 
Unexplained  anemia. 

Every  patient  who  has  any  kind  of  rectal 
complaint  should  be  thought  of  as  having 
a carcinoma  until  this  is  definitely  excluded. 

The  following  is  an  analysis  of  100  con- 
secutive cases  of  carcinoma  of  the  colon  seen 
at  the  Research  Hospital,  University  of 
Illinois : 

6 percent — cecum. 

12  percent — ascending  colon, 

5 percent — hepatic  flexure. 

6 percent — ^transverse  colon. 

3 percent — splenic  flexure. 

18  percent — descending  colon. 

32  percent — upper  recto  sigmoid. 

15  percent — rectal  ampulla.  , 

3 percent — anus. 

Please  note  50  percent  of  these  cases  are 
definitely  reachable  by  rectal  or  proctoscopic 
examination.  Even  some  of  the  lesions  in 
the  descending  colon  may  occasionally  be  vis- 
ualized with  the  proctoscope.  Similar  dis- 
tribution has  been  observed  in  the  last  cases 
admitted  since  January,  1947.  In  this  group 
of  cases,  more  than  50  percent  were  easily 
visible  by  proctoscopic  examination — a pro- 
cedure which  can  be  carried  out  very  simply 
in  any  physician’s  office. 

From  the  point  of  view  of  physical  exam- 
ination, we  feel  the  diagnostic  methods  and 
the  order  in  which  they  should  be  carried 
out  are  as  follows : 

1.  Digital  examination. 

2.  Proctoscopic  examination  and  biopsy. 

3.  X-ray. 

Of  49  recent  cases,  digital  examination 
was  negative  in  23,  yet  positive  and  diag- 
nostic in  26  cases ; while  proctoscopic  exam- 
ination was  negative  in  9 and  not  done  in 
4,  yet  positive  in  36.  By  positive  is  meant 
that  a biopsy  was  taken,  which  revealed 
carcinoma  on  microscopic  study.  (The  4 who 
were  not  examined  included  one  in  whom 
the  diagnosis  had  previously  been  established 
at  a gynecological  operation,  one  who  was 
suffering  from  a peri-anal  obstruction  with 
inflammation,  and  two  with  acute  obstruc- 
tions.) 

I would  like  to  point  out  that  the  procto- 
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scopic  examination  visualized  about  75  per- 
cent of  the  lesions.  We  were  able  to  see 
these  directly.  The  colon  and  sigmoid  seems 
to  telescope  down  onto  the  proctoscope  in 
some  cases,  so  that  a lesion  well  above  the 
site  which  would  ordinarily  be  reached  by 
the  proctoscope  is  visible  and  hence  diag- 
nosable.  Proper  preparation  with  cleansing 
enemas  is  a matter  of  great  importance. 
If  you  proctoscope  a patient  in  whom  you 
have  reason  to  think  that  there  may  be 
a carcinoma  and  encounter  inadequate 
cleansing,  that  is,  stool  in  the  rectum  and 
colon  which  prevents  vision  before  the  full 
length  of  the  proctoscope  is  inserted,  do 
not  hesitate  to  have  the  patient  report  again 
after  more  adequate  cleansing.  On  two  oc- 
casions I have  seen  no  lesion  when  the  proc- 
toscope encountered  stool  at  a height  of  14 
and  18  cm.  respectively.  After  the  patient 
had  had  a second  set  of  cleansing  enemas, 
a carcinoma  was  found  at  15  and  19  cm. 
Obviously,  an  error  here  would  have  been 
catastrophic  and  inexcusable.  In  both  of 
these  cases  apparently  the  stool  was  ad- 
herent to  the  tumor  and  only  vigorous  wash- 
ing removed  it. 

You  will  note  that  x-ray  is  listed  as  the 
last  method  of  diagnosis.  This  is  important 
for  several  reasons.  In  most  cases  we  do 
not  need  to  x-ray  the  patient  for  diagnosis, 
after  it  is  already  established  by  procto- 
scopic examination.  Other  patients  may 
have  lesions  which  are  so  low  down  or  so 
small  that  they  are  very  difficult  to  diag- 
nose by  x-ray.  This  is  particularly  import- 
ant to  emphasize,  since  it  seems  that  many 
physicians  send  patients  for  x-ray  exam- 
inations with  barium  enema  under  the  im- 
pression that  it  is  a more  dependable  diag- 
nostic means.  (It  also  seems  to  be  easier 
to  send  a patient  for  an  x-ray  than  to  do 
a rectal  examination  and  proctoscopic 
study!)  In  patients  who  have  early  lesions 
of  the  rectal  ampulla  or  of  the  recto-sigmoid, 
it  may  be  almost  impossible  to  visualize 
the  lesion  by  x-ray  because  the  rectal  am- 
pulla fills  out  so  readily  that  the  small  (but 
removable  and  curable)  lesion  does  not  throw 
a shadow.  A roentgenologic  diagnosis  of 
“no  demonstrable  lesion’’  is  not  a final  anat- 
omical diagnosis,  but  such  a report  has  led 
many  doctors  to  conclude  that  carcinoma  was 
excluded  and  has  led  to  the  waste  of  precious 
time  when  the  patient  actually  did  have  car- 
cinoma and  had  a lesion  which  could  have 
been  diagnosed  with  ease  by  either  digital 


or  proctoscopic  examination.  Many  of  the 
cases  we  see  have  these  low-lying  lesions. 
X-ray  was  not  done  in  28  of  our  last  49  cases. 
This  was  not  accidental.  In  these  cases  the 
diagnosis  was  made  by  proctoscopic  exam- 
ination and  biopsy. 

We  are  very  much  interested  by  the  dan- 
ger of  obstruction  of  the  colon,  as  will  be  em- 
phasized later.  If  a barium  enema  is  given, 
it  may  pass  above  a partially  obstructed 
lesion.  Evacuation  of  the  barium  enema 
from  up  above  a carcinoma  is  not  only  a dif- 
ficult procedure,  but  is  often  one  impossible 
to  carry  out,  especially  when  this  barium  be- 
comes inspisated.  It  then  may  actually  pre- 
cipitate an  acute  colonic  obstruction.  When 
this  occurs  the  patient  will  have  to  be  treated 
for  his  acute  obstruction,  which  usually 
means  an  emergency  operation.  This  may 
occur  at  a time  when  the  patient  has  not  yet 
been  properly  prepared  for  surgery,  and  will 
therefore  be  in  a poor  state  to  tolerate  it. 
If  it  is  felt  that  barium  study  of  the  lower 
colon  is  necessary  (i.  e.  to  establish  the  level 
at  which  an  obstruction  occurs)  one  should 
personally  converse  with  the  roentgenologist, 
indicating  to  him  the  urgency  of  the  case, 
the  fact  that  only  the  level  of  the  obstruc- 
tion is  wanted  and  particularly  that  we  are 
anxious  that  a minimum  amount  of  barium 
be  allowed  to  pass  the  obstruction — only 
enough  to  allow  him  to  be  certain  that  he 
sees  an  obstruction  which  is  organic  and  not 
muscular.  The  roentgenologist  who  has  not 
received  special  instructions  is  anxious  to  do 
a complete  barium  enema.  He  will  attempt 
to  recognize  the  occasional  presence  of  a sec- 
ond tumor  of  the  colon  in  those  cases  where 
a double  primary  is  present.  When  we  pur- 
posely do  not  send  these  cases  for  roentgen- 
ologic examination,  we  must  accept  the  re- 
sponsibility of  making  a complete  diagnosis 
at  the  time  of  operation. 

Once  the  diagnosis  is  established,  surgical 
intervention  must  be  planned. 

In  general,  we  are  inclined  to  be  as  radical 
as  possible,  especially  in  the  instance  of 
young  patients  and  in  those  with  small 
tumors,  since  in  these  groups  complete  and 
permanent  cure  is  most  desirable  and/or 
most  possible.  When  the  lesion  is  very  large, 
or  when  it  occurs  in  a patient  whose  life  span 
is  not  anticipated  to  be  of  many  years  dur- 
ation, we  may  be  tempted  to  compromise  by 
doing  a more  conservative  resection  than 
would  otherwise  be  acceptable. 
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The  preparation  of  a patient  for  colon  sur- 
gery is  both  complicated  and  important.  In 
general,  it  should  take  a week  to  prepare  a 
patient  properly  for  elective  colonic  surgery. 
Systemically  the  patient  should  be  urged  to 
be  as  active  as  possible,  paticularly  since 
many  of  the  patients  fall  in  the  fairly  ad- 
vanced age  group,  and  we  must  be  certain 
they  are  strong  enough  to  withstand  the 
operative  procedure.  Oral  hygiene  to  pre- 
vent the  development  of  serious  pulmonary 
complications  is  essential.  Local  therapy 
should  include  a daily  enema.  If  barium  has 
been  used  and  there  seems  to  be  any  possi- 
bility that  it  is  still  present,  a flat  plate  of 
the  abdomen  will  be  of  help.  In  cases  in 
which  there  is  any  question  of  obstruction, 
these  enemas  should  be  repeated  many  times 
a day  in  order  to  evacuate  the  bowel  com- 
pletely. Careful  attention  to  this  one  point 
may  so  prepare  a patient  that  a one-stage 
procedure  is  that  of  choice,  whereas  inade- 
quate evacuation  will  result  in  persistent  ob- 
struction and  make  a two-stage  operation 
mandatory.  The  patient  should  be  given  a 
diet  containing  if  possible  200  grams  of  pro- 
tein, but  this  should  be  of  a non-to  low-resi- 
due nature  and  contain  as  many  calories  as 
possible.  Chemotherapy  in  the  form  of  sul- 
fathaladine  and  sulfasuxadine  should  be  giv- 
en gm.  3 q.i.d.  for  5 days  before  surgery.  Al- 
though this  may  sound  routine,  its  import- 
ance cannot  be  exaggerated.  A Miller-Ab- 
bott  tube  should  be  in  place  before  surgery, 
and  a retention  catheter  in  the  male  if  a 
perineal  operation  is  contemplated. 

In  addition  to  this,  all  such  cases  should 
have  intravenous  pyelograms  to  determine 
the  condition  of  the  ureters,  and  in  patients 
who  have  great  debility,  we  have  used  pre- 
linimary  bilateral  prophylactic  superficial 
femoral  vein  ligations.  The  exact  type  of 
operation  which  should  be  done  will  depend 
upon  the  experience  of  the  surgeon  as  well 
as  upon  the  location  of  the  tumor,  and  will 
not  be  discussed  here.  Since  this  is  a matter 
of  election,  considerable  time  and  discussion 
is  always  possible  before  the  operation  is  de- 
cided upon. 

ACUTE  COLONIC  OBSTRUCTION 

When  patients  present  themselves  in  acute 
obstruction,  however,  the  urgency  is  such 
that  I would  like  to  discuss  this  phase  of  the 
problem  at  some  length. 

Carcinoma  of  the  colon  does  not  always 
present  itself  as  simple  carcinoma.  Some- 


times these  patients  are  seen  for  the  first 
time  acutely  obstructed,  and  they  present 
a very  serious  problem.  It  is  imperative 
that  this  emergency  be  recognized  and  treat- 
ed promptly  and  properly. 

In  the  first  place,  it  is  almost  never  safe 
to  perform  an  operation  which  will  relieve 
the  obstruction  and  remove  the  carcinoma  at 
the  same  time.  One  must  accept  the  fact 
at  once  that  these  patients  have  obstruction 
and  carcinoma  and  that  they  are  going  to 
have  to  have  two  types  of  surgical  therapy, 
one  directed  at  their  obstruction,  and  after 
this  is  relieved  and  completely  reduced,  a sec- 
ond operation  directed  to  the  cure  of  the 
carcinoma.  Rarely  is  it  possible  to  combine 
these  two,  and  I think  as  a general  rule  this 
possibility  should  be  neglected. 

If  a patient  has  chronic  obstructive  symp- 
toms, he  complains  of  cramping  pains.  These 
come  and  go,  and  gradually  increasing  con- 
stipation occurs.  Often,  however,  this  is  not 
associated  with  much  distention  because  the 
colon  seems  to  fill  up  with  solid  stool,  while 
allowing  the  liquid  and  gas  (which  make  up 
the  bulk  of  distention)  to  pass. 

The  condition  of  these  patients  is  not  dif- 
ficult to  diagnosis.  In  fact,  such  a diagnosis 
is  easy.  A flat  plate  of  the  abdomen  usually 
will  show  the  extent  of  the  gas  in  the  large 
bowel,  which  extends  to  the  point  of  obstruc- 
tion. The  bowel  below  the  obstructed  area 
is  characteristically  empty  of  gas.  Occa- 
sionally we  may  see  a pattern  of  small  bowel. 

These  patients  rarely  die  from  their  colonic 
obstruction  and  usually  may  be  prepared  for 
surgery  leisurely,  as  discussed  in  the  pre- 
vious portion  of  this  paper.  However,  this 
chronic  obstruction  may  change  into  an  acute 
large  bowel  obstruction.  This  condition  is 
very  serious,  often  develops  with  great  speed 
and  unless  properly  diagnosed  and  treated, 
may  result  in  a fatality  within  a very  short 
time. 

The  development  of  this  acute  obstruction 
occurs  only  in  the  presence  of  a competent 
ileocecal  valve.  Such  a valve  does  not  allow 
gas  to  regurgitate  back  into  the  cecum,  a 
closed  loop  obstruction  results  and  the  colonic 
contents  are  trapped  between  the  obstructive 
lesion  and  the  ileocecal  valve.  If  this  situ- 
ation is  not  recognized,  very  rapid  increase 
of  intraluminal  pressure  occurs.  Within  a 
short  period  of  time,  often  a few  hours,  this 
pressure  may  exceed  that  of  the  arterial  in- 
flow to  the  bowel  wall,  and  when  this  occurs 
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necrosis  of  the  bowel  results,  with  gangrene, 
perforation,  peritonitis  and  death.  Because 
of  the  thinness  of  the  cecal  wall  and  the 
greater  diameter  of  the  cecum  almost  al- 
ways these  changes  first  appear  in  the  wall 
of  the  cecum.  It  is  unfortunate  that  very 
commonly  this  acute  obstruction  occurs  as- 
sociated with  a very  curable  carcinoma,  so 
that  death  from  cecal  necrosis  must  be  pre- 
vented. 

Since  the  clinical  picture  which  these  pa- 
tients present  frequently  resembles  that  of 
acute  appendicitis,  and  since  it  develops  more 
rapidly  than  is  anticipated  by  the  attending 
physician,  I would  like  to  emphasize  the  clin- 
ical picture  which  they  present. 

One  may  not  see  them  until  they  are  in  a 
completely  obstructed  condition,  but  even 
in  that  sickness,  careful  conversation  with 
the  patient  will  usually  give  some  evidence 
of  bowel  difficulty,  more  rapidly  repeated 
attacks  of  constipation,  etc.  When  the  final 
attack  occurs,  it  is  likely  to  be  associated 
with  such  severe  pain  that  the  patient’s  his- 
tory is  difficult  to  obtain  unless  a very  def- 
inite insistence  is  pursued  in  trying  to  obtain 
the  details  of  the  previous  attack.  When 
obstruction  occurs,  these  patients  develop 
very  rapidly  advancing  symptoms  of  intest- 
inal colic — i.  e.  cramping  pains  which  go 
across  the  mid-abdomen.  These  resemble 
very  much  the  type  of  pains  which  are 
characteristic  of  any  bowel  cramps,  and  par- 
ticularly those  of  early  acute  appendicitis. 
They  frequently  occur  in  older  patients  and 
the  pain  spreads  across  the  abdomen  with 
severity. 

Finally,  when  necrosis  of  the  bowel  wall  re- 
sults, localized  tenderness  occurs  in  the  right 
lower  quadrant  over  the  cecum  and  at  the 
same  time  the  cramps  lessen,  due  to  the  de- 
velopment of  peritonitis.  Obviously,  this  is 
likely  to  be  confused  with  appendicitis,  and 
its  atypical  factors  are  simply  ascribed  to  the 
so-called  atypical  appendicitis  of  older  people. 
Under  the  impression  that  the  patient  has 
an  attack  of  acute  appendicitis,  little  thought 
may  be  given  to  the  history.  However,  there 
are  several  findings  which  should  rule  out 
appendicitis  and  draw  attention  to  the  real 
nature  of  the  trouble.  First,  great  distention 
is  a characteristic  symptom  in  these  patients. 
It  is  out  of  all  proportion  to  the  distention 
which  would  be  expected,  even  in  fairly  far 
advanced  cases  of  appendicitis.  At  the  same 
time,  these  patients  do  not  vomit  and  a flat 
plate  of  the  abdomen  will  reveal  that  there  is 


no  gas  in  the  small  bowel,  while  the  large 
bowel  is  tightly  distended.  This  is  obviously 
due  to  the  retention  of  gas  by  the  competent 
ileocecal  valve.  I have  seen  one  patient  with 
such  an  attack  who,  on  her  way  to  the  X-ray 
department,  had  a sudden  relief  of  her  in- 
sistent pain  and  an  almost  concomitant  wave 
of  nausea.  The  flat  plate  revealed  that  the 
tremendously  distended  colon  was  present,  as 
expected,  but  that  the  distal  foot  and  a half 
of  the  ileum  contained  gas.  This  we  in- 
terpreted as  evidence  that  the  ileocecal  valve 
had  given  way,  relieving  the  pressure  in  the 
cecum  which  allowing  gas  to  escape  into  the 
ileum  duplicated  the  nausea  which  roentgen- 
ologists frequently  see  when  gas  is  forced 
into  the  ileum  during  air  contrast  studies  of 
the  colon. 

When  this  fortunate  eventuality  does  not 
occur,  these  patients  must  be  operated  upon 
and  usually  as  rapidly  as  possible.  During 
the  hour  or  two  required  to  prepare  the  op- 
erating room,  intravenous  fluids,  and  gastric 
suction  may  be  started. 

The  type  of  operation  which  must  be  done 
should  be  discussed.  In  the  first  place,  a left 
colostomy  should  always  be  avoided,  since  it 
compromises  -any  possibility  of  later  surgery, 
and  particularly  since  a left  incision  may  fail 
to  disclose  the  area  of  necrosis  in  the  cecal 
head.  For’this  reason,  we  prefer  to  do  either 
a midline  incision  below  the  umbilicus,  which 
will  allow  us  to  explore  the  abdomen  and  de- 
cide upon  the  site  of  colostomy ; or  to  do  an 
elective  and  primary  cecostomy  through  a 
muscle  splitting  incision  on  the  right  side. 
The  disadvantages  of  cecostomy  of  course 
lie  in  the  fact  that  it  does  not  completely  di- 
vert the  fecal  stream — a definite  advantage 
that  is  offered  by  the  transverse  colostomy — 
and  that  it  does  not  allow  an  accurate  diag- 
nosis to  be  made  of  the  intra-abdominal  con- 
dition. The  rare,  but  none  the  less  im- 
portant condition  of  sigmoid  volvulus  may  so 
simulate  the  acute  obstruction  which  is  dis- 
cussed that  it  should  be  considered  in  every 
case.  If  not  properly  relieved  (and  cecos- 
tomy is  not  the  way  to  do  it)  gangrene  of 
this  loop  will  result  in  spite  of  cecostomy. 
The  author  therefore  prefers  a midline  in- 
cision (below  the  umbilicus)  with  diagnosis 
as  to  the  nature  of  the  obstruction  and  its 
position,  and  would  make  the  decision  as  to 
the  point  at  which  the  colostomy  may  be 
established. 

Because  of  the  size  of  the  distended  large 
bowel,  there  are  many  mechanical  hazards. 
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The  colostomy  should,  if  possible,  be  estab- 
lished through  a stab  wound  small  enough  so 
that  evisceration  will  not  occur  around  it. 
Whether  this  be  through  a cecostomy  inci- 
sion or  through  a transverse  incision  in  the 
upper  abdomen  depends  a good  deal  upon  the 
condition  of  the  cecum  (the  presence  of 
necrotic  ulcers)  and  the  length  of  the  mesen- 
tery of  the  transverse  colon.  When  necrosis 
is  present  in  the  cecal  head,  all  necrotic  areas 
obviously  must  be  exteriorized.  Occasionally 
their  perforation  may  be  so  imminent  that 
the  bowel  will  have  to  be  decompressed 
through  these  necrotic  areas  before  the 
definitive  exteriorization  is  possible.  If  one 
is  fortunate  enough  to  be  able  to  deliver  the 
head  of  the  cecum  before  the  area  perforates, 
obviously  so  much  the  better.  Enough  cecum 
or  transverse  colon  should  be  delivered 
through  the  incision  that  there  will  be  no 
tendency  for  this  bowel  to  retract  into  the 
abdomen  once  the  obstruction  is  relieved. 
The  importance  of  this  caution  is  obvious. 

Once  the  selected  site  of  colon  is  exterior- 
ized, the  midline  incision  should  be  complete- 
ly closed,  then  the  opening  in  the  abdominal 
wall  about  the  exteriorized  colon  should  be 
brought  together  by  stitches,  retraction  of 
the  exteriorized  loop  being  prevented  by  the 
insertion  of  a glass  rod  beneath  the  loop  and 
being  supported  in  this  position  by  the  ab- 
dominal wall.  Under  no  circumstances  may 
the  bowel  be  sutured  to  the  abdominal  wall 
because  of  the  danger  of  leakage  at  the  site 
of  suture,  since  they  have  a tendency  to 
pull  out.  The  opening  in  the  abdominal  wall 
for  the  colostomy  should  be  closed  until  it  is 
the  size  which  would  be  left  were  the  pa- 
tient not  obstructed  and  the  bowel  not  dis- 
tended. This  will  obviously  mean  that  a 
colon  from  8 to  10  cm.  in  diameter  may  have 


to  be  compressed  (temporarily)  to  a diam- 
eter of  1.5  to  2 cm.  Following  this,  after 
adequately  packing  the  wound  off,  the  dis- 
tended bowel  may  be  punctured  with  a 
needle  and  the  enclosed  gas  allowed  to  escape 
through  a trap  bottle.  After  this  has  been 
adequately  performed,  the  opening  in  the 
bowel  may  be  slightly  enlarged  so  that  the 
tip  of  a perforating  aspirator  may  be  insert- 
ed into  the  proximal  and  distal  loops  of  dis- 
tended bowel.  Obviously,  this  results  in  im- 
mediate relief  of  abdominal  distention  and 
pressure  and  at  once  takes  away  the  danger 
of  cecal  necrosis.  Since  there  is  a danger  of 
trickle  of  fecal  contents  back  along  the  side 
of  the  bowel  through  the  incision  into  the 
peritoneum,  the  author  feels  that  once  the 
intraluminal  pressure  has  been  relieved,  the 
small  hole  already  made  in  the  colon  may  be 
temporarily  closed  with  a hemostat.  After 
3 or  4 days  this  clamp  will  fall  off,  but  by 
this  time  the  fibrinous  deposits  will  have 
sealed  the  walls  about  the  colostomy.  If  ab- 
dominal cramps  occur,  indicating  the  need 
of  further  release,  the  hemostat  may  be 
taken  off  as  often  as  wished,  the  gas  re- 
leased, and  the  hemostat  reapplied.  The 
transverse  colon  should  not  be  cut  across  un- 
til about  10  days  after  the  establishment  of 
the  colostomy  lest  retraction  occur. 

When  this  crisis  has  been  passed,  the  pa- 
tient will  gradually  resume  a normal  gastro- 
intestinal function.  It  usually  takes  4 to  6 
days  before  the  patient  will  wish  to  eat. 

As  a general  rule,  these  patients  are  not 
ready  for  the  second  stage  of  their  operation 
until  a full  3 weeks  have  passed.  It  is  our 
practice  to  allow  these  patients  to  select 
their  own  date  of  surgery,  which  usually  oc- 
curs after  they  are  up  and  around,  eating 
well  and  gaining  strength. 


^ ^ ^ 


THIOCYANATE  THERAPY  NOT 
UNIFORMLY  GOOD 

Use  of  potassium  thiocyanate  in  treating  patients 
with  high  blood  pressure  does  not  produce  uni- 
formly good  results,  say  two  Chicago  physicians. 

Writing  in  the  October  23  issue  of  The  Journal 
of  the  American  Medical  Association,  the  physi- 
cians— Donald  L.  Kessler  and  Laurence  E.  Hines  of 
the  Departments  of  Medicine,  Northwestem  Uni- 
versity and  St.  Joseph  Hospital — report  that  the 


drug  may  or  may  not  produce  a fall  in  blood  pres- 
sure in  patients  who  have  hypertension. 

There  appears  to  be  a narrow  margin  of  safety 
between  therapeutic  and  toxic  doses  in  some  pa- 
tients, and  moderate  toxic  symptoms  are  common 
even  when  the  dosage  given  is  that  recommended 
as  “safe,”  they  point  out. 

The  physicians  describe  three  patients  who  suf- 
fered “unusual  toxic  effects”  while  receiving 
thiocyanate  therapy  for  high  blood  pressure. 


Hematuria* 

Roy  B.  Henline,  M.D. 
New  York,  N.  Y. 


The  presence  of  red  blood  cells  in  the  urine 
in  a danger  signal  and  has  been  likened  to 
the  red  flag  of  anarchy.  Just  as  the  red 
sign  is  a danger  signal  in  the  traffic  world, 
so  are  red  blood  cells  in  the  urine  a danger 
signal  in  the  practice  of  medicine.  The  gen- 
eral practitioner  is  the  first  to  be  consulted 
when  a patient  passes  blood  in  his  urine. 
He  comes  to  you  with  complete  trust  and 
seeks  your  advice.  If  you  betray  this  trust, 
by  advising  less  than  a complete  investi- 
gation to  determine  the  source  of  the  bleed- 
ing, you  are  violating  your  duty  as  a physi- 
cian. Although  this  patient  may  be  your 
best  friend,  and  you  are  anxious  to  save 
him  unecessary  inconvenience  or  expense, 
you  are  not  acting  as  a friend  by  neglecting 
this  symptom  at  its  first  appearance. 
Though  it  is  true  that  blood  occasionally 
appears  in  the  urine  without  demonstrable 
evidence  of  gross  pathology,  these  cases  are 
relatively  rare  compared  to  those  in  which 
pathology  is  demonstrable  and  in  which  cur- 
ative measures  can  be  instituted  early. 

The  patient  is  usually  the  first  one  to 
notice  blood  in  his  urine.  Education  of  the 
public  has  progressed  to  the  point  where 
most  patients  are  alarmed  at  this  occur- 
rence. In  a greater  number  of  cases  than 
was  true  in  the  past,  patients  are  anxious 
to  find  out  the  cause  of  the  bleeding  and, 
in  most  instances,  will  readily  accept  the 
advice  of  their  doctor  about  a thorough 
investigation.  On  the  other  hand,  too  many 
practitioners  still  administer  medication  by 
mouth  to  the  patient  with  hematuria.  When 
this  is  done,  the  responsibility  for  his  future 
welfare  is  on  your  doorstep.  It  would  seem 
to  me  that  none  of  us  can  afford  to  accept 
this  responsibility. 

Similarly,  if  red  blood  cells  are  found  in 
the  urine  in  the  course  of  a routine  exam- 
ination, prompt  and  complete  investigation 
is  imperative.  Unless  this  is  undertaken  at 
an  early  stage  we  are  rightly  to  be  con- 
demned and  criticized  by  the  public.  It  is 
surprising  how  many  patients,  while  follow- 
ing the  advice  of  their  doctor,  have  not  been 
investigated  for  hematuria  until  many 
weeks,  months,  or  even  years  have  passed. 
By  this  time  the  disease  responsible  for  the 
hematuria  frequently  has  progressed  beyond 
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the  stage  where  curative  measures  can  be 
applied  effectively.  With  the  patient’s  wel- 
fare and  even  his  life  at  stake,  we  are  not 
justified,  as  trusted  physicians,  in  being  a 
party  to  such  neglect. 

The  type  of  hematuria  may  give  some  clue 
as  to  the  site  of  the  pathology,  but  in  no 
way  should  one  be  misled  by  drawing  con- 
clusions from  this  alone.  Whether  the 
amount  of  blood  in  the  urine  is  great  or  small 
is  no  indication  of  the  seriousness  of  the  le- 
sion producing  the  bleeding.  In  general,  it 
may  be  considered  that  the  passage  of  blood 
in  the  urine  without  severe  pain  is  likely  to 
be  more  serious  than  when  pain  does  accom- 
pany hematuria ; but  even  this  sign  is  merely 
suggestive  — not  conclusive.  A patient  is 
likely  to  be  less  alarmed  when  passing  blood 
in  the  absence  of  pain;  yet  it  is  our  duty  to 
promptly  urge  a thorough  investigation.  If 
pain  is  present,  it  may  be  an  indication 
that  the  bleeding  is  occurring  in  one  kidney 
or  'the  other,  but  this  must  remain  as  a 
mere  suspicion  until  a definite  diagnosis  has 
been  made.  While  dark  red  blood  intimately 
mixed  with  urine  is  more  likely  to  be  present 
in  renal  bleeding,  this  is  not  true  in  all  in- 
stances. Bright  red  blood  is  more  likely  to 
originate  in  the  bladder  or  urethra,  but,  re- 
gardless of  its  origin,  one  does  not  dare  as- 
sume with  out  proper  investigation  that 
the  bleeding  is  not  serious. 

Prescribing  medication  for  uninvestigated 
hematuria  is  a violation  of  trust.  It  is  to  be 
hoped  that  no  physician  will  treat  hematuria 
with  medication  until  a thorough  investiga- 
tion has  been  undertaken.  Although  the 
bleeding  may  stop  with  medication  it  prob- 
ably would  have  stopped  anyway,  and  both 
the  patient  and  the  physician  are  lulled  into 
a false  sense  of  security.  As  a generaliza- 
tion it  can  be  stated  that  nothing  is  more 
costly  than  procrastination,  especially  in 
hematuria. 

When  a patient  presents  himself  at  the 
office,  stating  that  he  has  passed  blood  in 
his  urine,  a urinalysis  should  be  made.  It 
is  always  preferable  to  obtain  a freshly  void- 
ed specimen  of  urine  in  male  patients.  In  fe- 
male patients  only  catheterized  specimens 
are  reliable  since  contamination  with  vag- 
inal secretions  may  be  the  cause  of  red  blood 
cells  in  the  urine.  A microscopic  exam- 
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ination  of  the  urinary  sediment  will  deter- 
mine the  presence  or  absence  of  red  blood 
cells.  It  is  common  practice  to  have  male 
patients  void  in  at  least  two  glasses  since 
some  information  may  be  obtained  if  both 
glasses  of  urine  are  similar  in  appearance. 
The  presence  of  blood  in  both  glasses  is  sug- 
gestive of  renal  bleeding.  When  blood  is 
present  in  the  urine  at  the  beginning  of 
urination  only,  and  the  subsequent  urine 
is  clear,  it  suggests  that  the  origin  of  the 
bleeding  is  in  the  prostate  or  urethra.  If 


hematuria  is  present  only  at  the  completion 
of  voiding,  it  suggests  that  the  blood  orig- 
inates in  the  bladder.  If  pain  is  present 
with  hematuria,  the  location  of  the  pain  may 
suggest  the  area  of  bleeding.  However, 
none  of  these  signs  is  conclusive. 

In  a recent  study  of  1,500  cases  admitted 
to  the  genito-urinary  service  of  one  of  our 
New  York  hospitals,  13.6  percent  of  pa- 
tients complained  of  hematuria.  Of  this 
number,  over  50  percent  had  tumors  of  the 
genito-urinary  tract.  Of  this  group,  tumor 
of  the  kidney  was  more  common  than  tumor 
of  the  bladder.  Thus,  it  is  well  to  remember 
that  in  over  50  percent  of  cases  of  hematuria 
the  blood  originates  from  a tumor  of  the 
urinary  tract — usually  malignant.  It  there- 
fore becomes  obvious  that  delay  in  determin- 
ing the  source  of  the  blood  is  hazardous  to 
the  welfare  of  the  patient.  Next  in  frequen- 


cy as  the  cause  of  hematuria  in  these  cases 
was  urinary  calculi,  followed  by  tuberculosis 
and  inflammatory  disease.  In  both  sexes,  in- 
flammatory disease  and  stones  are  the  most 
frequent  causes  of  hematuria  in  the  first 
four  decades  of  life,  and  neoplastic  disease 
more  common  after  this  age. 

EXAMINATION 

Almost  every  recess  of  the  entire  genito- 
urinary tract  can  be  brought  under  close 
scrutiny  by  present-day  methods  of  exam- 
ination. Improvement  in  instruments,  lab- 
oratory technic  and  x-ray  has  practically 
eliminated  guesswork  from  the  field  of  urol- 
ogy. Very  rarely  is  it  necessary  to  do  an  ex- 
ploratory operation  since  most  of  our  in- 
vestigations can  be  completed  before  surgery 
is  undertaken.  Thus,  in  most  cases,  the 
cause  of  the  hematuria  can  be  accurately 
determined  by  proper  examination.  While 
it  is  true  that  considerable  experience  is 
helpful  in  evaluating  data  accumulated  from 
the  laboratory  findings  and  x-rays,  there 
are  rare  instances  when  this  combined  in- 
formation will  not  lead  to  a correct  diag- 
nosis. Plain  x-rays  and  excretory  urograms 
give  valuable  information  regarding  the 
urinary  tract,  but  most  cases  require  a com- 
plete cystoscopic  study  for  accurate  diag- 
nosis. With  these  available  methods  a thor- 
ough investigation  is  by  far  the  safest  pro- 
cedure and  results  in  fewer  errors. 

TUMORS 

Tumors  of  the  urinary  tract  are  recognized 
as  the  most  common  cause  of  hematuria, 
particularly  after  the  age  of  forty.  Most 
of  these  are  malignant.  The  first  symp- 
tom usually  noted  by  the  patient  is  blood 
in  the  urine ; this  usually  occurs  without  pain 
or  other  symptom.  These  tumors  may  orig- 
inate in  any  part  of  the  urinary  tract  al- 
though the  kidney  and  bladder  are  the  most 
common  sites  of  origin  for  neoplasms.  The 
seriousness  of  such  tumors  is  the  primary 
reason  for  urging  early  investigation  and 
diagnosis  in  all  cases  of  hematuria.  The 
hope  of  cure  is  in  almost  direct  relation 
to  the  promptness  of  investigation  and  diag- 
nosis. Recently,  urinary  sediments  have 
been  examined  by  the  Papanicolaou  method 
to  discover  desquamated  malignant  cells  in 
the  urine,  and  in  some  instances  this  has 
been  helpful  in  making  a diagnosis  of  tumor 
of  the  urinary  tract. 

URINARY  CALCULI 

The  second  most  common  cause  of  hema- 
turia is  calculi.  These  may  be  present  any- 
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where  from  the  tip  of  the  renal  calyx  to 
the  urinary  meatus.  The  bleeding  may  be 
profuse  or  microscopic  in  quantity  and  us- 
ually is  accompanied  by  pain-  which  may 
vary  from  a dull  ache  to  a severe  colic.  A 
larg-e  percentage  of  stones  cast  a shadow  on 
an  x-ray  film,  but  failure  to  visualize  a 
calculus  does  not  eliminate  it  as  the  cause 
of  the  hematuria  since  uric  acid  and  urate 
stones,  in  particular,  are  not  visualized  in 
plain  x-rays.  Occasionally,  small  pieces  of 
'‘gravel”  may  pass  from  the  kidney  to  the 
bladder  and  produce  hematuria,  usually  with 
severe  pain,  and  by  the  time  a thorough 
examination  is  made  the  stones  have  been 
voided.  Even  though  such  investigation  may 
fail  to  reveal  the  calculus  which  produced 
the  bleeding,  evidence  may  be  obtained 
whereby  a recurrence  can  be  avoided  and, 
thus,  makes  the  investigation  well  worth- 
while. 

TUBERCULOSIS 

Renal  tuberculosis  may  cause  hematuria. 
This  may  be  intermittent  and  small  in  quan- 
tity, usually  accompanied  by  some  pus  cells, 
and  often  without  severe  pain.  Usually  the 
first  symptom  of  tuberculosis  is  referable 
to  the  bladder  and  noted  by  frequency  of 
urination  with  no  definte  symptoms  refer- 
able to  the  kidney.  Again,  the  finding  of 
red  blood  cells  in  the  urine  warrants  a thor- 
ough study  for  a correct  diagnosis. 

PYOGENIC  INFECTIONS 

Renal  infection  from  any  of  the  pyogenic 
organisms  may  be  the  source  of  blood  in  the 
urine.  The  bleeding  is  usually  a result  of 
congestion  and  inflammation  from  the  in- 
fection resulting  in  sufficient  ulceration  to 
produce  bleeding.  Again,  symptoms  usually 
are  referable  to  the  bladder  since  the  large 
majority  of  renal  infections  produce  little 
or  no  pain  in  the  kidneys.  Cystitis — so- 
called  “cold  in  the  bladder” — in  most  cases 
is  caused  by  a kidney  infection,  and  the  sec- 
ondary involvement  of  the  bladder  with  in- 
flammation produces  urinary  symptoms,  of- 
ten accompanied  by  blood.  These  urinary  in- 
fections often  are  secondary  to  a focus  of 
infection  elsewhere  in  the  body  and,  after 
a thorough  urological  investigation,  one 
should  seek  and  eliminate  other  foci  of  in- 
fection to  prevent  a recurrence. 

Another  group  of  cases  which  may  be  in- 
cluded under  this  general  heading  are  those 
various  foiTns  of  nephritis  in  which  a few 
red  blood  cells  are  found  in  the  urine,  fre- 
quently accompanied  by  some  pus  cells  and 


albumin.  Proper  investigation  of  these 
should  include  an  Addis  cell  count  and  a test 
to  evaluate  the  ability  of  the  kidneys  to 
concentrate  urine,  in  addition  to  the  other 
examinations. 

Unfortunately,  too  many  cases  of  hemat- 
uria are  diagnosed  as  “nephritis”  by  the  fam- 
ily physician.  Actually,  in  a group  of  2,446 
patients  with  hematuria,  less  than  2 percent 
were  finally  determined  to  be  the  result  of 
nephritis  and  only  0.5  percent  of  those  pre- 
sented gross  hematuria.  Therefore,  even 
with  red  blood  cells  present  in  the  urine,  a 
diagnosis  of  nephritis  should  not  be  made 
without  a thorough  urological  investigation. 

OTHER  CAUSES  OF  HEMATURIA 

Among  the  multitude  of  causes  for  red 
blood  cells  in  the  urine  which  may  be  briefly 
mentioned  are  general  disease,  such  as  scur- 
vy, purpura,  bacterial  endocarditis,  leukemia, 
trauma,  appendicitis  and  other  extra-urinary 
causes.  Certain  poisons  may  produce  hem- 
aturia, as  may  drugs  such  as  the  sulfona- 
mides, urotropin,  salol,  sodium  salicylate, 
phenol,  turpentine  and,  occasionally,  even 
aspirin.  A common  cause  of  hematuria  in 
infants  is  a congenitally  stenosed  urethral 
meatus.  A simple  meatotomy  will  usually 
cure  this  condition. 

PROSTATE 

It  is  not  uncommon  for  blood  in  the  urine 
to  have  its  origin  from  a large,  engorged 
prostate.  In  some  instances  this  is  sec- 
ondary to  an  infection,  but  it  may  occur  from 
the  rupture  of  a small  blood  vessel  due  to 
straining  and  difficulty  in  urinating.  It  is 
less  common  for  cancer  of  the  prostate  to 
cause  bleeding  than  a benign  hyperplasia. 

ESSENTIAL  HEMATURIA 

The  term  essential,  or  idiopathic,  hemat- 
uria was  a common  diagnosis  before  our 
methods  of  investigation  and  knowledge  of 
pathology  of  the  urinary  tract  advanced  to 
their  present  stage.  While  an  occasional 
patient  will  have  bleeding  from  his  kidney 
without  any  demonstrable  pathology,  this  is 
extremely  rare,  and  only  after  repeated  neg- 
ative examinations  should  it  be  called  es- 
sential hematuria.  Although  such  instances 
are  rare  even  at  present,  urologists  are  of 
the  opinion  that  they  will  be  less  common  as 
our  knowledge  continues  to  increase. 

COMMENTS 

To  summarize,  I would  like  to  again  stress 
the  fact  that  red  blood  cells  in  the  urine,  re- 
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gardless  of  the  quantity,  are  a danger  signal 
which  demands  a thorough  investigation. 
Your  patient  seeks  your  advice ; and  for  you 
to  procrastinate  and  wait  to  see  what  hap- 
pens may  seriously  affect  his  future  wel- 
fare. While  the  hematuria  may  have  been 
produced  by  some  medication,  or  by  a mild 
infection  which  may  clear  up  by  itself,  we, 
as  physicians,  are  not  justified  in  making  a 
diagnosis  without  all  the  facts  at  hand. 
Since  this  information  is  attainable,  we 
should  not  deny  our  patients  the  benefit  of 
proper  investigation. 

I have  attempted  to  show  that  tumors  of 
the  genito-urinary  tract — usually  malignant 
— are  the  most  common  cause  of  red  blood 
cells  in  the  urine.  Certainly,  none  of  us 
would  deny  our  patients  the  benefit  of 
prompt,  early  treatment  of  these  conditions. 
Next  in  frequency  come  stones,  tuberculosis, 
and  infection.  Prompt  correction  of  these 
conditions  may  not  only  prolong  your  pa- 


tient's life  but  enable  him  to  live  with  great- 
er comfort. 

There  is  no  specific  treatment  for  blood 
in  the  urine.  There  is  no  medication,  given 
orally  or  by  any  other  method,  which  will 
in  any  way  affect  hematuria.  Treatment 
should  be  directed  toward  the  underlying 
pathological  condition  responsible  for  the 
bleeding  in  each  case. 

The  old  adage  “strike  while  the  iron  is 
hot,”  if  followed,  can  save  many  lives.  Pro- 
crastination often  spells  defeat.  The  best 
time  for  investigation  is  during  the  period 
of  active  bleeding*  since  the  source  of  the 
bleeding  may  be  more  readily  detected  at 
that  time.  Furthermore,  the  patient  is  in 
a more  receptive  mood  for  treatment  when 
he  is  passing  blood  in  the  urine.  By  intel- 
ligent cooperation,  the  medical  profession 
can  exert  a tremendous  influence  for  the 
reduction  of  death  from  cancer,  stones,  and 
other  serious  ailments  of  the  urinary  tract. 


❖ ❖ ❖ 


STREPTOMYCIN  AIDS  TREATMENT  OF 
PULMONARY  TUBERCULOSIS 

Streptomycin,  used  as  an  aid  to  treatment  of 
selected  patients  with  pulmonary  tuberculosis,  is 
more  effective  against  the  disease  than  any  other 
type  of  medicament,  say  three  Chicago  physicians. 

Writing  in  the  November  13  issue  of  The  Journal 
of  the  American  Medical  Association,  the  physi- 
cians— Edwin  R.  Levine,  William  S.  Klein,  and 
Abel  Froman,  of  the  Chest  Service  of  Michael 
Reese  Hospital  and  Winfield  Hospital — explain  that 
although  streptomycin  has  only  a temporary  effect 
upon  the  course  of  the  advanced  disease,  it  makes 
possible  the  use  of  other  therapy. 

Certain  aspects  of  the  lesions  of  pulmonary  tuber- 
culosis and  certain  characteristics  of  streptomycin 
govern  the  selection  of  patients. 

Streptomycin  reaches  the  diseased  organs  through 
the  blood  stream,  and  the  more  inflammatory  le- 
sions, which  are  well  supplied  with  blood,  have  a 
chance  to  receive  an  adequate  amount  of  the  drug. 
The  temporary  result  is  the  absence  of  fever  and 
toxic  symptoms.  Established  cavities,  however, 
have  little  supply  of  circulating  blood,  and  the 
tubercle  bacilli  within  them  seem  to  be  little  af- 
fected by  the  blood-bome  medication. 

The  drug  apparently  loses  its  effectiveness 
against  the  disease  after  about  two  to  three  months 
of  treatment  because  the  bacilli  develop  resistance 
or  because  resistant  strains  of  bacilli  develop.  It 
is  generally  considered  that  the  peak  of  effective- 


ness of  streptomycin  therapy  is  reached  in  60  days, 
and  that  little  of  any  effect  remains  after  120 
days.  It  has  been  known  for  many  years  that  pul- 
monary tuberculosis  does  not  heal  in  such  a short 
period  and  that  treatment  must  be  continued  for 
many  months  or  years  to  produce  an  adequate 
result. 

All  of  these  factors  added  together  seem  to 
recommend  the  use  of  streptomycin  in  pulmonary 
tuberculosis  for  early  cases  without  'many  estab- 
lished cavities  and  for  cases  of  the  acute  form,  the 
physicians  believe. 

Patients  with  acute  pulmonary  tuberculosis  can 
not  be  treated  by  surgery  or  collapse  therapy 
until  the  disease  has  been  allowed  to  ‘‘cool  off” 
during  a period  of  bed  rest,  the  physicians  say. 
In  a “respectable”  percentage  of  cases  this  process 
never  occurs,  or  occurs  only  after  the  lung  has 
been  so  seriously  damaged  that  treatment  is  not 
possible. 

Streptomycin,  however,  causes  just  the  change  in 
active  tuberculosis  that  is  required  to  insure  safe 
and  successful  collapse  therapy. 

The  physicians  used  streptomycin  as  an  aid  to 
treating  19  patients  with  far  advanced  tuberculosis 
of  both  lungs  too  acute  or  too  ex'tensive  for  routine 
collapse  or  surgical  measures.  The  drug  enabled 
the  physicians  to  treat  17  of  the  group  successfully 
with  collapse  therapy  or  surgery.  One  patient  de- 
veloped a lesion  after  treatment  and  another  died. 

No  serious  complications  from  the  drug  were 
noted. 


Some  Common  Dermatoses:  Their  Diagnosis 

and  Treatment* 


STURE  A.  M.  JOHNSON,  M.D. 
Department  of  Dermatology  and  Syphilology,  University 
of  Wisconsin  Medical  School 
Madison,  Wisconsin 


There  are  several  skin  conditions  which 
may  be  considered  common.  The  treatment 
for  each  may  be  prolonged,  simple  or  even 
empirical.  Only  a few  of  the  common  con- 
ditions have  been  selected  for  clinical  and 
therapeutic  discussion.  In  most  instances 
various  forms  of  therapy  are  given  for  the 
same  disease  so  that  one  does  not  have  to 
rely  upon  a single  procedure. 

Acne  Vulgaris  usually  occurs  during  early 
adolescence  and  often  is  a source  of  humil- 
iation to  the  sufferer.  Endocrine  distur- 
bances, foci  of  infection,  faulty  diet,  poor 
hygiene,  bacteria  and  drugs  may  individually 
or  together  be  the  cause.  The  diagnosis  is 
readily  made  at  a glance  by  the  oily  skin, 
the  comedones,  the  cysts,  the  pustules,  the 
scars,  and  the  pits  as  well  as  the  oily  hair. 

Topical  therapy  is  helpful  and  if  used 
faithfully  clears  most  cases  in  two  to  three 
months.  Treatment  which  gives  erythema, 
dryness,  and  exfoliation  is  the  type  most 
often  employed.  No  doubt  most  dermatol- 
ogists have  their  own  favorite  prescriptions 
and  routine  for  the  treatment  of  acne.  That 
used  by  me  is  as  follows: 

1 . The  patient  must  wash  the  face  thoroughly 
with  soap  at  least  three  times  a day.  The  soap  suds 
is  literally  rubbed  into  the  skin  with  the  finger  tips 
and  not  with  a wash  cloth  or  a face  brush.  In 
some  cases  with  marked  comedone  formation,  Lava 
soap  has  proven  beneficial. 

2.  Many  authors  advocate  the  elimination  of 
fats  like  cream,  cheese,  lard,  bacon,  nuts,  cod  liver 
oil,  gravy  and  certain  fishes.  I have  found  this 
strict  diet  usually  unnecessary  and  eliminate  only 
chocolate,  cocoa  and  soft  drinks  containing  them. 
Deep  sea  foods  having  a high  iodine  content  are 
curtailed.  In  some  instances  iodized  salt  must  be 
limited  to  cooking  and  not  used  as  a table  salt  as 
well. 

3.  Any  medication  containing  iodides  (treat- 
ment of  asthma)  or  bromides  (treatment  for  epi- 
lepsy) is  withdrawn. 

4.  Hobbies  and  activities  where  oils  and  greases 
may  get  rubbed  into  the  skin  are  curtailed.  The 
boy  with  a jalopy  or  machine  shop  may  aggravate 
an  already  existing  acne  by  the  aforementioned 
greases. 

5.  Systemic  therapy  consisting  of  sufficient 
sleep,  outdoor  exercises,  elimination  of  constipation 
and  administration  of  iron  or  liver  for  the  anemic 
is  advised  in  all  instances. 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 
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6.  The  administration  of  glandular  extracts  or 
hormones  except  for  thyroid  in  some  resistant  cases 
where  there  is  a low  or  normal  basal  metabolic  rate 
is  not  practiced  by  me. 

7.  Opening  the  cysts  and  expressing  the  come- 
dones by  the  doctor  or  the  nurse  helps  clear  all 
cases.  The  patient  must  be  instructed  not  to  do 
this  himself. 

8.  Sunshine  and/or  ultraviolet  light  at  least 
once  a week  is  very  beneficial  in  all  types  of  acne. 
This  is  particularly  true  in  the  pustular  and  cystic 
varieties. 

9.  Vaccine  therapy  when  used  is  autogenous 
rather  than  stock. 

10.  Of  the  vitamins  only  vitamin  A 100,000  to 
150,000  units  daily  has  been  used  by  me  in  a few 
selected  cases. 

11.  Roentgen  therapy  is  used  with  the  topical 
therapy  in  people  with  acne  over  sixteen  years  of 
age.  At  this  age  a high  percentage  of  cures  can 
be  obtained  with  eight  exposures  of  % E.  D.  at 
weekly  or  biweekly  intervals.  At  the  end  of  this 
time  if  the  skin  is  still  oily  and  topical  therapy  has 
been  used  faithfully  an  additional  4 exposures  may 
be  given.  X-ray  therapy  may  be  dangerous  and 
should  be  given  by  those  trained  in  its  administra- 
tion. 

12.  Scalp  therapy  consisting  of  shampooing  the 
scalp  at  least  once  a week  is  necessary.  Ultra- 
violet to  the  scalp  is  helpful.  The  following  pre- 
scriptions for  the  scalp  are  used: 


Rx.  1.  Oil  cade  9.0 

Sulfonated  oil  q.s.a.  180.0 

Sig.  Rub  into  scalp,  leave  for  fifteen  minutes  then 
wash  out. 

or 

Rx.  2.  Liquor  carbonis  detergens  9.0 

Tr.  green  soap  q.s.a.  180.0 

Sig.  Shampoo. 


Where  there  is  excessive  oiliness  or  seborrhea 
the  following  is  used  between  shampoos: 


Rx.  1.  Resorcin  6.0 

Salicylic  acid  0.6 

Castor  oil  0.2 

Alcohol  ethyl  (70%)  q.s.a.  120.0 

Sig.  Rub  into  the  scalp  daily. 

Note:  This  should  not  be  used  on  blond  hair. 

or 

Rx.  2.  Salicylic  acid  1.2 

Ammoniated  mercury  3.0 

Triethenolamine  10.0 

Petrolatum  (or  oil)  q.s.a 60.0 


Sig.  Rub  into  scaly  areas  of  the  scalp  and  shampoo 
24  hours  later. 

Topical  therapy  for  acne  may  consist  of  any 


of  the  following  prescriptions: 

Rx.  1.  Sulfur  5-10% 

Koalin  5-10% 

Ung.  zinc  oxide  q.s.a.  120.0 

Sig.  Apply  to  face  at  night  after  thoroughly  wash- 
ing it. 

Rx.  2.  Salicylic  acid  0.6 

Resorcin  6.0 

Alcohol  ethyl  (70%)  q.s.a.  120.0 


Sig.  Apply  to  face  once  or  twice  during  the  day. 

Note:  If  the  use  of  the  above  two  prescriptions 

dries  the  face  too  much  use  only  the  night  therapy 
until  the  dryness  subsides. 

Rx.  3.  Lotio  alba  applied  once  or  twice  a day  is  good 
but  be  certain  that  this  is  fresh  by  prescribing 
small  quantities  at  a time. 
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Rx.  Vleminckx’s  solution  15.0  cc.  to  500.0  cc.  of  warm 
water  used  as  a wet  compress  morning  and 
night  helps  many  stubborn  cases. 

Dermatitis  Venenata  or  contact  dermatitis 
is  extremely  common  and  due  to  variety  of 
substances.  It  usually  is  characterized  by 
vesiculation,  erythema,  edema,  oozing,  pru- 
ritis  and  crusting.  Often  linear  vesicles  will 
be  seen  where  a twig  has  scratched  the  skin 
and  lichenification  may  be  seen  in  chronic 
cases.  A history  of  repeated  attacks  of  a 
dermatitis  with  intervals  of  freedom  from 
the  eruption  is  helpful  unless  the  causative 
agent  is  more  or  less  continuous.  The  lo- 
cation of  the  eruption  usually  always  furn- 
ishes a clue  as  to  the  etiology  of  the  derma- 
titis. 

Scalp:  Hair  dye,  hair  tonic,  wave  set, 

shampoo,  hair  pins,  or  combs  may  cause  a 
dermatitis  here. 

Neck:  About  the  neck  one  must  consider 
substances  used  in  the  hair,  nail  polish,  per- 
fumes, jewelry,  and  fur  dyes. 

Forehead.  Causal  agents  may  be  leather 
of  a hat  band,  or  the  hide  of  a cow  when 
the  milker  rests  the  head  on  flank  while 
milking. 

Ears:  The  frames  of  glasses,  perfumes, 

ear  rings  or  hearing  aids  may  cause  derma- 
titis in  this  area. 

Eyelids:  The  eyelids  may  be  irritated  by 
nail  polish,  hair  dyes,  eyelash  dyes  and  medi- 
caments used  on  the  eye. 

Face:  The  face  is  involved  by  pollens, 

cosmetics,  kleenex,  soaps,  and  hair  prep- 
arations. 

Lips:  In  cases  of  dermatitis  of  the  lips 

one  must  consider  lipstick,  toothpaste  and 
essential  oils  as  a cause. 

Mouth:  Stomatitis  of  a contact  nature 

may  be  due  to  mouthwashes,  toothpastes, 
dentures,  and  trochees. 

Axillae:  Contact  dermatitis  of  the  axillae 
may  be  due  to  dress  shields,  deodorants, 
and  dyes  from  clothing. 

Trunk:  An  eruption  here  may  be  due  to 

unwashed  new  clothing,  nail  polish,  the 
elastic  of  a bra  or  a girdle. 

Wrists:  Dermatitis  from  plastic,  leather 

or  metal  bands  may  appear  in  this  area. 

Hands:  There  are  many  things  which 

may  cause  dermatitis  of  the  hands.  To  men- 
tion a few  we  have  soaps,  rubber  gloves. 


and  antiseptics  irritating  the  surgeon ; amal- 
gam and  local  anesthetics  the  dentist;  bak- 
ing powder  and  flavors  like  vanilla  the  bak- 
er, and  soaps,  furniture  polish,  plants  and 
hand  lotions  the  housewife. 

Thighs : Matches  or  cigarette  lighters 

carried  in  the  pocket  or  nickel  garters  may 
cause  a contact  dermatitis  of  the  thighs. 

Legs : Dyes,  fabrics  and  garters  can 

cause  irritation. 

Feet  and  Ankles : Shoe  dyes,  leather, 

stockings,  and  medications  used  on  the  foot 
may  cause  dermatitis. 

Genitalia:  Contraceptive  chemicals,  rub- 

ber condomes,  douche  preparations,  sani- 
tary pads,  and  kleenex  may  cause  a derma- 
titis in  this  region. 

Buttocks : Irritation  here  may  occur  from 
suppositories,  medications  like  nupercaine, 
soap,  toilet  seat  or  toilet  tissue. 

This  list  is  only  a partial  one  but  it  should 
give  the  physician  a concept  how  important 
topography  is  in  reaching  the  etiology  of  a 
contact  dermatitis.  Patch  testing  to  the 
suspected  substance  will  give  the  exact 
etiology. 

Treatment  of  a contact  dermatitis  is  as 
follows : 

1.  Soak  or  compress  the  affected  parts  in  towels 
moistened  with  either  Burow’s  solution  1 to  30, 
silver  nitrate  1-1000,  potassium  permanganate 
1-3000,  or  epsom  salts  a tablespoonful  to  a quart  of 
water  for  15  to  30  minutes  4 to  5 times  daily. 

Note:  As  a rule  oils,  ointments,  and  salves  are 

contraindicated  particularly  if  there  is  oozing  or 
moisture. 

2.  When  the  hands  are  affected  protect  them 
from  soapy  water,  furniture  polish,  or  other  irri- 
tants by  wearing  pallbearer  or  white  cotton  gloves 
under  rubber  gloves.  Protective  creams  instead 
of  gloves  may  be  sufficient  in  some  patients  with 
mild  involvement  of  the  hand. 

3.  Any  of  the  following  local  therapy  is  helpful: 


Rx.  1.  Liquor  carbonis  detergens  1-5% 

Calamine  lotion  q.s.a. 

Sig.  Apply  frequently  between  wet  compresses  or 
soaks. 

Rx.  2.  Liquor  carbonis  detergens  1-5% 

Amylum  10-20% 

Zinc  oxide  10-20% 

Glycerin  10% 

Aqua  rosa  q.s.a. 

Sig.  Apply  to  affected  parts  frequently  daily. 

Rx.  3.  Burow’s  solution  10.0 

Lanolin  20.0 

Unguentum  zinc  oxide  q.s.a.  60.0 


Sig.  Apply  when  wet  compresses  are  removed. 

4.  Desensitization  to  pollens,  weeds,  foods,  and 
such  will  be  necessary  in  some  people. 

Dermatophytosis  (athlete’s  foot,  tinea 
pedis,  ringworm)  is  the  most  common  derm- 
atological condition  seen  on  the  feet.  It 
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must  be  differentiated  from  a dermatitis 
due  to  shoes,  socks,  or  medications  for 
dyshidrosis  (unusual  sweating  of  the  feet), 
secondary  syphilis,  psoriasis,  and  pustular 
bacterids. 

A positive  diagnosis  of  dermatophytosis 
can  be  made  by  examining  under  the  micro- 
scope the  top  of  a vesicle  or  a thick  scale 
after  maceration  with  15%  sodium  or  po- 
tassium hydroxide.  The  mycelium  of  the 
ringworm  will  be  seen  easier  if  the  field  is 
not  too  light.  Culture  of  similar  material 
on  Sabouraud’s  media  at  room  temperature 
for  ten  days  will  also  assist  in  making  a 
positive  diagnosis.  A trained  bacteriologist 
or  mycologist  may  be  necessary  to  identify 
the  organism. 

Ringworm  of  the  feet  may  be  divided  into 
an  acute  and  a chronic  variety.  The  acute 
type  may  be  dormant  for  months  to  weeks 
when  suddenly  vesicles  or  fissures  will  ap- 
pear between  the  toes  or  on  the  foot.  This 
may  follow  playing  golf,  tennis,  hunting, 
or  wearing  rubber-soled  shoes  or  footwear 
too  heavy  for  the  weather.  Associated  with 
the  eruption  on  the  feet  may  be  small  ves- 
icles on  the  sides  of  the  fingers  (derma- 
tophytids)  which  represent  an  allergic  re- 
sponse to  the  ringworm  on  the  feet.  The 
pedal  vesicles  may  enlarge,  become  more 
numerous,  and  eventually  pustular.  The 
feet  may  become  swollen  and  sore.  Later 
crusting  and  loss  of  epithelium  will  occur. 
The  patient  may  during  the  acute  phase 
have  a systemic  reaction  characterized  by 
fever,  malaise,  adenopathy,  and  a general- 
ized dermatitis. 

Feet  with  the  chronic  type  of  ringworm 
are  dull  red,  scaly,  and  slightly  thickened 
or  indurated.  It  is  usually  limited  to  the 
plantar  surfaces  and  seldom  causes  pain 
and  swelling  of  the  feet.  Often  the  nails  are 
involved  at  the  same  time.  The  absence  of 
vesicles  in  the  infected  area  is  a persistent 
feature.  Many  of  the  patients  suffering 
from  the  chronic  variety  seek  medical  at- 
tention because  of  the  cosmetic  appearance. 

Therapy  for  the  acute  type  of  ringworm 
is  as  follows: 

1.  Rest  and  elevate  the  feet  if  edema  is  present. 

2.  Compress  or  soak  the  feet  for  % to  one  hour 
4 to  6 times  daily  with  either  Burow’s  solution 
diluted  1-30,  potassium  permanganate  1-3000,  silver 
nitrate  1-1000  or  magnesium  sulfate  one  tablespoon- 
ful to  a quart  of  water. 

3.  Between  wet  compresses,  calamine  lotion  or 
talcum  is  applied.  This  is  not  removed  when  the 
soaks  are  used  again. 


4.  Since  often  a generalized  eruption  may  be 
present  or  may  occur  soon  after  therapy  is  started 
tepid  potassium  permanganate  baths  1-10,000  are 
given  once  daily. 

5.  Removing  the  top  of  the  largest  bullous  le- 
sions will  help  give  relief.  The  patient  follows  the 
above  treatment  until  the  acute  phase  has  subsided. 
This  may  take  two  to  three  weeks. 

For  either  the  quiescent-acute,  or  the  chronic 
variety  of  ringworm  the  following  is  indicated: 

1.  The  stockings  must  be  changed  and  boiled 
daily.  The  shoes  should  be  leather  soled  and  have 
rubber  heels.  In  the  summer  time  light  shoes  with 
perforated  toes  are  indicated. 

2.  Allowing  the  shoes  to  remain  for  24  hours 
in  an  air  tight  container  where  formaldehyde  fumes 
are  present  and  then  allowing  the  shoes  to  air  for 
one  to  two  days  will  help  prevent  reinfection. 

3.  Topically  any  of  the  following  prescriptions 
used  at  night  will  help  most  cases. 


Rx.  1.  Sulfur  5-10% 

Salicylic  acid  1-3% 

Water  soluble  base  q.s.a. 

Rx.  2.  Benzoic  acid  3-10% 

Salicylic  acid  2-5% 

Water  soluble  base  q.s.a. 

Rx.  3.  Undecylenic  acid  5% 

Zinc  undecylenate  20% 

Water  soluble  base  q.s.a. 


Note:  Prescription  No.  3 may  be  alternated 

each  week  with  either  No.  1 or  No.  2. 

4.  A dusting  powder  for  the  feet  and  shoes  helps 
many. 

A prescription  for  such  a powder  is  as  follows: 


Rx.  1.  Thymol  iodide  1-2% 

Boric  acid  5% 

Zinc  peroxide  25% 

Starch  25% 

Talcum  q.s.a. 


5.  Where  there  have  been  recurrent  or  per- 
sistant attacks  of  allergic  reactions  on  the  hands, 
body,  or  legs  to  ringworm,  an  intradermal  Trichoph- 
ytin  test  is  indicated.  If  the  reaction  is  strongly 
positive,  desensitization  with  Trichophytin  extract 
starting  at  dilutions  of  even  1-1,000,000  is  indicated. 
This  desensitization  may  take  18  to  24  months  to 
complete.  Flares  may  occur  if  desensitization  dos- 
age is  stepped  up  too  rapidly. 

Ringworm  may  occur  elsewhere  on  the  body.  If 
the  scalp  is  involved  search  under  the  Wood’s  light 
for  fluorescent  hairs  in  addition  to  the  hydroxide 
and  culture  examination  is  indicated.  In  the  treat- 
ment of  tinea  capitis  of  the  pustular  type  with 
carbuncle-like  lesions  from  which  pus  exudes  and 
in  which  cats,  dogs,  or  other  domestic  animals  are 
vectors;  the  wet  compress  and  topical  therapy  rec- 
ommended for  tinea  of  the  feet  is  indicated.  Man- 
ual epilation  of  the  hair  in  infected  spots  will 
hasten  cure. 

In  the  epidemic  tinea  capitis  which  usually  shows 
non-inflammatory  patches  of  loss  of  hair,  x-ray 
epilation  in  the  hands  of  an  experienced  operator 
is  the  best  and  surest  method  of  therapy.  The 
x-ray  treatment  must  be  followed  by  topical  therapy. 

For  ringworm  of  the  body  or  the  genitalia  either 
of  the  following  prescriptions  are  often  prescribed. 

Rx.  1.  Tincture  of  iodine  USP 
Alcohol  (ethyl)  aa  q.s.a. 

Sig.  Apply  once  daily  for  five  days  then  follow  with 


calamine  lotion. 

Rx.  2.  Resorcin  5% 

Calamine  lotion  q.s.a. 

Sig.  Apply  twice  daily. 

Rx.  3.  Sulfur  5-10% 

Salicylic  acid  1-3% 


Water  soluble  base  q.s.a. 
Sig.  Apply  twice  daily. 
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Ringworm  Eruptions  of  the  Hand.  Con- 
trary to  the  general  opinion  this  is  rare. 
In  a recent  survey  where  hydroxide  and  cul- 
ture examinations  were  made  on  all  patients 
complaining  of  eruptions  of  the  hands  only 
one  in  four  thousand  was  found  to  actually 
have  ringworm. 

Allergic  response  to  ringworm,  however, 
is  so  common  on  the  hands  that  every  pa- 
tient complaining  of  a hand  eruption  should 
be  examined  for  the  presence  of  ringworm 
on  the  feet.  If  present,  the  feet  should  be 
treated  vigorously.  This  alone  may  cure 
many  stubborn  hand  infections.  In  all  stub- 
born hand  cases,  I do  a Trichophytin  test  as 
well  as  an  Oidiomycin  test  to  see  if  the 
patient  has  an  allergic  response  to  ringworm 
or  yeast.  If  the  reaction  is  negative,  ring- 
worm can  usually  be  eliminated  as  the  cause 
of  the  manual  eruption.  A positive  reaction 
may  mean  present  or  past  experience  and 
further  search  for  a focus  should  be  made. 

Psoriasis  is  a relatively  common,  stubborn 
dermatosis  with  bright  red  to  copper-colored 
raised  lesions  with  adherent  dry  micaceous 
scales.  Though  it  may  occur  anywhere  on 
the  body,  it  usually  is  seen  on  the  scalp  and 
on  the  extensor  surfaces  of  the  extremities, 
particularly  on  the  elbows  and  knees.  Pso- 
riasis when  it  affects  the  nails  manifests 
itself  as  stippling,  subungual  hyperkeratosis, 
elevation  of  the  nail  and  shedding  of  the  nail. 
On  the  palms  and  soles  psoriasis  may  be  red, 
dry,  slightly  scaly,  or  hyperkeratotic  with 
deep  fissures.  At  times  vesicles  and  pus- 
tules may  be  seen.  The  glans  penis  is  often 
invaded.  Arthopathia  when  it  occurs  with 
psoriasis  is  of  a deforming  type.  The  course 
of  psoriasis  is  variable.  Many  individuals 
seem  to  be  better  in  the  summer,  while  on 
reducing  diets  where  fats  are  eliminated,  or 
after  a febrile  disease.  Often  psoriasis  will 
occur  in  more  than  one  member  of  a family. 
Therapy  in  psoriasis  consists  of  internal  and 
external  medication  and  is  as  follows: 

ACUTE  PSORIASIS 

1.  This  phase  of  the  condition  is  better  treated 
with  baths  made  of  either  liquor  carbonis  detergens 
30.0  cc.,  Nivea  lotion  30.0  cc.,  starch  % pound,  or 
oatmeal  % pound  to  a tub  of  lukewarm  water. 

2.  The  baths  are  followed  by  mild  emollients 
like  1%  salicylic  acid  in  vaseline,  calamine  liniment, 
or  3%  vioform  in  petrolatum. 

FOR  THE  SUBACUTE  AND  THE 
CHRONIC  CASES 

1.  Arsenic  in  the  form  of  asiatic  pills  gr.  1/16 
three  times  a day  or  Fowler’s  solution  8 to  12  drops 
three  times  a day  is  often  used.  Toxicity  to  arsenic 
in  the  way  of  colic  and  diarrhea  may  occur  at  the 


time  arsenic  is  given  and  pigmentation  and  kera- 
tosis may  occur  long  after  arsenic  is  given.  For 
this  reason  the  amount  of  inorganic  arsenic  given 
to  any  individual  should  be  limited. 

2.  Sarspar  tablets,  salicin,  lecithin  containing 
compounds,  and  vitamin  D have  all  been  used. 

3.  Autohemotherapy  using  10.0  to  15.0  cc.  of  the 
patient’s  own  blood  once  a week  helps  some  cases. 

4.  Paint  the  lesions  with  liquor  carbonis  deter- 
gens and  follow  this  with  erythema  doses  of  ultra- 
violet light  every  two  days.  This  form  of  tar  ther- 
apy is  useful  for  the  ambulatory  patient. 

5.  Apply  2-10%  crude  coal  tar  in  vaseline  to 
all  affected  areas,  leave  on  24  hours,  remove  excess 
tar  with  oil,  and  expose  psoriatic  areas  to  ultra- 
violet light.  This  should  be  done  daily  and  prefer- 
ably in  a hospital  since  the  tar  stains  so  badly. 


6.  Rx.  1.  Ammoniated  mercury  5-10% 

Salicylic  acid 1-3% 

Petrolatum  q.s.a. 

Sig.  Apply  to  scalp  and  other  areas  of  psoriasis 
once  a day. 

Rx.  2.  Salicylic  acid  1-3% 

Anthralin  ointment  q.s.a. 

Sig.  Apply  daily  to  all  lesions. 


Note:  One  starts  with  %%  anthralin  ointment 

and  gradually  builds  up  to  1%. 


Rx.  3.  Salicylic  acid  10% 

Chrysarobin  20% 

Birch  tar  20% 

Soft  soap  25% 


Petrolatum  q.s.a. 

Sig.  Apply  locally. 

Note:  This  ointment  is  powerful  and  must  be 

kept  away  from  the  eyes.  It  usually  is  used  to 
clean  up  the  final  few  stubborn  patches  of  psoriasis. 

7.  X-ray  1/6  E.D.  is  helpful  in  almost  all  cases. 
It  should  be  used  as  a stop  gap  until  effective  ther- 
apy is  found.  X-ray  is  useful  in  treatment  of 
psoriasis  of  the  nails. 

Herpes  Simplex  (cold  sores,  fever  blisters) 
is  an  acute  infection  due  to  a filtrable  virus. 
It  is  characterized  by  grouped  minute  ves- 
icles on  a normal  or  reddened  edematous 
base.  Often  these  people  will  have  itching 
or  burning  a few  days  before  the  lesions 
appear.  These  symptoms  may  last  until  the 
eruptions  has  disappeared  which  may  take 
about  ten  days.  The  vesicles  contain  clear 
fluid  at  first  which  later  becomes  cloudy. 
The  vesicles  may  rupture  leaving  denuded 
surfaces  which  become  infected  and  look 
very  much  like  impetigo.  Regional  adenop- 
athy is  often  present.  The  lesions  of  herpes 
simplex  may  occur  anywhere  on  the  body 
or  upon  any  mucous  surface.  Recurrent 
attacks  in  the  same  place  are  commonplace 
with  some  sufferers.  The  exact  mechanism 
which  causes  herpes  simplex  is  not  known. 
Many  people  who  have  recurrent  attacks 
have  associated  the  attacks  with  either  up- 
per respiratory  infections,  fever,  sunburn, 
menses,  sexual  intercourse,  infection,  or  cer- 
tain foods  and  drugs. 

It  must  be  differentiated  from  herpes 
zoster,  impetigo  vulgaris,  eczema,  and  derm- 
atitis herpetiformis. 
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Therapy  consists  of  any  of  the  following: 

1.  Adrenalin  chloride  solution  1-1000  or  3%  tan- 
nic acid  solution  applied  to  the  new  lesions  three  to 
four  times  a day. 

2.  Canipho-phenique  is  helpful  in  some  cases. 

3.  Calamine  lotion  with  14  % phenol  will  diy  the 
lesions. 

4.  When  swelling  and  itching  or  crusting  is 
present,  wet  compresses  with  Burow’s  solution 
1-20  followed  by  a lotion  is  indicated. 

For  the  recurrent  case  the  following  may  help: 

1.  Try  to  eliminate  the  trigger  mechanism.  For 
instance,  those  sensitive  to  sunlight  should  use  a 
sun  protectant  in  form  of  a cream  or  lotion. 

2.  Large  doses  of  B complex  has  been  recom- 
mended by  some. 

4.  Recurrent  smallpox  vaccinations  with  ordi- 
naiy  smallpox  vaccine  may  cure  or  prolong  inter- 
vals between  recurrences.  Vaccination  should  be 
done  at  10-12  day  intervals  for  8-12  times  regard- 
less of  whether  there  is  a take.  In  some  instances 
where  ordinary  vaccination  has  not  helped,  I have 
found  the  intracutaneous  administration  helpful. 
One  washes  the  content  of  a vial  of  vaccine  into 
a beaker  with  approximately  0.5  cc.  of  sterile 
saline.  This  is  aspirated  into  a syringe  and  V2  the 
quantity  of  the  vial  is  given  on  the  first  injection. 
Ten  days  later  this  is  repeated  and  the  dose  is  in- 
creased by  the  contents  of  % a vial.  This  is  con- 
tinued at  ten  day  intervals  until  the  contents  of 
three  vials  are  given  at  one  time.  If  marked  local 
reaction  occurs  the  dosage  is  not  increased. 

Pityriasis  Rosea  is  a common  eruption 
somewhat  more  prevalent  in  the  spring  and 
the  fall.  It  starts  with  a mother  or  herald 
plaque  which  looks  very  much  like  ring- 
worm. In  four  to  five  days  there  may  be 
a generalized  eruption  which  usually  spares 
the  scalp,  face,  hands,  feet,  and  mucous 
membranes.  The  individual  lesions  are  var- 
iable in  size  and  usually  oval  with  the  long 
axis  following  the  lines  of  cleavage.  There 
is  a fine  thin  scale  at  the  periphery.  Pru- 
ritis  may  be  severe  in  some  cases  and  mild 
or  absent  in  others.  Now  and  then  more 
than  one  member  of  the  family  mav  be  in- 
volved. The  etiology  is  unknown.  In  many 
cases,  however,  wearing  of  new  clothes  or 
old  clothing  which  has  been  kept  in  storage 
for  some  time  can  be  incriminated. 

Prodromal  sypmtoms  like  a sore  throat, 
an  upper  respiratory  infection,  or  gastro- 
intestinal disorder  may  precede  the  eruntion. 
The  blood  count  except  for  eosinophilia  is 
negative.  The  eruption  usually  lasts  about 
six  weeks  and  second  attacks  are  rare. 

The  lesions  of  pityriasis  rosea  must  be 
differentiated  from  ringworm,  secondary 
syphilis,  drug  eruption,  psoriasis,  seborrhea, 
and  pityriasis  versicolor.  Treatment  con- 
sists of  any  of  the  following: 
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1.  Liquor  carbonis  detergens  30.0  cc.  or  starch 
1 cup,  or  Nivea  lotion  15.0  cc.  added  to  a tub  of 
water  as  a bath  helps  control  pruritis. 

2.  Suberythema  doses  of  ultraviolet  light  admin- 
istered at  intervals  of  several  days  tends  to  shorten 
the  course  of  the  disease  and  to  control  pruritis. 

3.  Convalescent  serum  10.0  cc.  administered  in- 
tramuscularly every  two  days  is  helpful. 

Rx.  1.  Menthol  %%  to  %% 

Phenol  i% 

Liquor  carbonis  detergens  : 3-5% 

Calamine  lotion  q.s.a. 

Sig.  Apply  frequently  for  control  of  pruritis. 

Though  Lichen  Planus  another  common 
dermatological  condition  has  no  known 
etiology,  toxic,  neurogenic  (stress  and  wor- 
ry) and  constitutional  factors  have  been  sus- 
pected. The  characteristic  lesion  consists 
of  a shiny  flat-topped  violaceous  polygonal 
papule.  These  may  coalesce  forming  lesions 
of  varying  size  and  shai)es.  Central  umbil- 
ication  may  be  present  in  some  papules  and 
fine  bluish-white  networks  may  be  seen  on 
the  surface  of  others. 

Lichen  planus  favors  the  flexure  surface 
of  the  wrists,  inner  aspects  of  the  thighs 
and  mucous  membranes.  On  the  scrotum, 
thighs,  and  the  mucous  membranes  it  may 
become  annular  in  configuration.  Often  the 
papules  will  appear  in  rows  along  scratch 
marks.  In  the  mouth  flat,  bluish-white, 
lace-like  network  may  be  seen  instead  of 
leukoplakic  papules.  On  the  palms  or  soles 
the  lesions  may  be  at  first  hyperkeratotic 
and  later  depressed  punctate  spots  which 
give  a cribiform  appearance. 

Lichen  planus  runs  a variable  course. 
Pigmentation  may  exist  when  the  lesions 
heal. 

It  must  be  differentiated  from  psoriasis, 
secondary  syphilis,  ringworm,  drug  eruption, 
and  contact  dermatitis.  Therapy  may  con- 
sist of  any  of  the  following: 

1.  Arsenic  in  the  form  of  asiatic  pills  1/16  grain 
three  times  a day  or  Fowler’s  solution  8-10  drops 
three  times  a day.  Watch  for  toxicity  from  arsenic 
like  swelling  of  the  eyes,  colic  and  diarrhea,  itching 
and  sweating  of  the  palms  and  the  soles. 

2.  Bismuth  in  the  form  of  bismuth  subsalicy- 
late 0.1  gm.  in  1.0  cc.  of  oil  intramuscularly  once 
a week  or  oral  bismuth  like  bistrimate  or  sobisminol 
mass,  daily. 

3.  Mercury  succinimide  10.0  mgm.  intramuscular- 
ly once  every  five  days. 

4.  X-ray  directly  to  the  lesions  14  E.  D.  weekly. 

5.  Baths  in  water  to  which  15.0  cc.  of  liquor 
carbonis  detergens,  or  1 cup  of  starch  or  % pound 
of  oatmeal  has  been  added. 

6.  Rx.  1.  Menthol  14-14% 

Camphor  14'1% 

Phenol  1% 

Calamine  lotion  q.s.a. 

Sig.  Apply  for  pruritis. 
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Impetigo  Contagiosa  (impetigo  vulgaris) 
is  a moderately  contagious  disease  caused 
by  staphylococcus  or  streptococcus  or  both. 
The  initial  eruption  usually  consists  of  ves- 
icles or  bullae  which  last  for  a period  of  a 
few  hours  to  a day  when  the  lesions  become 
denuded  and  later  crusted.  The  superficial 
crust  is  yellow  to  brown,  waxy,  and  easily 
removed  leaving  an  erythematous  wet  base. 
The  lesions  may  be  multiple  and  show  a 
tendency  to  central  clearing  with  resulting 
annular  or  circinate  shapes. 

Impetigo  is  usually  found  on  the  face.  It 
may  appear  on  the  hands  of  scabetics  and 
the  nape  of  the  neck  of  children  with  head 
lice.  Impetigo  of  the  newborn  may  appear 
in  epidermic  forms  and  may  be  extremely 
serious.  This  can  be  prevented  in  nurseries 
by  leaving  on  the  vernix  caseosa  and  by  not 
giving  baths  to  the  child  while  within  the 
hospital. 

It  must  be  differentiated  from  ringworm, 
herpes  simplex  or  zoster,  contact  dermatitis, 
and  pemphigus. 

TREATMENT 

1.  Remove  the  thick  crust  with  pledgets  of 
cotton  soaked  in  soapy  water  or  in  hydrogen  per- 
oxide. This  should  be  done  at  least  twice  a day. 
Autoinoculation  must  be  prevented. 


2.  Wet  compresses  with  silver  nitrate  solution 
1-1000,  or  Burow’s  solution  1-20  or  potassium  per- 
manganate solution  1-5000  not  only  will  be  helpful 
in  removing  the  crusts  but  are  also  bacteriostatic 
and  bactericidal. 

3.  After  removal  of  the  crust  and  after  the  wet 
compresses  have  been  used  apply  any  of  the  fol- 


lowing: 

Rx.  1.  Phenol  2% 

Ammoniated  mercury  5-10% 

Water  soluble  base  q.s.a. 

Sig.  Apply  to  the  lesions  2-3  times  daily. 

Rx.2.  Sulfathiazole  5% 

Calamine  lotion  q.s.a. 

Sig.  Apply  to  the  areas  frequently  daily. 


Rx.  3.  Gentian  violet  • (aqueous)  2%  applied  often 
daily. 

Rx.  4.  Alulotion  (Wyeth)  rubbed  into  lesions. 

Rx.  5.  Quinolor  compound  ointment  is  indicated  in 
impetigo  of  the  beard. 

Rx.  6.  Penicillin,  streptomycin,  or  bacitracin  ointment. 

Note>  Sensitivity  of  the  organisms  to  either  one 
of  the  antibiotics  should  be  determined  in  stubborn 
cases. 

4.  Ultraviolet  light  or  x-ray  14  E.  D.  will  help. 

5.  Daily  shaving  helps  rather  than  hinders 
treatment  providing  the  antiparasitic  drugs  are  used 
before  and  after  shaving.  A brushless  shaving 
cream  is  indicated  so  that  the  bnish  does  not  be- 
come contaminated  and  reinfect  the  person. 

SUMMARY 

1.  The  clinical  picture  and  treatment  for 
acne  vulgaris,  dermatitis  venenata,  derma- 
tophytosis,  psoriasis,  herpes  simplex,  pit- 
yriasis rosea,  lichen  planus,  and  impetigo 
contagiosa  are  discussed. 
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PLEA  FOR  MORE  YOUNG  MEN  IN  FIELD 
OF  RADIOLOGY 

More  young  men  “who  are  willing  to  scorn  de- 
lights and  live  laborious  lives”  are  needed  in  the 
x-ray  field,  according  to  Dr.  Lawrence  Reynolds, 
of  Detroit,  newly-elected  president  of  the  American 
Roentgen  Ray  Society. 

“The  profession,”  he  says,  “needs  the  superior, 
worthwhile  men  in  medicine  who  have  the  vision  to 
see  the  great  future  that  lies  ahead  in  radiology 
and  its  allied  sciences.” 

Dr.  Re\molds,  who  is  chief  of  the  department  of 
radiology,  Hai’per  Hospital,  Detroit,  was  elected 
president  at  the  49th  annual  meeting  of  the  Society 
in  Chicago,  September  14-17. 

In  an  editorial  in  the  current  issue  of  the  Ameri- 
can Journal  of  Roentgenology  and  Radium  Thera- 
py, he  says  that  the  “whole  history  of  radiology 
from  its  incipiency  to  the  present  time  is  one  of 
steady  development.  Perhaps  no  single  episode 
which  has  resulted  from  a scientific  endeavor  has 
so  greatly  influenced  the  progress  of  the  human 
race  as  the  discovery  of  the  roentgen  ray  and 
radium,  and  there  is  no  branch  of  medicine  which 
has  not  benefited  by  their  employment.” 

Continuing,  Dr.  Reynolds’  article  says: 

“Cannot  radiology  boast  that  it  spawned  other 
exciting  and  important  professions — aviation,  chem- 


istry, radiotherapy,  radiochemistry,  atomic  radiol- 
ogy, and  structural  atomic  radiation  engineering. 

“The  products  of  atomic  fission  are  being  used 
to  discover  how  the  human  body  converts  food  into 
fat,  flesh,  and  energy,  and  how  it  repairs  injuries 
and  how  radioactive  isotopes  seek  out  specific  tis- 
sues and  flood  them  with  rays  which  in  some  cases 
have  extraordinary  healing  power,  and  the  biolo- 
gists are  using  thein  in  other  scientific  efforts  to 
catch  the  green  leaf  in  the  very  act  of  making 
starch,  sugar,  and  cellulose  with  the  aid  of  the 
sun.  By  the  use  of  the  products  of  atomic  fission 
great  progress  is  being  made  in  illuminating  some 
of  the  darker  regions  of  physiology  and  chemistry. 

“Radioisotopes  today  in  their  relation  to  general 
medicine  are  very  much  in  the  same  position  as 
radiology  was  fifty  years  ago.  It  began  as  a tool 
of  the  physicist  and  by  gradual  expansion  in  its 
medical  application  it  became  a department  within 
itself.  Is  it  not  logical  that  radiant  energy  should 
also  fall  within  the  specialty  of  radiology? 

“Since  the  government  has  made  available  in  un- 
limited quantities,  radioisotopes  both  for  research 
and  treatment,  there  is  opened  up  a wide  field  of 
investigation.” 

Dr.  Reynolds  urged  members  of  the  American 
Roentgen  Ray  Society  “to  see  that  such  grants  and 
aids  are  utilized  to  the  greatest  advantage.” 


Is  Tonsillectomy  Contraindicated  During 
Our  Epidemic  of  Poliomyelitis?" 

J.  Calvin  Davis,  M.D. 

Omaha,  Nebraska 


Poliomyelitis,  thoug'h  a limited  disease,  is 
an  example  of  wide  spread  disease.  June, 
July,  August  and  September  are  the  months 
when  the  greatest  number  of  cases  are  re- 
ported. These  are  also  the  months  when 
upper  respiratory  infections  are  at  a mini- 
mum, and  as  a matter  of  convenience,  most 
tonsillectomies  are  done. 

Some  cases  of  poliomyelitis  are  easily  rec- 
ognized when  paralysis  is  evident,  but  many 
cases  are  milder  forms  or  healthy  carriers. 
The  diagnosis  of  the  milder  forms  is  often 
difficult  even  with  mild  meningeal  symptoms 
and  an  increase  in  cells  in  the  spinal  fluid. 
Many  abortive  cases  go  unrecognized  during 
an  epidemic.  In  these  cases,  often  seen  by 
the  family  physician  in  the  home,  no  paral- 
ysis is  evident,  and  the  patient  may  seem 
to  have  an  upper  respiratory  infection. 

There  is  often  a tendency  to  familial  oc- 
currence, which  indicates  that  susceptibility 
may  be  inherent.  Seasonal  and  climatic 
variations  and  the  frequency  of  exposure 
to  the  virus  are  other  important  factors  in 
increasing  the  susceptibility  to  paralytic  dis- 
ease. Aycock(i>  feels  the  occurrence  of  bul- 
bar poliomyelitis  following  tonsillectomy 
comprises  a demonstration  that  the  naso- 
pharyngeal mucosa  may  be  the  locus  of  the 
added  circumstance  which  determines  the 
outcome  of  exposure  to  the  virus. 

Sheppard made  a study  of  200  cases  of 
poliomyelitis.  His  interest  was  aroused  by 
one  or  more  cases  that  presented  a clinical 
picture  of  an  acute  infection  involving  the 
upper  respiratory  passage  with  some  gastro- 
intestinal disturbances,  in  which  paralysis 
seems  to  have  been  precipitated  by  tonsil- 
lectomy. He  mentioned  the  examination  of 
11,858  children  in  Springfield  in  the  spring 
of  1910,  of  whom  3,538  were  found  to  have 
enlarged  tonsils  and  1,635  adenoid  growths. 
Over  700  were  operated  upon  during  1910. 
Among  this  number  Sheppard  called  atten- 
tion to  2 cases,  because  of  the  time  rela- 
tionship between  tonsillectomy  and  the  onset 
of  poliomyelitis. 

In  one,  the  child  already  had  poliomyelitis 
when  the  operation  was  performed.  It  is 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October  1947. 
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frequently  true  of  diseases  of  the  locomotor 
system  that  stresses,  strains,  injuries  and 
falls,  exposure  to  heat,  cold,  or  dampness, 
over  exertion,  swimming,  and  wading  are 
considered  contributing  causes.  I heard  a 
health  officer  from  Louisiana  last  spring 
mention  two  brothers  coming  down  with 
poliomyelitis  after  swimming  in  a bayou  near 
New  Orleans.  The  water  was  examined  ana 
found  to  contain  the  virus  of  poliomyelitis. 

In  Aycock’s  experience,  the  incubation  per- 
iod in  the  experimental  disease  is  well  known. 
Monkeys  inoculated  with  various  strains  of 
virus  all  developed  the  disease  in  4 to  15 
days;  the  greatest  number  in  5,  6,  and  7 
days.  In  man,  the  majority  of  cases  devel- 
oped following  unknown  exposure  to  a source 
of  infection.  Aycock  and  Eaton<^>  restudied 
the  time  interval  in  576  multiple  cases  in 
253  families.  They  excluded  abortive  cases 
from  tabulation.  Eighty  percent  of  second- 
ary paralyzed  cases  were  found  to  occur  in 
the  period  between  the  same  day  as  the  pri- 
mary case  to  8 days  following.  While  small- 
er proportion  of  16  percent  followed  the 
primary  case  by  1 to  18  days,  averaging  14 
days.  The  first  group  constituted  common 
source  infections,  while  those  occurring  af- 
ter the  longer  interval  could  be  considered 
true  secondary  cases.  Dingman^^)  reported 
8 cases  in  and  about  Spring  Valley,  New 
York  in  1916.  The  initial  case  was  on  a 
dairy  farm,  while  the  7 secondary  cases,  per- 
sons who  consumed  raw  milk  from  the  farm, 
became  ill  14  to  18  days  later. 

Ayer (5)  has  noted  the  occurrence  of  9 
cases  of  the  bulbar  form  of  poliomyelitis 
in  5 to  10  days,  following  tonsillectomy.  Fur- 
ther extended  study  of  poliomyelitis  follow- 
ing tonsillectomy  was  made  by  Aycock  and 
Luther(fi)  in  the  light  of  more  precise  know- 
ledge of  the  incubation  period.  Their  data 
comprised  714  cases  of  poliomyelitis  reported 
in  Massachusetts  and  Vermont  in  1927  and 
1928  in  which  there  was  information  regard- 
ing tonsillectomy.  Thirty-six  cases  had  had 
their  tonsils  out  within  one  year  of  the 
onset  of  the  disease.  16  (9  bulbar)  occur- 
red within  one  month  after  the  operation 
and  all  fell  into  the  interval  of  7 to  18  days. 
This  comes  near  being  close  to  the  incu- 
bation period  of  the  disease,  as  indicated  by 
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multiple  family  cases,  certain  contact  cases, 
and  the  milk-borne  attacks,  as  well  as  the 
experimental  disease  in  the  monkey. 

Silverman  reported  five  cases  of  polio- 
myelitis, four  of  which  were  bulbar,  occur- 
ring- 9 to  19  days  following  tonsillectomy. 
This  was  in  Syracuse,  New  York  in  1931. 

Eley  and  Flake studied  the  records  of 
418  consecutive  patients  with  acute  polio- 
myelitis admitted  to  the  Infants  and  Child- 
ren Hospitals  of  Boston  1938.  Of  the  287 
spinal  cases,  7 (2.78  percent)  had  had  a 
tonsillectomy  within  thirty  days.  There  was 
a group  of  131  bulbar  cases,  17  (12.98  per- 
cent) who  had  tonsillectomies  and  adenoi- 
dectomies  within  30  days  prior  to  the  illness. 
All  of  the  cases  fell  between  7 and  20  days 
in  marked  contact  to  only  3 spinal  cases 
occurring  within  this  period. 

Stillerman  and  Fischer analysed  686 
cases  of  poliomyelitis  in  patients  admitted 
to  the  Willard  Parker  Hospital  during  1935, 
to  determine  whether  the  removal  of  tonsils 
and  adenoids  in  any  way  influenced  the 
onset  or  clinical  type  of  disease.  In  10  pa- 
tients the  tonsillectomy  had  been  performed 
during  the  month  antedating  their  illness. 
In  8 of  these,  poliomyelitis  began  after  an 
interval  of  10  to  12  days,  and  in  the  other 
two  16  to  22  days  respectively  after  the 
operation.  Six  of  the  patients  had  the  bul- 
bar or  encephalitic  type  of  the  disease.  Fur- 
ther studies  in  1937,  were  made  of  the  52 
patients  admitted.  Three  patients  had  been 
tonsillectomized  within  the  month  preceding 
their  illness.  The  disease  developed  in  two 
cases  in  14  days  and  in  the  third  case  in  21 
days.  All  were  of  the  bulbar  type. 

Horsemann  and  PauPi®)  feel  that  the  in- 
cubation period  in  human  poliomyelitis  is 
not  subject  to  exact  analysis  because  of  gaps 
in  present  knowledge  concerning  the  mode 
of  spread  of  the  disease.  There  is  difficulty 
in  knowing  at  what  point  the  incubation 
period  begins  and  there  is  confusion  about 
measuring  its  termination.  Various  writers 
have  estimated  the  intervals  between  tonsil- 
lectomy and  the  onset  of  poliomyelitis  as 
from  5 to  30  days.  Textbooks  generally  give 
the  incubation  period  from  six  to  twelve 
days,  averaging  ten  days.  Wickman  sug- 
gested six  to  ten  days,  and  Casey^i^)  fjyg 
to  thirty-five  days. 

It  is  estimated  that  80  percent  of  the  pa- 
tients exhibit  only  mild  and  brief  symptoms. 
Many  of  these  illnesses  are  so  slight  that 


a physician  is  not  called.  The  remaining  20 
percent  are  the  frank  cases  which  have  been 
definitely  diagnosed  poliomyelitis.  In  many 
of  these  cases,  there  may  be  a brief  pre- 
liminary first  phase  illness  characterized  by 
non-specific  symptoms,  namely,  sore  throat, 
fever,  vomiting  and  headaches.  Then  there 
may  follow  a period  of  well  being  of  from 
one  to  five  days.  Then  the  second  phase 
may  appear  and  again  we  find  fever,  and 
for  the  first  time  clinical  evidence  of  involve- 
ment of  the  central  nervous  system,  for 
example,  stiff  neck,  stiff  back,  possibly  re- 
flex changes  and  paralyses.  In  the  second 
phase,  sore  throat  is  rare.  Some  times  the 
first  and  second  phases  are  partially  super- 
imposed or  the  first  phase  may  be  over- 
looked or  might  not  ever  occur. 

The  virus  enters  the  body  by  way  of  the 
mouth  and  nose,  thence  to  the  pharynx  and 
probably  appears  in  the  upper  intestinal 
tract  in  72  hours.  The  virus  may  multiply 
in  any  of  these  sites.  In  many  cases  the 
virus  is  excreted  in  the  feces. 

I wish  to  quote  from  Horstmann  and  Paul : 

“The  way  in  which  paralytic  poliomyelitis  follows 
within  a few  days  to  several  weeks  after  tonsil- 
lectomy in  a person  who  presumably  already  har- 
bors the  agent  in  his  throat  makes  it  seem  possible 
that  virus  can  remain  localized  in  the  throat  and 
spread  to  the  central  nervous  system,  when  the 
host-virus  equilibrium  is  upset  by  local  peripheral 
trauma.  In  the  case  of  tonsillectomy,  the  time  inter- 
val between  the  exposure  of  cut  nerve  endings  at 
operation,  and  signs  of  disease  of  the  central  ner- 
vous system  is  compatible  with  spread  of  virus  via 
the  nerves  to  the  medulla.  Nevertheless  another  ex- 
planation is  possible,  in  that  local  peripheral  trauma 
may  be  reflected  in  the  corresponding  areas  of  the 
cord  in  the  form  of  central  changes  which  favor 
activation  of  virus  already  present  in  the  central 
nervous  system.” 

Poliomyelitis  is  essentially  a disease  of 
warm  weather.  Formerly  it  was  more  com- 
mon in  rural  areas  and  small  towns.  Lately 
incidence  in  large  cities  has  become  more 
apparent.  It  does  not  afflict  the  areas  of  pov- 
erty and  poor  sanitation  as  much  as  the 
relatively  well  favored  spots.  It  is  com- 
paratively rare  among  Negroes  and  Mexi- 
cans. 

Early  reports  placed  nearly  all  patients  in 
the  age  group  up  to  three  or  four  years,  but 
recently  older  children  and  an  ever  increas- 
ing number  of  adults  have  been  afflicted. 
It  is  possible  this  change  in  age  incidence 
may  be  coupled  with  the  apparent  paradox 
of  high  incidence  in  areas  of  good  sanita- 
tion and  nutrition.  It  is  possible  to  assume 
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that  good  living  conditions  may  protect  the 
child  during  infancy  when  the  disease  tends 
to  be  abortive  or  mild,  only  to  have  him 
unimmimized  in  later  years. 

According  to  Hamiltond^) ; 

“The  epidemiology  of  poliomyelitis  is  still  an 
enigma.  Person-to-person  spread  is  tacitly  assumed 
by  the  practice  of  quarantining  patients  and  isolat- 
ing contacts,  but  these  measures  have  never  availed 
in  controlling  an  epidemic.  Cases  tend  to  be  scat- 
tered over  a wide  area  with  no  known  contacts 
between  the  persons  involved;  multiple  cases  within 
a family  are  decidedly  the  exception  and  not  the 
laile.  When  such  cases  do  occur,  the  onset  is  usually 
at  so  nearly  the  same  time  that  a common  source 
of  infection  is  suggested  rather  than  a spread  from 
one  member  to  another.  But  neither  does  the  pat- 
tern of  an  epidemic  often  suggest  ingestion  of  the 
virus,  as  for  instance  occurs  in  typhoid  fever;  this 
despite  the  milk-borne  epidemics  mentioned  and  the 
fact  that  the  virus  has  been  repeatedly  isolated  from 
sewage.  If  it  is  insect  borne,  it  is  hard  to  see  how 
those  parts  of  the  community  with  the  fewest  in- 
sects should  so  commonly  have  the  most  poliomye- 
litis. In  any  event,  nothing  that  has  ever  been  done 
by  any  health  department  has  ever  altered  the 
course  of  an  epidemic  in  the  slightest  degree,  and 
some  states  have  already  removed  all  restrictions 
on  the  patients.” 

“Undoubtedly  the  most  vexing  question  regarding 
poliomyelitis  for  the  otolarngologist  is  the  matter  of 
the  “closed  season”  on  tonsillectomies  at  the  time 
of  an  epidemic.  Valid  mass  statistics  on  this  ques- 
tion are  almost  impossible  to  obtain.  It  is  hard 
to  determine  the  number  of  tonsillectomies  done  in 
a large  city  in  a given  period  of  time,  much  less 
the  number  of  cases  of  poliomyelitis;  hence  the  re- 
lation of  the  operation  to  the  incidence  of  the  dis- 
ease has  been  studied  on  the  basis  of  admittedly  in- 
complete data.  At  present  one  may  question  wheth- 
er a tonsillectomy  makes  a subsequent  attack  of 
poliomyelitis  any  more  probable.  There  are,  how- 
ever, impressive  instances  on  record  indicating  that 
when  such  a subsequent  attack  does  occur,  it  is 
much  more  likely  to  be  of  the  bulbar  type.  Even 
if  one  refuses  to  admit  the  scientific  worth  of  the 
instances,  a thing  hard  to  do  under  the  circum- 
stances, there  still  remain  other  factors  not  to  be 
ignored.  When  one  considers  that  tonsillectomy  is 
seldom  a very  urgent  operation  and  when  one  also 
considers  the  public  attitude  toward  this  disease, 
it  would  seem  emphatically  the  part  of  wisdom  to 
post-pone  such  an  operation.” 

Cimning(i4)  states  that  the  mode  of  trans- 
mission, the  incubation  period,  the  portal 
of  entry  and  the  habitat  of  the  causative 
virus  are  not  known.  He  further  states  that 
the  nasal  secretions,  normally  are  so  scant 
that  they  are  not  a very  practical  source 
of  lysozymes  such  as  is  saliva  or  tears.  It 
is  his  opinion  that  if  tonsillectomy  has  any 
effect,  it  may  be  by  lowering  the  resistance 
of  the  bodily  functions,  and  not  due  to  the 
local  operative  wound.  He  further  states 
that  the  poliomyelitis  virus  is  a total  para- 
site with  an  affinity  for  special  neural  tis- 


sue. Medical  science  has  not  yet  been  able 
to  develop  methods  of  cellular  immunity. 

Cunning (14)  says: 

“To  determine  the  role  of  tonsillectomy  in  a causal 
relationship  to  acute  poliomyelitis,  one  must  also 
consider  the  attendant  surgical  shock  and  the  effects 
of  anesthesia.  These  factors,  regardless  of  the  na- 
ture of  the  operation,  might  be  sufficient  to  dis- 
turb the  equilibrium  of  the  host  and  the  virus.  Gen- 
eral anesthetics  are  capable  of  producing  anoxia  of 
the  central  nervous  system.  It  has  been  similarly 
established  that  the  oxygen  requirement  of  the  cen- 
tral nervous  system  is  approximately  30  times  that 
of  other  tissues  of  the  body.  Anesthesia,  through 
the  production  of  anoxia,  might  in  itself  be  sufficient 
cause  for  disturbance  of  the  host-virus  relationship 
and  capable  of  precipitating  severe  attacks  of  in- 
fantile paralysis.” 

During  the  three  year  period  1937,  1939, 
and  1941  'the  Manhattan  Eye,  Ear,  and 
Throat  Hospital  reported  27,849  tonsillecto- 
mies. Cards  were  mailed  to  these  individuals 
requesting  detailed  information  on  subse-  ' 
quent  illness.  Replies  were  received  from 
8,915  patients.  There  was  but  one  case  of 
poliomyelitis  reported  in  these  replies.  Cun- 
ning(i4>  made  an  extension  of  this  survey 
for  the  months  of  July,  August  and  Septem- 
ber of  1942,  1943,  1944  and  1945.  Cards 
were  sent  to  5,470  patients  (in  the  3-16  year 
age  group),  who  underwent  tonsillectomy 
at  the  height  of  the  epidemics  and  replies 
were  received  from  2,289.  There  were  three 
cases  of  poliomyelitis  in  this  group.  None 
of  them  was  of  the  bulbar  type.  All  three 
were  reported  as  mild  cases. 

Dr.  Edward  Whalen  of  Hartford,  Connect- 
icut, reported  figures  to  Cunning as  com- 
piled by  the  Connecticut  State  Board  of 
Health.  In  the  year  1945,  there  were  10,000 
tonsillectomies  done  in  that  state.  There 
were  214  cases  of  poliomyelitis  reported, 
12  of  the  bulbar  type.  None  of  the  patients 
having  the  bulbar  type  had  had  recent  ton- 
sillectomies. There  were  three  cases  of  mild 
poliomyelitis  following  the  recent  removal 
of  tonsils,  just  prior  to  the  onset  of  illness. 
Cunning(i^>  summarizes: 

“A  statistical  survey  indicates  that  poliomyelitis 
is  relatively  infrequent  following  tonsillectomy. 
The  study  carried  out  at  the  Manhattan  Eye,  Ear 
and  Throat  Hospital  on  11,204  tonsillectomy  patients 
over  a seven  year  period  revealed  but  four  cases 
of  poliomyelitis  following  tonsillectomy.  None  were 
of  the  bulbar  type.” 

Roberts  reported  that  of  346  cases  of 
poliomyelitis  in  July,  August,  September  and 
October  1943,  5 patients  had  been  operated 
upon  between  May  9 and  July  2 and  had 
developed  poliomyelitis  within  10,  8,  12,  8 
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and  4 weeks  respectively.  Howard^^®)  stated 
that  259  cases  of  poliomyelitis  had  been  re- 
ported following-  recent  tonsillectomy  in  the 
33  years  1910  through  1943.  Adding  to 
this  number,  5 cases  were  reported  by 
Roberts  < 15)  and  9 more  reported  in  the  lit- 
erature since  Dr.  Howard’s  paper,  and  one 
additional  case  by  Roberts.  The  total  num- 
ber of  cases  reported  was  274.  This  covered 
the  35  year  period  since  tonsillectomies  were 
first  associated  with  poliomyelitis  in  the 
literature. 

The  United  States  Public  Health  Service 
records  show  that  25  percent  of  tonsillec- 
tomies are  done  on  patients  over  18  years 
of  age,  and  also  that  two  million  tonsillec- 
tomies are  done  in  this  country  annually. 
Dr.  Howard  ^15)  stated  that  no  case  of  polio- 
myelitis had  been  reported  following  recent 
tonsillectomy  in  any  patient  over  18  years  of 
age. 

During  the  35  year  period,  this  would  give 
us  a total  of  70  million  tonsillectomies,  or 
1 case  of  poliomyelitis  reported  to  each 
255,474.  Now  deducting  25  percent  of  this 
figure  for  the  age  group  18  and  over  reduces 
the  basic  figure  of  70  million  to  521/2  million 
and  the  incidence  of  poliomyelitis  to  one 
case  to  each  191,605  tonsillectomies. 

Roberts  (15)  estimated  that  the  annual  in- 
cidence of  poliomyelitis  in  every  day  life 
is  1 to  3,250  of  population. 

His  figures  show  that  the  annual  inci- 
dence of  poliomyelitis  in  everyday  life  is 
31  times  greater  than  in  the  recently  ton- 
sillectomized  population  even  during  the 
poliomj^elitis  season. 

Windborn  and  Stansburg(n>  feel  the  lay 
press  and  the  fund  raising  activities  of  the 
National  Foundation  at  Warm  Springs,  Ga., 
has  given  the  disease  wide  publicity.  This 
has  resulted  in  near  hysteria  in  the  parents 
of  children  in  the  susceptibile  age  group 
when  adeno  tonsillectomy  is  to  be  considered. 
The  fact  that  a person  had  had  his  tonsils 
removed  apparently  did  not  alter  his  chances 
of  contracting  poliomyelitis;  however  if  he 
does  contract  the  disease  it  is  more  likely 
to  be  of  the  bulbar  type  rather  than  the 
spinal. 

Pedersen  (18)  reported  that  of  a total  of 
492  cases  of  poliomyelitis  there  were  a total 
of  11  cases  following  tonsillectomy  within 
a two  month  period.  The  longest  interval 
between  operation  and  onset  of  poliomyelitis 


was  60  days,  the  shortest  being  7 days. 
There  were  6 cases  of  bulbar  and  bulbo- 
spinal type  of  poliomyelitis  following  tonsil- 
lectomy in  this  series.  Pedersen’s con- 
clusions were  that  the  incidence  of  poliomyel- 
itis following  recent  tonsillectomy  is  not 
greatly  out  of  proportion  to  the  ratio  of 
disease  to  the  general  population  during  an 
epidemic  year. 

J.  Harry  Murphy quoted  statistics  of 
poliomyelitis  in  Omaha  during  1946.  Dur- 
ing the  summer  1946,  there  were  289  cases 
of  poliomyelitis  hospitalized  in  Omaha. 
There  were  no  cases  of  previous  tonsillec- 
tomy within  a month  prior  to  the  admission 
of  any  case.  Dr.  Murphy  reported  in  1947 
that  2 cases  of  poliomyelitis  had  been  ad- 
mitted in  which  a tonsillectomy  had  been 
performed  two  weeks  prior  to  admission.  He 
does  not  feel  there  is  any  direct  connection 
between  tonsillectomy  and  poliomyelitis.  Dr. 
Murphy  states  that  the  disturbance  of  equi- 
librium of  a patient  with  a virus  infection 
is  a factor  which  should  be  considered  when 
discussing  operations  during  poliomyelitis 
epidemics. 

In  over  1,000  tonsils  examined  histologi- 
cally by  Dr.  John  S.  Latta,  Professor  of 
Anatomy  at  the  University  of  Nebraska  Col- 
lege of  Medicine,  there  was  not  one  case  in 
which  the  stratified  squamous  epithelium 
extending  to  the  depth -of  the  tonsil  crypt 
was  intact.  After  tonsillectomy  the  fossa 
heals  in  two  to  three  weeks  and  certainly 
epithelizes  in  approximately  three  weeks. 
So  it  seems  to  me  that  unless  the  virus  was 
harbored  in  the  tonsil  at  the  time  of  surgery 
that  after  3 weeks,  one  would  have  a 
greater  defense  against  invasion  than  before. 

Certainly  adeno  tonsillectomy  is  no  direct 
cause  of  poliomyelitis.  The  virus  has  a def- 
inite affinity  for  neural  tissue,  and  if  the 
virus  is  harbored  in  the  throat  it  is  only  two 
or  three  inches  to  the  medulla.  Flies  and 
sewage  may  be  a factor.  It  is  undoubtedly 
true,  that  for  every  case  of  poliomyelitis, 
there  are  600  cases  that  might  be  called  car- 
riers without  symptoms.  In  these  cases,  the 
virus  could  be  isolated  from  the  stools. 

Overfatigue  and  lowered  body  resistance 
may  be  a much  more  important  factor  than 
adeno  tonsillectomy  as  a cause  of  poliomyel- 
itis. 

Sabin (20)  notes  that  there  are  still  large 
parts  of  the  world,  regardless  of  latitude,  in 
which  epidemics  of  poliomyelitis  are  as  yet 
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unknown.  He  asks  with  regard  to  the  epi- 
demiology of  poliomyelitis,  why  paralytic 
poliomyelitis  wth  only  rare  exceptons,  re- 
mains practically  dormant  during  more  than 
two  thirds  of  each  year,  appearing  in  only 
an  occasional  person,  and  then  seems  to  ex- 
plode during  the  late  summer  and  early  au- 
tumn. 

Sabin  states  that  poliomyelitis  occurred  in 
American  and  other  troops  in  the  middle  east 
and  the  Phillipines  more  commonly  than  in 
the  United  States.  In  fact  this  incidence  was 
ten  times  as  high  as  in  the  Army  within  the 
continental  limits  of  the  United  States. 
He (20)  also  notes  and  I quote,  “For  many 
years  the  assumption  has  been  that  the  only 
reservoir  of  poliomyelitis  virus  in  nature  is 
the  human  being,  and  that  it  shares  with  cer- 
tain other  viruses  like  those  of  herpes  sim- 
plex and  measles  the  distinction  of  having  no 
other  host.’’ 

Baker  (21)  reports  one  case  of  bulbar  polio- 
myelitis following  19  days  after  a tonsillec- 
tomy. This,  a boy  of  7,  died  suddenly  8 
hours  after  admission  to  the  hospital. 

Petty  and  Long(22)  stated  that  650  ques- 
tionaires  were  sent  out  on  that  number  of  pa- 
tients. Answers  were  received  on  approxi- 
mately 450  of  these.  Of  this  number,  only 
seven  had  had  previous  tonsil  surgery.  None 
of  these  was  of  the  bulbar  type  and  none 
died.  One  child  in  the  Douglas  County  Hos- 
pital this  year  who  developed  poliomyelitis 
within  two  weeks  after  a tonsillectomy  died. 

Gedgoud(22)  attended  239  cases  of  polio- 
myelitis in  1937,  and  of  this  number  39  were 
of  the  bulbar  type.  None  of  these  had  had 
a recent  tonsillectomy. 

SUMMARY 

Poliomyelitis  does  occasionally  occur  fol- 
lowing tonsillectomy,  and,  when  it  does,  it  is 
more  frequently  of  the  bulbar  type. 

Statistically,  tonsillectomy  is  not  contra- 
indicated during  a poliomyelitis  epidemic. 

Tonsillectomy  is  no  direct  cause  of  polio- 
myelitis. 

Poliomyelitis  is  a virus  infection  with  a 
predilection  to  neural  tissue. 

It  is  the  writer’s  opinion  that,  “Filth,”  flies 
and  sewage  are  far  more  important  factors 
than  tonsillectomy. 

For  each  case  of  poliomyelitis  with  symp- 
toms, there  are  600  cases  without  symptoms. 

Over  fatigue,  exposure  ,and  lowered  resist- 
ance are  important  causative  factors. 
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Pleural  Effusions:  Their  Significance 
and  Management" 

J.  F.  GARDINER,  M.D. 

Omaha,  Nebraska 


Fluid  in  the  pleural  cavity  is  usually  sec- 
ondary to  disease  originating  in  some  other 
portion  of  the  chest There  is  such  an 
intimate  anatomical  relationship  between 
the  pleura,  lungs  and  other  thoracic  struc- 
tures that  extension  of  disease  from  one  part 
to  another  is  more  often  the  rule  than  the 
exception.  Pleural  effusions  may  be  transu- 
dates or  exudates. 

Transudates  are  fluids  which  develop 
without  inflammatory  involvement  of  the 
pleura  and  usually  have  specific  gravities 
less  than  1.016.  Transudates  are  commonly 
found  in  congestive  heart  failure,  cirrhosis 
of  the  liver,  nephrosis  and  allied  disorders. 

Exudates  are  pleuritic  in  origin  with  spe- 
cific gravities  usuallv  above  1.016  and  a high 
protein  content.  With  the  exception  of  can- 
cer and  trauma  practically  all  effusions  are 
inflammatory  in  nature. 

A variety  of  organisms  may  be  responsi- 
ble for  inflammations  of  the  pleura;  pneu- 
mococci, strentococci,  staphylococci,  tubercle 
bacilli  and  viral  agents  are  the  most  com- 
mon. In  many  cases  the  cause  of  the  effu- 
sion is  self-apparent : post-pneumonic,  rheu- 
matic, inflammation  below  the  diaphragm, 
traumatic  or  malignant  invasion  of  the 
pleura.  Pneumococcal  and  viral  pneumonias 
are  a common  cause  of  sterile,  non-purulent 
effusions  due  to  the  introduction  of  chemo- 
therapeutic and  antibiotic  agents  not  form- 
erly available In  some  cases  the  differ- 
ential diagnosis  between  a primary  effusion 
and  a post-pneumonic  effusion  may  be  diffi- 
cult. The  clinical  history  and  examination 
may  be  of  little  help,  but  post-pneumonic 
fluid  may  show  certain  characteristics.  It 
is  usually  transient,  of  moderate  propor- 
tions and  absorbs  in  a short  time  without 
producing  deformities.  Leucocytosis  is  com- 
monly present  and  a temperature  chart  if 
kept  is  of  importance. 

Traumatic  effusions  are  usually  hemorrh- 
agic. There  is  usually  a history  of  injury 
or  evidence  of  rib  fracture. 

Difficulty  may  arise  in  case  of  a clear 
effusion  when  the  possibility  of  chest  trau- 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  5,  1948. 


ma  activating  a latent  tuberculous  focus 
would  have  to  be  given  consideration. 

Effusions  of  rheumatic  origin  are  as- 
sociated with  other  stigmata  of  rheumatic 
fever  and  are  usually  small  in  amount. 

The  effusions  of  neoplastic  origin  are 
usually  bloody.  Careful  study  of  the  fluid 
for  tumor  cells  will  show  their  presence 
in  30  to  50%  of  cases  if  repeated  a number 
of  times.  Since  disseminated  pulmonary 
metastases  are  the  usual  source  of  neoplastic 
effusions,  the  primary  source  should  be  care- 
fully sought,  remembering  that  neoplasms 
of  the  stomach,  prostate,  kidneys,  adrenals 
and  ovaries  commonly  metastasize  to  the 
lungs.  Careful  roentgenographic  studies  of 
the  Ing  fields  may  reveal  the  streaking, 
uniform  pattern  of  scattered  fine  nodules 
often  seen  in  metasatic  malignancy. 

Sterile  fibrinous  exudates  may  follow  de- 
hydration in  diabetic  coma  and  other  con- 
ditions associated  with  dehydration. 

In  the  pan-serositis  of  Pick’s  disease  a 
serous  pleural  fluid  is  often  part  of  the 
syndrome. 

Long  before  Robert  Koch  in  1882  dis- 
covered the  tubercle  bacillus  the  relationship 
between  pleurisy  and  tuberculosis  had  been 
established.  Pineal  in  1818  described  pleu- 
ritis  as  an  example  of  inflammation  of  a 
serous  membrane.  Laennec  in  1846  proved 
that  pleurisy  was  often  of  tuberculous  origin. 
At  the  present  time  we  believe  that  serous 
or  serofibrinous  effusions  are  probably  of 
tuberculous  origin  in  approximately  80%  of 
cases These  so  called  primary  or  idio- 
pathic effusions  in  young  adults  should  al- 
ways be  regarded  as  tuberculous  until  proved 
otherwise.  For  this  reason  a primary 
pleural  effusion  should  be  regarded  as  a 
serious  disease.  The  fact  that  there  is  no 
evidence  of  tuberculous  involvement  of  the 
lung  parenchyma  or  that  organisms  cannot 
be  isolated  from  the  pleural  fluid  should 
not  mislead  the  physician  that  the  effusion 
is  not  tuberculous  or  that  it  has  no  future 
significance  for  the  individual.  Numerous 
studies  have  shown  that  tubercle  bacilli  are 
often  not  recovered  from  tuberculous  effu- 
sions despite  repeated  cultures  and  guinea 
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pig  inoculations  of  the  concentrated  pleural 
fluid^-^h  The  incidence  of  active  pulmonary 
tuberculosis  following  the  apparently  idio- 
pathic types  of  pleural  effusion  is  estimated 
as  from  20  to  50  percent  by  various  auth- 
ors The  majority  of  those  who  develop 
manifest  tuberculosis  do  so  within  five  to 
six  years  after  the  occurrence  of  the  effu- 
sion. 

Pleurisy  wdth  effusion  may  occur  at  any 
stage  of  tuberculosis.  The  most  frequent 
periods  are  within  three  to  six  months  of 
the  primary  infection  when  the  pleura  is 
hypersensitive  to  the  tubercle  bacillus^®)  and 
therefore  are  important  warnings  of  the 
presence  of  active  tuberculosis  in  the  lungs 
or  extra-pulmonary  tissues.  The  focus  re- 
sponsible for  the  pleural  reaction  may  lie 
in  the  lung,  in  caseous  mediastinal  nodes 
or  in  other  regions  of  the  body.  This  focus 
if  in  the  lung  is  usually  exudative  in  type 
and  may  be  the  precursor  of  serious  par- 
enchymal disease. 

Pleurisy  with  effusion  not  uncommonly 
occurs  during  hematogenous  disseminations 
of  the  disease  and  in  the  course  of  pneumo- 
thorax treatment  of  tuberculosis.  Hemato- 
genous spreads  from  a distant  focus  usually 
result  in  bilateral  pleural  effusion  and  not 
uncommonly  an  associated  tuberculous 
peritonitis. 

In  pleural  effusions  occurring  other  than 
at  or  near  the  time  of  primary  lung  infec- 
tion the  condition  is  due  to  what  Laennec 
called  “the  effect  of  the  presence  of  tuber- 
cles,” and  the  majority  of  such  cases  can  be 
excluded  by  radiography  or  other  methods 
from  consideration  as  examples  of  primary 
pleurisy  with  effusion. 

Assuming  the  close  relationship  between 
primary  infection  and  the  development  of 
pleural  effusions  we  can  better  understand 
the  age  incidence,  the  course  of  the  illness 
and  its  outcome.  A specific  sensitivity  due 
to  the  presence  in  the  lung  parenchyma  or 
root  glands  of  collections  of  extremely  small 
tuberculous  foci  most  likely  accounts  for 
the  outpouring  of  fluid  in  the  pleural  space. 
It  is  not  uncommon  for  such  foci  to  be  so 
isolated  or  small  in  number  as  to  produce 
a small  asymptomatic  effusion  recognized 
years  later  as  a chronic  adherent  pleuritis. 

There  is  considerable  difference  of  opinion 
as  to  the  proper  treatment  of  primary 
pleural  effusions Many  advocate  that 


only  the  fluid  necessary  for  diagnosis  be 
withdrawn  and  that  the  remainder  be  per- 
mitted to  be  absorbed.  Others  believe  that 
if  the  fluid  is  allowed  to  stay  over  a con- 
siderable period  of  time,  a severe  fibrosis 
of  the  pleura  and  injury  to  the  underlying 
lung  will  occur.  Another  practice  is  removal 
of  the  fluid  and  replacement  with  air  as  soon 
as  the  acute  febrile  stage  and  the  rapid 
accumulation  of  fluid  have  passed<^^h  This 
last  course  is  logical  in  the  presence  of  large 
effusions  so  as  to  prevent  the  formation  of 
fibrinous  deposits  with  resulting  adherent 
pleuritis.  If  there  is  underlying  paren- 
chymal disease,  the  establishment  of  a 
pneumothorax  saves  the  pleural  space,  allows 
the  artificial  pneumothorax  to  be  continued 
indefinitely  and  usually  obviates  the  neces- 
sity of  thoracoplasty  or  extrapleural  pneu- 
molysis. Adequate  x-ray  observation  of  the 
underlying  lung  is  also  possible  after  the 
removal  of  fluid  and  introduction  of  mod- 
erate amounts  of  air.  Secondary  infection 
does  not  occur  from  this  minor  procedure 
if  aseptic  technic  is  practiced. 

The  patient  should  be  put  to  bed  at  com- 
plete rest  until  two  to  four  weeks  after  the 
temperature  has  reached  normal  levels. 
Then  he  may  be  allowed  up  gradually  over 
a period  until  at  about  the  end  of  three 
months  the  patient  is  up  all  day,  and  taking 
daily  walks. 

Recourse  should  be  had  to  all  available 
methods  to  assess  the  presence  or  absence 
of  an  active  inflammatory  process This 
should  include  thorough  history  and  physi- 
cal examination,  comparison  of  weight  with 
previous  weights,  temperature  and  pulse 
charts,  frequent  appraisal  of  sedimentation 
rates,  fasting  gastric  analysis  for  tubercule 
bacilli,  direct  smear  examination,  culture 
and  guinea  pig  inoculation  of  the  pleural 
fluid  and  serial  x-ray  films. 

In  summary,  primary  (idiopathic)  pleural 
effusion  is  regarded  as  synonomous  with 
tuberculous  effusion  and  so  should  be 
thought  of  as  an  active  tuberculous  process 
with  the  same  potentialities  for  future 
spread  and  disability  as  any  other  form  of 
active  tuberculosis  in  the  body.  It  demands 
the  same  meticulous  care  that  is  given  to 
active  visible  parenchymal  disease  of  the 
lung.  The  incidence  of  active  parenchymal 
disease  following  pleural  effusion  is  high, 
varying  from  20  to  50  percent  in  various 
reports. 

(Bibliography  in  Reprints) 


Committee  on  Fractures  and  Other  Traumas 
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THE  CARE  OF  HAND  INJURIES 
Part  II 

Requirements  of  Early  Definitive  Treatment 


I.  The  first  aid  treatment  of  hand  in- 
juries is  directed  fundamentally  at  protec- 
tion. It  should  provide  protection  from  in- 
fection, from  added  injury,  and  from  future 
disability  and  deformity.  This  protection  is 
afforded  by  noninterference  with  the  wound, 
cleanliness  of  surrounding  areas,  the  appli- 
cation of  sterile  protective  dressings  and  im- 
mobilization in  the  position  of  function. 

II.  The  general  requirements  for  proper 
early  definitive  care  are : 

A.  Thorough  evaluation  of  the  injury. 

1.  Determination  of  the  time,  place,  causative 
agent  and  mechanism  of  the  injury. 

2.  Determination  of  the  nature  and  extent  of  the 
first  treatment  given. 

3.  Determination  of  infection  status;  whether 
the  wound  is  relatively  clean,  grossly  contaminated 
or  with  infection  established. 

4.  General  nature  of  the  wound;  i.e.,  contusion, 
abrasion,  burn,,  incised  wound,  lacerated  wound, 
crushing  wound,  puncture  wound,  tooth  wound, 
imbedded  foreign  body,  fracture,  compound  fracture, 
amputation  or  combined  injuries. 

5.  Evaluation  of  structural  damage. 

(a)  Degree  and  extent  of  surface  injury. 

(b)  Source  of  major  bleeding. 

(c)  Evidence  of  tendon  or  muscle  damage  by  test- 
ing function  against  resistance. 

(d)  Evidence  of  nerve  injury  elicited  by  testing 
for  motor  and  sensory  functions. 

(e)  Bone  and  joint  injury  determined  by  x-ray. 

(f)  Discovery  and  exact  localization  by  x-ray  of 
suspected  opaque  foreign  bodies. 

B.  Adequate  facilities  and  equipment. 

1.  Each  hospital  or  clinic  should  have  at  least 
one  surgeon  who  is  thoroughly  familiar  with  the 
anatomy  and  physiology  of  the  hand  and  who  is 
prepared  to  undertake  the  early  treatment  of  its 
major  injuries. 

2.  Such  treatment  should  be  rendered  under 
strictly  aseptic  conditions,  preferably  in  an  operat- 
ing room,  with  careful  adherence  to  aseptic  technic 
in  the  matter  of  scrubbing,  draping,  masking  and 
the  use  of  gloves. 

3.  An  adequate  supply  of  appropriate  instru- 
ments. 

4.  Sufficient  assistance  to  assure  good  exposure. 

5.  Good  lighting. 

6.  Provision  of  a bloodless  field  by  means  of 
pneumatic  tourniquet  or  blood  pressure  cuff. 

7.  Complete  anesthesia  for  the  patient,  prefer- 
ably by  general  anesthetic. 

*Prepared  by  the  American  Society  for  Surgery  of  the 
Hand,  October,  1948. 


C.  Application  of  appropriate  treatment. 

1.  Thorough  cleansing  of  a wide  area  around 
the  wound  with  the  wound  protected.  (Entire  hand 
and  forearm).  Shaving,  soap  and  water  scrub. 

2.  Thorough  cleansing  of  the  immediate  wound 
area,  preferably  with  soap  and  water  or  a bland 
detergent.  Antiseptics  should  not  be  used  in  or 
on  the  wound. 

3.  Careful  inspection  of  the  wound  and  assur- 
ance of  adequate  exposure,  by  additional  incision 
if  necessaryj  closely  paralleling  natural  creases. 

4.  Thorough  toilet  of  the  wound,  removing,  under 
inspection,  all  foreign  matter.  Excision,  by  sharp 
and  careful  dissection,  of  all  completely  devitalized 
or  grossly  soiled  tissue  in  the  wound  surfaces.  It 
is  essential  that  the  greatest  care  be  exercised  to 
spare  all  tissues  that  may  be  viable,  particularly 
skin,  tendon,  nerve  and  bone  fragments. 

5.  Assurance  of  hemostasis  by  ligation  of  major 
injured  vessels. 

6.  Repair  of  injured  nerves  by  end-to-end  union 
with  fine  interrupted  perineural  sutures.  The  unit- 
ing of  divided  digital  nerves  is  important  to  future 
function. 

7.  Repair  of  other  soft  tissue  injuries,  where 
appropriate;  i.e.,  in  clean  wounds  of  short  duration, 
in  well-cleaned  contaminated  wounds  of  not  over 
eight  hours’  duration,  never  in  wounds  with  estab- 
lished infection. 

8.  Reduction  of  fractures  and  dislocations,  and 
retention  in  corrected  position  by  traction  or  splint- 
ing in  the  position  of  function  (position  of  grasp 
with  wrist  in  dorsiflexion). 

9.  Application  of  protective  dressing,  fingers 
separated  by  gauze  and  hand  immobilized  to  such 
extent  as  may  be  necessary  to  permit  healing,  in 
the  position  of  function  (never  in  the  flat  position). 

10.  Administration  of  antibiotics  and  protective 
antitoxin  as  indicated. 

D.  After-treatment. 

1.  Elevation  and  rest  of  the  hand. 

2.  Noninterference  with  initial  dressing  for  a 
sufficient  time  to  permit  healing,  unless  evidences 
of  suppuration  develop. 

3.  Restoration  of  skin  coverage  of  denuded  areas 
at  earliest  possible  time.  Partial  thickness  skin 
grafting  is  a simple  and  valuable  means  of  promot- 
ing early  healing. 

4.  Early  restoration  of  function  for  nonaffected 
parts  of  the  hand  by  directed  active  motion  to  the 
fullest  extent  that  will  not  jeopardize  healing  of  re- 
paired stnictures. 

5.  Restoration  of  function  in  affected  parts  of 
the  hand  by  directed  active  motion  as  early  as  is 
consistent  with  full  healing  and  preservation  of 
the  repair  of  damaged  structures. 

Subsequent  articles  will  deal  with  the  par- 
ticular treatment  of  special  types  of  injuries. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  next  annual  Assembly  of  the  Nebraska 
State  Medical  Association  will  be  held  in 
Omaha  on  May  3,  4,  and  5,  1949.  If  you 
wish  to  read  a paper  before  this  Assembly 
send  the  title  to  Dr.  R.  B.  Adams,  416  Fed- 
eral Securities  Bldg.,  Lincoln  8,  Nebr.  Do 
so  at  once.  No  titles  will  be  accepted  after 
January  1,  1949. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

Eighteen  outstanding  medical  teachers 
have  been  selected  by  the  Program  Commit- 
tee for  the  first  Annual  Scientific  Assembly 
of  the  American  Academy  of  General  Prac- 
tice to  be  held  in  Cincinnati,  at  the  beauti- 
ful Netherlands  Plaza  Hotel  next  March  7, 
8,  and  9.  The  names  of  the  essayists  and 
their  subjects  will  be  announced  later. 

On  September  15  the  Executive  Commit- 
tee of  the  Board  of  Directors,  composed  of 
President  Paul  A.  Davis,  Akron,  Dr.  E.  C. 
Texter,  Detroit,  and  Dr.  U.  R.  Bryner,  Salt 
Lake  City,  met  with  the  Program  Committee 
and  the  members  of  all  special  committees 
concerned  with  preparations  for  the  Assem- 
bly in  Cincinnati  to  go  over  all  preliminary/ 
details  for  the  meeting.  Doctors  Davis  and 
Texter  are  co-chairmen  of  the  Program  Com- 
mittee. Other  members  are  Dr.  F.  G.  Benn, 
Minneapolis,  Dr.  R.  C.  McElvain,  St.  Louis, 
and  Dr.  J.  P.  Sanders,  vice-president  of 
Shreveport,  Louisiana. 


Sunday  evening  October  24,  1948,  Dr.  P. 
A.  Davis  of  Akron,  Ohio,  National  President 
of  the  American  Academy  of  General  Prac- 
tice, addressed  the  Nebraska  chapter  of  the 
Academy.  The  occasion  was  a dinner  meet- 
ing of  the  chapter  and  visiting  MD’s  to  the 
Midwest  Clinical  Meeting  and  their  wives. 
Drs.  H.  C.  Lueth,  dean  of  Nebraska  Medical 
College,  P.  J.  Carroll,  dean  of  Creighton  Med- 
ical College,  James  Kelly,  President,  Douglas 
County  Medical  Society,  H.  M.  Jahr,  Secre- 
tary of  Douglas  County  Medical  Society,  J. 
E.  M.  Thomson,  President  of  Nebraska  State 
Medical  Association,  were  guests  of  honor. 

Dr.  P.  A.  Davis  gave  an  informal  address 
followed  by  questions  from  the  floor  and 
comments  from  the  Deans  of  the  Medical 
Schools.  A comprehensive  coverage  of  ‘Gen- 
eral Practice’  ensued  and  all  concerned  left 
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after  an  enjoyable  evening  digesting  several 
important  facts.  Namely : 

(1)  It  is  important  that  the  general  practitioner 
get  over  his  ‘Inferiority  Complex’  and  realize  that 
organization  is  essential. 

(2)  General  Practice  has  no  ax  to  grind  with 
specialities,  rather  by  improving  its  own  status 
it  will  augment  the  specialties. 

(3)  In  order  to  preserve  ‘Rural  Medicine’  stu- 
dents must  be  encouraged  to  become  general  prac- 
titioners and  get  away  from  the  trend  to  make 
specialists  of  every  one  graduating  from  medical 
school. 

(4)  The  army  and  navy  have  established  sec- 
tions of  ‘General  Practice’  in  their  programs  grant- 
ing equal  ratings  with  the  specialists  and  offering 
the  same  opportunities  for  promotion. 

(5)  Several  medical  schools  have  set  up  sections 
of  ‘General  Practice’  with  the  view  of  turning  out 
capable  men  for  the  smaller  communities. 

(6)  The  Academy  of  General  Practice  is  en- 
couraging smaller  communities  to  provide  adequate 
living  quarters  and  medical  facilities  to  encourage 
general  practitioners  to  settle  in  them. 

(7)  The  Academy  of  General  Practice  demands 
that  its  members  complete  a minimum  of  hours 
in  postgraduate  work  and  attendance  at  medical 
meetings  which  will  indubitably  raise  the  standard 
of  medicine  practiced. 

(8)  Organization  is  imperative  to  forestall  ‘so- 
cialized medicine.’ 

Recently  your  Maternal  and  Child  Health 
Committee  met  with  the  State  Department 
of  Assistance  and  Child  Welfare.  Several 
matters  of  concern  both  to  the  profession  and 
to  the  Department  of  Assistance  and  Child 
Welfare  were  discussed.  There  has  been  in 
the  past  and  we  are  sure  that  in  the  future 
there  will  be  close  cooperation  between  the 
medical  profession  and  the  State  Department 
of  Assistance  and  Child  Welfare.  From  time 
to  time  we  will  publish  explanations  and  in- 
structions which  we  hope  will  be  helpful  to 
the  profession. 

The  Maternal  and  Child  Welfare  Commit- 
tee realizes  that  there  are  many  problems  and 
headaches  both  from  the  standpoint  of  the 
medical  profession  and  the  State  Department 
of  Assistance  and  Child  Welfare  and  we  hope 
that  these  can  be  kept  to  a minimum  by  ex- 
planations. It  is  our  desire  that  you  feel 
free  to  contact  us  personally  for  any  help  in 
your  perplexing  problems. 

THE  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE, 

R.  E.  GARLINGHOUSE,  Chairman. 


WEST  CENTRAL  DIABETES 
ASSOCIATION 

National  Diabetes  Week,  sponsored  by  the 
American  Diabetes  Association  will  be  held 
December  6 to  12.  The  West  Central  Dia- 
betes Association  has  developed  a program 
for  the  State  of  Nebraska  and  surrounding 


regions.  The  purpose  of  this  week  is  to  call 
attention  to  one  the  million  undiscovered 
diabetics  of  the  United  States,  as  indicated 
by  the  recent  surveys  of  the  United  States 
Public  Health  Department.  A Diabetes  De- 
tection drive  will  follow  Diabetes  Week  on 
a year  round  basis.  Public  meetings  have 
been  arranged  in  Omaha  and  in  Grand  Island 
and  other  public  meetings  are  in  the  process 
of  being  developed  in  other  communities. 
Local  radio  programs  have  been  arranged 
through  all  radio  stations  in  Omaha.  In 
addition  the  A.D.A.  radio  broadcast.  In 
addition  clinical  meetings  for  the  medical  pro- 
fession are  being  held  in  Omaha,  Lincoln, 
Wayne  and  Grand  Island,  and  in  other  com- 
munities where  such  can  be  arranged. 

The  public  meeting  in  Omaha  will  be  held 
at  the  Joslyn  Lecture  Room  on  Tuesday  De- 
cember 7 at  8 p.  m.  This  will  take  the  form 
of  a panel  discussion  with  Drs.  Fatheree, 
Lueth,  Wilhelm j and  Miss  Vesta  Davis  par- 
ticipating. A question  period  will  follow 
these  discussions.  Mr.  Raymond  G.  Young 
will  be  moderator.  Dr.  Henry  T.  Ricketts 
will  give  a talk  before  the  Omaha  Douglas 
County  Medical  Society  on  December  1 4on 
the  subject  “Vascular  Complications  of  Dia- 
betes.” On  December  15  Dr.  Ricketts  will 
present  a similar  paper  before  the  Lancaster 
County  Medical  Society  in  Lincoln.  The  Five 
County  Medical  Society  is  sponsoring  a clini- 
cal program  at  Wayne  on  November  16  with 
Dr.  C.  R.  Hankins  presenting  a discussion  of 
The  Office  Management  of  the  Diabetic  Pa- 
tient. The  Tri  County  Medical  Society  will 
have  both  a clinical  and  a lay  meeting  at 
Grand  Island  on  December  9 with  Dr.  M. 
Margolin  presenting  the  discussions. 

A committee  of  the  West  Central  Diabetes 
Association  is  under  the  chairmanship  of  Dr. 
Joseph  A.  Pleiss  of  Omaha,  is  now  making 
plans  for  carying  on  the  Detection  Drive 
throughout  this  territory.  A publicity  cam- 
paign is  being  devised  to  induce  people  to  see 
their  doctors  for  check-up  with  special  em- 
phasis on  those  with  a family  history  of  dia- 
betes and  on  the  obese.  The  entire  program 
has  received  the  endorsement  of  tht  A.M.A. 
as  well  as  state  and  county  medical  societies. 

In  addition  the  A.D.A.  radio  broadcast 
will  be  presented  on  NBC  National  hookup 
on  December  11.  The  subject  for  this  broad- 
cast will  be  “Wanted,  Unknown  Diabetics.” 
Featured  speakers  on  this  program  will  be 
Dr.  Elliott  P.  Joslin  and  Dr.  Howard  F.  Root 
of  Boston;  Dr.  Chas.  H.  Best,  Toronto,  and 
Dr.  Lester  J.  Palmer,  Seattle,  Wash. 
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NEWS  and  VIEWS 


At  the  thirty-fourth  Convocation  of  the 
American  College  of  Surgeons,  on  Friday 
evening,  October  22,  the  closing  session  of 
the  Clinical  Congress  in  Los  Angeles,  943 
fellowships  and  seven  honorary  fellowships 
were  conferred — the  largest  class  of  initiates 
since  1914.  The  following  Nebraskans  are 
included  in  this  list: 


Harley  E.  Anderson  Omaha 

Richard  E.  Garlinghouse  ..  Lincoln 

Leon  S.  McGoogan  Omaha 

John  F.  Nilsson  Omaha 

Chester  H.  Walters,  Jr.  ....  Omaha 


To  aid  in  the  national  campaign  to  combat  ve- 
nereal diseases,  WJZ  will  present  a series  of  pro- 
grams on  their  spread  and  control  beginning  with  a 
broadcast  Monday,  Nov.  15,  at  11:35  p.  m.,  EST. 

Presented  with  the  cooperation  of  Columbia  Uni- 
versity and  the  U.  S.  Public  Health  Service,  the 
first  broadcast,  “Ghosts  of  Yesterday,”  will  deal 
with  congenital  syphilis.  The  broadcast  will  pre- 
sent inteiwiews  made  by  ABC  correspondent  George 
Hicks  with  patients  and  doctors  in  a hospital  treat- 
ing V.D.  cases. 

The  WJZ  series  is  under  the  supervision  of  Erik 
Barnouw,  writer  of  the  ABC  documentary,  “V.D. — • 
A Conspiracy  of  Silence,”  presented  by  the  Public 
Affairs  Department  of  the  American  Broadcasting 
Company  in  April.  The  hour-long  dramatized  net- 
work study  spearheaded  the  national  radio  cam- 
paign to  educate  the  public  in  the  prevention  and 
cure  of  social  diseases.  Hicks  was  narrator  on 
the  documentary  broadcast. 


A.M.A.  News 

SPECIAL  TOURS  FOR  ATLANTIC 
CITY  MEETING 

The  International  Travel  Service,  Palmer  House, 
119  South  State  Street,  Chicago,  is  organizing 
two  interesting  deluxe  post-convention  trips  for 
A.M.A.  members  attending  the  annual  convention 
in  Atlantic  City,  June  6 to  10,  1949. 

Plans  call  for  a special  train  to  leave  Chicago 
for  Atlantic  City  on  Saturday,  June  4.  The  special 
will  go  directly  to  Atlantic  City  for  the  convention, 
leaving  for  New  York  on  Friday  morning  June  10. 
An  evening  of  fun  has  been  planned  for  the  guests 
in  New  York  that  night.  On  Saturday  evening 
the  party  will  depart  on  a delightfully  planned 
trip  into  Canada  by  train  and  steamer. 

In  addition,  the  International  Travel  Service  is 
planning  an  all-expense  airplane  cruise  to  Ber- 
muda from  New  York.  This  itinerary  is  flexible 
with  departures  on  June  10,  11  and  12  for  four, 
five  or  six-day  visits.  Guests  will  stay  at  the  St. 
George  hotel. 


All-expense  rates  include  railroad  or  airplane 
fare,  roundtrip,  hotel  rooms  with  bath,  steamer 
accommodations,  meals  according  to  itinerary,  sight- 
seeing, baggage  and  a Tour  Conductor  for  all  fa- 
cilities. 

Reservations  for  the  tour  train  must  be  com- 
pleted by  April  1 and  for  the  airplane  trip  by  May 
1.  Further  detailed  information  can  be  obtained 
from  the  International  Travel  Service. 


SEX  FILMS  FOR  SCHOOLS 

The  Committee  on  Medical  Motion  Pictures  of  the 
A.M.A.  has  secured  the  movie,  “Human  Growth,” 
16  mm.,  color,  sound,  750  feet  (1  reel),  which  is 
designed  to  teach  the  facts  of  life  to  children  in 
the  sixth  through  ninth  grades  of  junior  high  school. 

Several  months  ago  Life  magazine  termed  this 
movie,  first  shown  in  Oregon,  as  “epoch-making.” 
It  makes  clear  the  growth  of  the  human  body,  the 
development  of  the  glands  and  the  reproductive 
process.  But  more  important,  it  stimulates  class- 
room discussion. 

The  movie  is  only  19  minutes  long,  but  into  it  has 
gone  nearly  10  years  of  careful  research,  financed 
by  the  University  of  Oregon’s  E.  C.  Brown  Trust 
Fund.  Its  author.  Dr.  Lester  F.  Beck,  a professor 
of  psychology  at  the  university,  had  tested  every 
step  of  the  filming  with  parents  and  teachers. 

The  committee  has  procured  another  film  entitled 
“Human  Reproduction,”  black  and  white,  sound  825 
feet  (1  reel),  showing  time  23  minutes,  which  illus- 
trates the  anatomy  and  physiology  of  the  human  re- 
productive system  with  explanation  of  ovulation  and 
menstruation. 

A third  film  entitled  “A  Life  in  Your  Hands,” 
black  and  white,  sound,  showing  time  nine  minutes, 
depicts  the  new  National  Blood  Program  and  por- 
trays why  this  program  is  so  urgent  at  this  time. 

Physicians  called  upon  to  address  lay  audiences 
such  as  service  organizations,  parent-teacher  asso- 
ciations and  other  groups  may  find  these  films  a 
useful  adjunct  in  their  lectures.  The  films  are  pro- 
curable on  loan  to  physicians  from  the  committee. 


PENICILLIN  IN  TREATMENT  OF  TETANUS 

Penicillin  is  a valuable  aid  in  the  treatment  of 
tetanus,  commonly  known  as  lockjaw,  according  to 
three  physicians  of  San  Juan,  Puerto  Rico. 

Writing  in  the  September  18  issue  of  The  Jour- 
nal of  the  American  Medical  Association,  the  physi- 
cians— R.  S.  Diaz-Rivera,  Luis  R.  Deliz,  and  Jose 
Berio- Suarez — describe  a study  of  59  patients  who 
were  treated  for  tetanus  at  the  San  Juan  City 
Hospital. 

Penicillin  should  be  given  with  the  tetanus  anti- 
toxin, they  say.  The  mortality  rate  for  all  patients 
treated  was  more  than  20  per  cent,  and  the  mor- 
tality rate  of  patients  who  were  given  enough  peni- 
cillin to  constitute  a “fair  trial”  of  the  drug  was 
nearly  18  per  cent. 

This  study  shows  that  tetanus  has  a much  higher 
mortality  rate  among  Negroes  than  among  white 
persons.  The  rate  among  white  persons  was  slight- 
ly more  than  15  per  cent,  while  the  rate  among 
Negroes  was  30  per  cent. 
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It's  time  to  send  this  heart:g  §reetin§ 

That’s  old,  hut  alvOa^gs  Worth  repeating:  , 

MERRY  CHRISTMAS! 

HAPPY  NEW  YEAR! 
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Clearwater 
Benson,  Harry  W. 
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Guar.  Mut.  Life  Ins.  Co. 
Omaha 
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Lincoln 

Elliott,  Thos.  S. 
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301  Woodmen  Accident  Bldg. 
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721  Medical  Arts  Bldg. 
Omaha 

Farrell,  Robert  F. 

411  Medical  Arts  Bldg. 
Omaha 

Fasser,  A.  O. 

Fremont 
Fatherree,  L.  L. 

City  Health  Dept. 

Omaha 

Fechner,  A.  H. 

Bethesda.  Maryland 
Feese,  J.  P. 

Hastings 
Fellers,  A.  B. 

Palisade 
Fellman,  A.  C. 

316  City  Natl.  Bank  Bldg. 
Omaha 

Fenstermacher,  R.  C. 

Auburn 

Ferciot.  C.  Fred 
1104  Sharp  Bldg. 

Lincoln 

Fetter,  Earl  W. 

North  Platte 
Feusner,  Henr>'  D. 

Twin  Falls,  Idaho 
Findley,  David  P. 

446  Aquila  Court.  Omaha 
Findley,  Palmer  (Honorary) 

446  Aquila  Court,  Omaha 
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Finegan,  James  F. 

415  Medical  Arts  Bldg. 
Omaha 

Finlayson,  Alister  I. 

1527  Medical  Arts  Bldg. 
Omaha 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Lincoln 

Finney,  Lawrence  E. 

323  So.  14th  St. 

Lincoln 

Fitzgibbons,  Robert  J. 

446  Aquila  Court 
Omaha 

Flanagan,  May  L. 

5515  South  St. 

Lincoln 

Flansburg,  H.  E. 

502  Bankers  Life  Bldg. 
Lincoln 

Flebbe,  Richard 
North  Platte 
Fleishtnan,  Max 
260  Aquila  Court 
Omaha 

Fletcher,  D.  L. 

Orchard 

Fletcher,  W.  G. 

Orchard 

Fochtman,  L.  H. 

Cozad 

Follman,  John  C. 

1136  First  Natl.  Bank  Bldg. 
Omaha 
Foote,  C.  M. 

Hastings 
Foote,  D.  B. 

Hastings 
Foote,  E.  C. 

Hastings 

Formanack,  C.  J. 

Syracuse 
Forney,  L.  W. 

Crete 

Foster,  Miles  E.,  Jr. 

1407  Medical  Arts  Bldg. 
Omaha 

Fouts,  Frederick 
Central  City 
Fouts,  R.  W. 

1007  Medical  Arts  Bldg. 
Omaha 

Francis,  H.  W.  (Honorary) 
Bancroft 

Francis,  Marvyn  B. 

106  W.  20th  St. 

Bellevue 
Frandsen,  Chas. 

1120  Medical  Arts  Bldg. 
Omaha 

Frank,  Carl  L. 

Scottsbluff 
Franklin,  W.  S. 

Scottsbluff 
Frazer,  M.  D. 

1037  Stuart  Bldg. 

Lincoln 

French,  Ivan  M. 

Wahoo 

French,  O.  W. 

O’Neill 

Freymann,  J.  J. 

1113  Medical  Arts  Bldg. 
Omaha 

Friesen,  Harold  F. 

Yutan 

Frink,  Frank  L.  (Honorary) 
Newman  Grove 
Fuenning,  S.  I. 

University  of  Nebraska 
Lincoln 

Furgason,  A.  P.  (Honorary) 

303  Richards  Blk. 

Lincoln 

Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Omaha 

Garlinghouse,  R.  E. 

723  Sharp  Bldg. 

Lincoln 

Garlinghouse,  Robert  O. 

921  Stuart  Bldg. 

Lincoln 
Garner,  F.  L. 

Madison 
Gately,  H.  S. 

Syracuse 

Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Omaha 

Gedgoud,  John  L. 

304  So.  42nd  St. 

Omaha 


Geer,  Robert  R. 

Grand  Island 
Gentry,  W.  Max 
Gering 

Gentry,  Wm.  J. 

Gering 

Gerald,  H.  F. 

Creighton  University 
School  of  Med. 

Omaha 

Gibbons,  Chas.  K. 

Kearney 
Gibson,  L.  W. 

908  Trust  Bldg. 

Lincoln 

Gifford,  Harold,  Jr. 

1620  Medical  Arts  Bldg. 
Omaha 

Gill,  James  W. 

Chambers 
Gilligan,  J.  P.,  Jr. 

Nebraska  City 
Gillespie,  James  C. 

Falls  City 
Gleeson,  John  J. 

601  City  Natl.  Bank  Bldg. 
Omaha 

Goehring,  Walter 
Blair 

Goetowski,  Paul 
2301  So.  13th  St. 

Lincoln 

Graham,  W.  W. 

Elgin 

Green,  M.  C. 

Oakland,  Calif. 

Greenberg,  Abraham 
320  Med.  Arts  Bldg. 

Omaha 

Greenberg,  Ben 
York 

Greenberg,  M.  M. 

516  Medical  Arts  Bldg. 
Omaha 

Greene,  Arthur  M. 

629  Medical  Arts  Bldg. 
Omaha 

Grier,  John  J. 

1307  Medical  Arts  Bldg. 
Omaha 
Grier.  M.  E. 

1307  Medical  Arts  Bldg. 
Omaha 

Grimm,  B.  H. 

Sidney 
Griot,  A.  J. 

Chadron 

Grodinsky,  Manuel 

902  Medical  Arts  Bldg. 
Omaha 

Guildner,  C.  Wayne 
Hastings 

Gurnett,  Thos.  J. 

802  Medical  Arts  Bldg. 
Omaha 

Hahn,  W.  N. 

517  City  Natl.  Bank 
Omaha 

Hall,  Lynn  T. 

1204  Medical  Arts  Bldg. 
Omaha 

Hamilton,  Frank  T. 

Friend 

Hamsa,  W.  R. 

527  Medical  Arts  Bldg. 
Omaha 

Hancock,  E.  W. 

823  Sharp  Bldg. 

Lincoln 
Hand,  Geo.  J. 

Alliance 

Haney,  W.  P.  (Honorary) 
1500  Medical  Arts  Bldg. 
Omaha 

Hanigan,  J.  J. 

Hallam 

Hanisch,  E.  C. 

St.  Paul 
Hanisch,  L.  E. 

1218  Medical  Arts  Bldg. 
Omaha 

Hankins,  Chas.  R. 

1414  Medical  Arts  Bldg. 
Omaha 

Hanna,  Joe  T. 

Scottsbluff 
Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Omaha 

Hansen,  Geo.  M. 

4826  So.  24th 
Omaha 

Hansen,  H.  C. 

Kearney 

Hansen,  Warren  D. 

Wisner 


Hanson,  Hodson 
Kearney 
Hardy,  C.  C. 

1216  Medical  Arts  Bldg. 
Omaha 

Harman,  L.  D. 

Armed  Forces 
Harms,  Chas.  W. 

1401  Sharp  Bldg. 

Lincoln 

Harrington,  A.  E. 

Hastings 
Harris,  T.  T. 

Clarkson  Hospital 
■Omaha 

Harrison,  Merle  A. 

Kearney 
Harrison,  U.  S. 

Neligh 

Harry,  R.  E. 

York 

Hartigan,  John  D. 

802  Medical  Arts  Bldg. 
Omaha 

Hartmann,  Clarence  M. 
6603  No.  30th 
Omaha 

Harvey,  Andrew 
Fremont 
Harvey,  E.  A. 

Ogallala 
Harvey,  H.  E. 

723  Sharp  Bldg. 

Lincoln 

Harvey,  H.  M. 

Gothenburg 
Harvey,  W.  C. 

Gering 

Haslam,  Geo.  A. 

Fremont 

Hathaway,  F.  H. 

800  So.  13th  St. 

Lincoln 

Hawkins,  A.  L. 

2120i/o  No.  24th 
Omaha 
Hayes,  C.  B. 

Lyons 

Hays,  E.  R. 

New  York,  N.  Y. 

Heath,  G.  A. 

Fairbury 
Heider,  Chas.  F. 

North  Platte 
Heidrick,  Paul  J. 

905  Stuart  Bldg. 

Lincoln 

Heim,  Harlan  S. 

Humboldt 
Heine,  C.  D. 

Hooper 
Heine,  L.  H. 

Fremont 
Heine,  W.  H. 

Fremont 
Heinrichs,  E.  J. 

Armed  Forces 
Heiser,  E.  N. 

3322  Starr  St. 

Lincoln 

Hellwig,  J.  W.  (Honorary) 
5221  Jones  St. 

Omaha 

Hemphill,  W.  J. 

North  Loup 
Hennegan,  G.  F. 

6110  Military  Ave. 
Omaha 

Henske,  Joseph  A. 

1614  Medical  Arts  Bldg. 
Omaha 

Hepperlen,  H.  M.,  Jr. 
Beatrice 

Herhahn,  Frank  T. 
Scottsbluff 

Herpolsheimer,  Robert  W. 

Humphrey 
Hervert,  J.  Wm. 

801  Federal  Sec.  Bldg. 
Lincoln 

Heumann,  J.  M.  F. 

6110  Military  Ave. 
Omaha 

Heywood,  Leo  T. 

1307  Medical  Arts  Bldg. 
Omaha 

Hickey,  C.  W. 

Bennington 
Hickman,  C.  C. 

1028  Stuart  Bldg. 
Lincoln 

Hickman,  J.  C. 

Geneva 

Hildinger,  Albert,  Jr. 
Papillion 


Hill,  F.  C. 

430  Aquila  Court 
Omaha 
Hill,  W.  H. 

Fremont 
Hill,  W.  Ray 
Milford 
Hille,  C.  F. 

Beaver  Crossing 
Hilton,  Hiram  D. 

1037  Stuart  Bldg. 

Lincoln 

Hinkle,  Warren  I. 

Wadsworth,  Kansas 
Hirschman,  Herman 

456  Brandeis  Theatre  Bldg. 
Omaha 
Hobbs,  E.  T. 

1700  So.  24th  St. 

Lincoln 
Hodam,  J.  A. 

Filley 

Hodnett,  W.  P. 

Scottsbluff 
Hoevet,  L.  H. 

Chadron 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Omaha 

Hoffmeister,  Geo. 

Imperial 

Hohlen,  K.  S.  J. 

914  Federal  Sec.  Bldg. 
Lincoln 

Hollenback,  Carl  F. 

5821  Military  Ave. 

Omaha 
Holm,  A.  H. 

Wolbach 
Holmes,  Lee  C. 

Central  City 
Holmes,  Wm.  E. 

Gering 
Holst,  John 

724  City  Natl.  Bank  Bldg. 
Omaha 

Homan,  Richard  W. 

Crete 

Hombach,  Wm.  H. 

Grand  Island 
Hompes,  J.  J. 

702  Sharp  Bldg. 

Lincoln 
Hook,  R.  L. 

Rushville 

Horwich,  Joseph  M. 

717  Kilpatrick  Bldg. 
Omaha 
Hotz,  Harley 

1013  Redick  Tower 
Omaha 

Howard,  C.  D. 

Blair 

Howard,  M.  C. 

802  Medical  Arts  Bldg. 
Omaha 

Howell,  W.  L. 

Hyannis 
Howley,  A.  N. 

Norfolk 

Hranac,  Chas.  E. 

Cozad 

Hubenbecker,  J.  C. 

Morse  Bluffs 
Huber,  Paul  J. 

Crete 

Hudgel,  L.  E. 

Scottsbluff 
Hughes,  D.  O. 

Fairbury 
Hughes,  Leo  V. 

304  City  Natl.  Bank  Bldg. 
Omaha 

Hull,  Wayne  M. 

104  So.  39th  St. 

Omaha 

Hummel,  R.  O. 

1025  Sharp  Bldg. 

Lincoln 

Humphrey,  H.  H. 

Daykin 

Hungerford,  Wm.  E. 

1904  Spencer 
Omaha 

Hunt,  Howard  B. 

Methodist  Hospital 
Omaha 

Hustead,  C.  L. 

Falls  City 
Hyde,  John  F. 

812  Omaha  Loan  & Bldg. 
Omaha 

Hynes,  Wm.  P. 

Washington,  D.  C. 

Imes,  Loren  E. 

Russelville,  Ark. 
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Ingham,  Chas.  G. 

Norfolk 

Ingham,  C.  T.  (Honorary) 
Alhambra,  Calif. 

Ingram,  J.  E. 

Nelson 
Irvin,  I.  W. 

Auburn 
Isacson,  Sven 
409  Aquila  Court 
Omaha 
Ivins,  R.  L. 

Crawford 
Iwersen,  Frank  J. 

915  Medical  Arts  Bldg. 
Omaha 

Iwersen,  J.  C. 

236  Medical  Arts  Bldg. 
Omaha 

Jahr,  Herman  M. 

Ill  So.  39th  St. 

Omaha 

Jakeman,  H.  A. 

F remont 
James,  C.  S. 

615  Medical  Aids  Bldg. 
Omaha 
James,  L.  D. 

McCook 

James,  Maurice  C. 

Columbus 
Jenkins,  Harry  J. 

1113  Redick  Tower 
Omaha 

Jensen,  Frank 
Newman  Grove 
Jester,  Royal  F. 

Kearney 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Omaha 

Johnson,  E.  G. 

Grand  Island 

Johnson,  F.  B.  (Honorarj') 
1110  Sharp  Bldg. 

Lincoln 

Johnson,  F.  G. 

Columbus 

Johnson,  Herman  F. 

831  Medical  Arts  Bldg. 
Omaha 

Johnson,  Julius  A. 

602  Omaha  Loan  & Bldg. 
Omaha 

Johnson,  Marvin  A. 

Plainview 
Johnson,  Myron  C. 

Richmond,  Mo. 

Johnson,  Rudolph  E. 

Wausa 

Johnson,  R.  K. 

Friend 

Johnson.  W.  E. 

Valentine 
Johnston,  G.  F. 

Alliance 
Johnston,  R.  S. 

Kearney 

Jones,  Donald  W. 

Holdrege 
Jones,  R.  T. 

McCook 
Jones,  T.  K. 

Lincoln  State  Hospital 
Lincoln 

Jones,  Wesley  B. 

1514V>  No.  24th  St. 
Omaha 
Judd.  J.  H. 

1020  Medical  Arts  Bldg. 
Omaha 

Kadavy,  G.  J. 

2703  So.  16th  St. 

Omaha 

Kantor,  D.  B. 

Fairbury 

Kantor,  Lester  J. 

Winnebago 
Karrer,  F.  M. 

McCook 

Karrer,  Robert  E. 

York 

Karrer,  R.  W. 

Minatare 
Kasper,  J.  E. 

Prague 
Kavan,  L.  C. 

Schuyler 
Kavan,  W.  J. 

Clarkson 

Keegan,  John  Jay 

1527  Medical  Arts  Bldg. 
Omaha 


Kelley,  D.  T. 

Osceola 
Kelley,  Ernest 
1104  City  Natl.  Bank  Bldg. 
Omaha 

Kelley,  Wm.  E. 

1104  City  Natl.  Bank  Bldg, 
Omaha 

Kelly,  James  F. 

816  Medical  Arts  Bldg. 
Omaha 

Kemp,  Wm.  T. 

2828  No.  16th  St. 

Omaha 

Kempf,  T.  A. 

492314  So.  24th  St. 

Omaha 

Kennedy,  H.  B. 

Insurance  Bldg. 

Omaha 

Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Omaha 

Kennedy,  J.  F. 

Alliance 

Kenner,  W.  C.,  Jr. 

Nebraska  City 
Kenney,  B.  V. 

617  Medical  Arts  Bldg. 
Omaha 

Kerr,  Robert  H. 

Alma 

Kerr,  T.  J. 

North  Platte 
Ketter,  W.  D. 

Falls  City 
Kile,  J.  B. 

Eddyville 
Kilgore,  W.  S. 

York 

King,  H.  E.  (Deceased) 
Kingsley,  D.  W. 

Hastings 
Kirchman,  R.  C. 

Des  Moines,  la. 

Kirk,  E.  J. 

434  Aquila  Court 
Omaha 

Klabenes,  F.  J. 

1020  Medical  Arts  Bldg. 
Omaha 

Kleitsch,  Wm.  P. 

Veterans  Hospital 
Lincoln 

Kleyla,  John  R. 

712  Medical  Arts  Bldg. 
Omaha 

Knauff,  Harry  A. 

Loup  City 
Kobza,  Valerian  V. 

Rapid  City,  So.  Dakota 
Koebbe,  E.  E. 

Columbus 
Koefoot,  Theo.  H. 

Broken  Bow 
Koefoot,  Theo.,  Jr. 

Broken  Bow 
Kohtz,  R.  H. 

Bloomfield 
Kolouch,  F.  G. 

Schuyler 
Kolouch,  Fred 

Twin  Falls,  Idaho 
Koory,  S.  B. 

Schuyler 
Korth.  Z.  N. 

1319  Medical  Arts  Bldg. 
Omaha 

Kostal.  O.  A. 

Hastings 
Kovar,  J.  D. 

Hartington 
Kovar,  Wm.  Riley 
St.  Joseph’s  Hospital 
Omaha 

Krampert,  F.  L. 

Auburn 

Kreymborg,  O.  C. 

North  Platte 
Krieg.  Jacob,  Jr. 

Scottsbluff 
Kriz.  R.  E. 

Lynch 

Kroupa,  Wm.  E. 

492314  So.  24th 
Omaha 

Kucera,  Lad  J. 

Veterans  Hospital 
Lincoln 

Kully,  Herman  E. 

516  Medical  Arts  Bldg. 
Omaha 

Kuncl,  Joseph,  Jr. 

Alliance 
Kunkel,  L.  N. 

Weeping  Water 


Kuper,  Herbert  D. 

Columbus 

Lamb,  W.  E. 

3761  Mohawk  St. 

Lincoln 

Langdon,  J.  Fred  (Honorary) 
1341  Medical  Arts  Bldg. 
Omaha 

Lanspa,  J.  A. 

Tecumseh 
Larsen,  A.  A. 

South  Sioux  City 
Lathrop,  M.  E. 

Wahoo 
Latta,  E.  J. 

Hastings 

Latterell,  Kenneth  E. 

2725  Bauman  Ave. 

Omaha 

Laughlin,  Joseph  W. 

Elm  Creek 
Lear,  Wm.  D. 

Ainsworth 
Lee,  Leroy  W. 

1436  Medical  Arts  Bldg. 
Omaha 

Lehnhoff,  Henry  J.  (Honorary) 
1037  Stuart  Bldg. 

Lincoln 

Lehnhoff,  Henry  J.,  Jr. 

536  Medical  Arts  Bldg. 
Omaha 

Leininger,  E.  F. 

McCook 
LeMar,  J.  D. 

Fargo,  North  Dakota 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 

Omaha 

Lennemann,  E. 

Falls  City 
Lennox,  Geo.  B. 

231414  No.  24th 
Omaha 

Levine,  Victor 

Creighton  Uni.  Sch’l  of  Med. 
Omaha 

Lewis,  George 

332  Nat’l  Bank  of  Com.  Bldg. 
Lincoln 

Lewis,  James  E. 

Scotia 

Lewis,  N.  H. 

Benkelman 
Lewis,  Raymond  G. 

918  Medical  Arts  Bldg. 
Omaha 

Lipp,  Frank  E. 

516  Medical  Arts  Bldg. 

Omaha 

Liston,  Howard  E. 

Elmwood 
Liston,  O.  E. 

Elmwood 

Lombardo,  Anthony  J. 

640  City  Nat’l  Bank 
Omaha 
Long,  Fred 

City-County  Health  Dept. 
Lincoln 

Long,  Robert  S. 

826  Medical  Arts  Bldg. 

Omaha 

Longacre,  O.  E. 

Rising  City 
Longo,  Chas.  A. 

1912  Franklin 
Bellevue 

Longo,  Joseph  A. 

720  Kilpatrick  Bldg. 

Omaha 

Loudon.  John  R. 

1110  Sharp  Bldg. 

Lincoln 

Loveland,  Grace 
909  Sharp  Bldg. 

Lincoln 

Lovely,  Frank  T. 

1136  First  Nat’l  Bank  Bldg. 
Omaha 

Lovett.  Ivan  C. 

Scottsbluff 
Lucas,  Joseph  F. 

815  W.O.W.  Bldg. 

Omaha 

Luce.  Roscoe  P. 

Fairbury 
Lueth.  Harold  C. 

University  of  Nebraska 
Col.  of  Med. 

Omaha 

Luikart.  Ralph 

708  Medical  Arts  Bldg. 

Omaha 

Lukens,  Isaiah 
Tekamah 


Lull,  C.  C. 

Beaver  City 

Lyman,  R.  A.  (Honorary) 
Tucson,  Arizona 
Lynch,  G.  M. 

Armed  Forces 
Lynch,  J.  Harold 
Fairbury 

McArdle,  G.  Prentiss 
518  Kilpatrick  Bldg. 

Omaha 

McArdle,  G.  M. 

Bellevue 
McAvin,  J.  S. 

Uni.  of  Nebr.  Hospital 
Omaha 

McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
Omaha 

McCarthy,  Joseph  D. 

1036  Medical  Arts  Bldg. 
Omaha 

McCarthy,  T.  F. 

5 Nebraska  Theatre  Bldg. 
Lincoln 

McCleery,  D.  P. 

Beatrice 

McCleneghen,  Sam 

615  City  Nat’l  Bank  Bldg. 
Omaha 

McConahay,  Harold 
Holdrege 

McCrea,  E.  L.  (Honorary) 
Table  Rock 
McDaniel,  V.  S. 

Sargent 

McDermott,  Arnold 

712  Medical  Arts  Bldg. 
Omaha 

McDei-mott,  K.  F. 

Grand  Island 
McDonald,  Hugh  A. 

North  Platte 
McEachen,  Esther  I. 

307  Medical  Arts  Bldg. 
Omaha 

McFee,  John  L. 

Ogallala 

McGee,  Harry  E. 

1126  City  Nat’l  Bank  Bldg. 
Omaha 
McGee,  J.  W. 

430  Aquila  Court 
Omaha 

McGee,  Millard  B. 

1126  City  Nat’l  Bank  Bldg. 
Omaha 

McGirr,  J.  I.  (Honorary) 
Beatrice 

McGoogan,  Leon  S. 

813  Medical  Arts  Bldg. 
Omaha 

McGowan,  P.  H. 

Columbus 
McGrath,  W.  D. 

Grand  Island 
McGrath,  Wm.  M. 

Grand  Island 
McGreer,  John  T. 

924  Sharp  Bldg. 

Lincoln 

McGrew,  K.  C. 

Orleans 

McGuire,  L.  D. 

326  Medical  Arts  Bldg. 
Omaha 

Mclllece,  Raymond  C. 

Nebraska  City 
McIntyre,  A.  R. 

IT  of  N College  of  Medicine 
Omaha 

McKean,  J.  W.  (Honorary) 
Long  Beach.  Calif. 

McKee,  Neil  P. 

Atkinson 

McLaughlin,  Chas.  W.,  Jr. 

413  Medical  Arts  Bldg. 
Omaha 

McLeay,  H.  L. 

Lincoln  State  Hospital 
Lincoln 

McMahon.  Chas.  G. 

Superior 

McMartin,  Chas. 

611  City  Nat’l  Bank  Bldg. 
Omaha 

McMartin,  W.  J. 

611  City  Nafl  Bank  Bldg. 
Omaha 

McMillan,  Aaron  M. 

2892  Miami 
Omaha 

McMillon,  John  A. 

Hastings 
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McNamara,  J.  W. 

633  City  Nat’l  Bank  Bldg. 
Omaba 

McNeil,  L.  S. 

Campbell 
McNeil,  John  S. 

Albion 

Mace,  John  L. 

Hastings 

MacQuiddy,  E.  L. 

478  Aquila  Court 
Omaha 

MacVean,  M.  M. 

Nebraska  City 
Madsen,  Chas.  C. 

6104  ij.  Military  Ave. 

Omaha 

Maggorie,  Carl  H. 

Grand  Island 
Magill,  Van 
Curtis 

Maillard,  A.  E. 

Osmond 
Malloy.  E.  F. 

Fremont 
Malott,  R.  J. 

Scottsbluff 

Mangimelli,  Samuel  T. 

712  Barker  Bldg. 

Omaha 

Manning,  Ernest  T. 

5631  Grant  St. 

Omaha 

Marble,  R.  E. 

1221  First  Nat’l  Bank  Bldg. 
Omaha 

Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Omaha 

Margolin,  M.  (Honorary) 

902  Medical  Arts  Bldg. 
Omaha 

Marsh.  Chas.  L. 

Valley 

Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Omaha 

Martin,  Otis  W.  (Honorary) 
(Deceased) 

Martin,  Paul  J. 

1407  Medical  Arts  Bldg. 
Omaha 

Martin,  R.  D. 

Grand  Island 
Martyn,  D.  T.,  Jr. 

Columbus 
Marvel,  P.  O. 

Giltner 

Marx,  Louis  E. 

901  Federal  Securities  Bldg. 
Lincoln 

Marx,  Paul  D. 

901  Federal  Securities  Bldg. 
Lincoln 
Mason,  C.  T. 

Superior 

Matheny,  Z.  E.  (Honorary) 
Bellwood 
Matson,  Guy  M. 

2730  No.  48th  St. 

Lincoln 

Matson,  Roy  M. 

Wayne 

Mauer,  R.  Thornell 

1520  Medical  Arts  Bldg. 
Omaha 

Maxwell.  J.  T. 

1140  Medical  Arts  Bldg. 
Omaha 

Melcher.  W.  H. 

4826  So.  24th 
Omaha 

Mercer,  Nelson  S. 

2506  Dodge  St. 

Omaha 

Merrick,  A.  J. 

Fremont 
Meyer.  J.  E. 

Columbus 
Miller,  A.  L. 

Washington,  D.  C. 

Miller,  B.  L. 

Loup  City 
Miller.  C.  J. 

Ord 

Miller,  N.  R. 

914  Fed.  Securities  Bldg. 
Lincoln 
Miller,  S.  D. 

5515  South  St. 

Lincoln 

Millett,  Clinton  C. 

304  City  Nat’l  Bank  Bldg. 
Omaha 
Mills,  B.  I. 

Maywood 


Miner,  H.  R. 

Falls  City 
Minnick,  Clarence 
Cambridge 
Misko,  George 

308  First  Nat’l  Bank  Bldg. 
Lincoln 
Mnuk,  F.  J. 

468  Aquila  Court 
Omaha 

Montgomery,  Earl  C. 

1620  Medical  Arts  Bldg. 
Omaha 

Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Omaha 

Moon,  Chas.  F. 

1607  Medical  Arts  Bldg. 
Omaha 

Moon,  Louis  E. 

1326  Medical  Arts  Bldg. 
Omaha 
Moore,  C.  G. 

Fremont 
Moore,  Clyde 

319  Medical  Arts  Bldg. 
Omaha 

Moore,  Harlan  E. 

Sutherland 
Moore,  Ralph  C. 

Methodist  Hospital 
Omaha 

Morehouse,  G.  A. 

Benkelman 
Morgan,  D.  H. 

McCook 
Morgan,  H.  S. 

935  Stuart  Bldg. 

Lincoln 
Morgan,  R.  J. 

Alliance 

Morrison,  Wm.  H. 

1500  Medical  Arts  Bldg. 
Omaha 

Morrow,  B.  E. 

Seward 

Morrow,  C.  W. 

Hastings 
Morrow,  F.  H. 

Columbus 
Morrow,  H.  H. 

Fremont 
Morrow,  H.  N. 

Fremont 

Morrow,  Joseph  (Honorary) 
Seward 

Morrow,  Paul  N. 

1614  Medical  Arts  Bldg. 
Omaha 

Morton,  H.  B. 

1037  Stuart  Bldg. 

Lincoln 

Moser,  R.  Allyn 
1407  Medical  Arts  Bldg. 
Omaha 

Mountford,  F.  A. 

Davenport 

Muehlig,  G.  Kenneth 
636  Medical  Arts  Bldg. 
Omaha 

Muehlig.  Wilbur  A. 

636  Medical  Arts  Bldg. 
Omaha 

Mueller,  R.  F. 

800  So.  13th  St. 

Lincoln 

Mullikin,  D.  B. 

Chester 
Mullin,  R.  F. 

Veterans  Hospital 
Lincoln 

Monger,  Arbor  D. 

1015  Sharp  Bldg. 

Lincoln 

Monger.  Horace  V. 

1015  Sharp  Bldg. 

Lincoln 
Monger,  I.  C. 

916  Sharp  Bldg. 

Lincoln 

Murphy.  Albert  V. 

1407  Medical  Arts  Bldg. 
Omaba 

Murphy.  Chas.  M. 

5701  Military  Avenue 
Omaha 

Murphy,  Frank  P. 

Federal  Bldg. 

Omaha 

Murphy,  J.  Harry 

915  Medical  Arts  Bldg. 
Omaha 

Murray,  F.  J. 

63rd  and  Maple 
Omaha 

Mutz,  Austin  E. 

Spalding 


Myers,  H.  D. 

Howells 

Myers,  H.  Dey,  Jr. 

Schuyler 

Nail,  F.  E. 

Franklin 

Neely,  J.  Marshall,  Jr. 

924  Sharp  Bldg. 

Lincoln 

Neely,  Orvis  A. 

924  Sharp  Bldg. 

Lincoln 

Neil,  Stanley  Roy 
Niobrara 
Neill,  C.  W. 

South  Sioux  City 
Nelson,  F.  C. 

6067  Military  Ave. 

Omaha 
Nelson,  J.  C. 

Wymore 

Nemec,  Chas.  J. 

629  City  Nat’l  Bank  Bldg. 
Omaha 

Nemec,  Ed.  C. 

629  City  Nat’l  Bank  Bldg. 
Omaha 

Neu,  Harold  N. 

462  Aquila  Court 
Omaha 

Neumarker,  W.  R. 

Columbus 

Nickum,  Oliver  C. 

524  Brandeis  Theatre  Bldg. 
Omaha 

Niehaus,  F.  W. 

1622  Medical  Arts  Bldg. 
Omaha 

Neihus,  Wm.  B. 

North  Platte 
Niessen,  J.  C. 

Ingleside 
Neilsen,  Morris 
Blair 

Nilsson,  John  F. 

612  Omaha  Loan  & Bldg. 
Omaha 

Nilsson,  J.  R. 

612  Omaha  Loan  & Bldg. 
Omaha 

Nolan,  W.  J. 

203  Baldrige  Bldg. 

Omaha 

Norall,  Victor  D. 

Lexington 
Novak,  Wm.  F. 

721  Medical  Arts  Bldg. 
Omaha 

Nowers,  W.  E. 

Kene^^aw 
Noyes,  W.  W. 

Ceresco 
Nuss,  H.  V. 

Sutton 

Nutzman,  Chas.  L. 

Denver,  Colorado 
Nutzman,  Wm.  E. 

Kearney 
Nye,  Dan  A. 

Kearney 

Obert,  Francis 
Red  Cloud 
O’Brien.  D.  J. 

1229  First  Nat’l  Bank  Bids'. 
Omaha 

O’Donnell,  H.  J. 

Ingleside 
Offerman,  A.  J. 

4826  So.  24th 
Omaha 

O’Gorman,  Wm.  D. 

Ogden,  Utah 
O’Hearn,  J.  J. 

4811V,  So.  24th 
Omaha 
Ohme,  K.  A. 

Mitchell 
Olney,  R.  C. 

800  So.  13th 
Lincoln 

Olsson,  P.  Bryant 
Lexington 
O’Neil.  Gerald  C. 

640  City  Nat’l  Bank  Bldg. 
Omaha 

O’Neill,  S.  H. 

Blue  Hill 
Orr,  H.  W. 

309  Sharp  Bldg. 

Lincoln 
Orwall,  H.  S. 

Holdrege 
Osheroff,  S.  A. 

San  Diego,  Calif. 


Owen,  D.  R. 

(Deceased) 

Owen,  L.  J. 

957  Stuart  Bldg. 

Lincoln 

Owens,  C.  A.,  Jr. 

1515  Medical  Arts  Bldg. 
Omaha 

Palmateer,  H.  R. 

Madison 

Palmer,  Janet  Forbes 
1335  So.  24th  St. 

Lincoln 

Palmer,  Robert 
Dallas,  Texas 
Pankau,  J.  B. 

Dalton 

Panter,  S.  G.,  Jr. 

Hebron 
Panzer,  H.  J. 

Bassett 

Paulson,  H.  O. 

1001  Sharp  Bldg. 

Lincoln 

Peck,  Willard  R. 

Minden 

Pedersen,  A.  M. 

Blair 

Pelikan,  C.  C. 

6125  Havelock  Ave. 

Lincoln 

Penner,  Donald 
Beatrice 
Penner,  Elmer 
Beatrice 
Penner,  H.  G. 

Beatrice 

Pennington,  G.  E. 

Broken  Bow 
Penry,  R.  E. 

Hebron 

Pepper,  M.  L. 

715  Medical  Arts  Bldg. 
Omaha 

Peters,  G.  E. 

Randolph 
Peterson,  John 
702  Sharp  Bldg. 

Lincoln 

Peterson,  Theo.  A. 

Holdrege 

Peterson,  Wendell  C. 

Denver,  Colorado 
Petty,  W.  S. 

State  Capitol 
Lincoln 

Pfeifer,  LaVerne  F. 

903  Sharp  Bldg. 

Lincoln 

Phelan,  L.  (Honorary) 

Chicago,  Illinois 
Pierce.  C.  M. 

Chadron 
Pierson,  C.  A. 

Pender 

Pinne,  Geo.  F. 

• 453  Aquila  Court 
Omaha 

Pinney,  Geo.  L. 

Hastings 
Place,  Geo.  E. 

4825  St.  Paul 
Lincoln 

Plehn.  F.  W.  (Honorary) 
Scottsbluff 
Pleiss,  Joseph  A. 

212  Medical  Arts  Bldg. 
Omaha 

Podlesak,  James  I. 

612-614  Trust  Bldg. 

Lincoln 

Pollack,  F.  A. 

Norfolk 

Pollard,  Chas.  W. 

Peru 

Potter,  Stanley  E. 

527  Medical  Arts  Bldg. 
Omaha 

Potts.  Jno.  P.  (Deceased) 
Powell  M.  J. 

Fairburv 

Povnter.  C.  W.  M.  (Honorary) 
1306  So.  35th  Ave. 

Omaha 

Pratt,  George  (Honorary) 

115  So.  54th 
Omaha 

Premer,  J.  F. 

Benkelman 
Prentice.  O.  D. 

Morrill 
Prest,  J.  E. 

Trenton 

Prichard,  Geo.  W. 

3013  Ames  Ave. 

Omaha 
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Priest,  P.  H. 

22101/2  Military  Ave. 

Omaha 

Proffitt,  J.  Alfred 
Grand  Island 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 
Omaha 

Pugs  ley,  G.  W.,  Jr. 

Scottsbluff 
Pyle,  B.  W. 

Gothenburg 

Quigley,  D.  T. 

721  Medical  Arts  Bldg. 
Omaha 

Quigley,  W.  H. 

636  Medical  Arts  Bldg. 
Omaha 

Racines,  J.  Y. 

Palmer 

Ragan,  Lloyd  E. 

Armed  Forces 
Ramacciotti,  W.  S. 

Nebraska  City 
Ranee,  Wm.  T. 

730  City  Nat’l  Bank  Bldg. 
Omaha 

Rasgorshek,  R.  H. 

425  Aquila  Court 
Omaha 

Rasmussen,  N.  H. 

Scottsbluff 
Rathbun,  S.  M. 

Beatrice 

Rausten,  David  S. 

4723  Prescott 
Lincoln 
Read,  Paul  S. 

2415  Fort  St. 

Omaha 

Redfield,  J.  B. 

North  Platte 
Redgwick,  J.  P. 

1530  Medical  Arts  Bldg. 
Omaha 
Reed,  E.  B. 

1037  Stuart  Bldg. 

Lincoln 
Reed,  H.  S. 

Guide  Rock 
Reed,  Paul  A. 

Deshler 

Reed,  Stanley  G. 

306  So.  24th  St. 

Omaha 

Reeder,  Grant 
Fremont 

Reeder,  Robert  C. 

Valentine 
Reeder,  Wm.  J. 

Cedar  Rapids 
Rees,  Barney  B. 

315  First  Nat’l  Bank  Bldg. 
Lincoln 
Reese,  S.  O. 

816  Sharp  Bldg. 

Lincoln 

Reeves,  Alfred  E. 

North  Platte 
Reeves,  E.  Howard 
Arnold 

Reid.  John  D. 

Pilger 

Reilly,  John  V. 

Grand  Island 
Reiner,  Walter  M. 

Holdrege 
Reinhard,  O.  A. 

1037  Stuart  Bldg. 

Lincoln 

Rembolt,  Ray  R. 

Iowa  City,  Iowa 
Rice.  C.  E. 

Odell 

Rich.  Chas.  O.  (Honorary) 
5017  Chicago  St. 

Omaha 

Richards,  F.  L. 

Kearney 
Richards,  R.  C. 

Newcastle 
Riddell,  Ted  E. 

Scottsbluff 

Rider,  E.  E.  (Honoraiy) 
Santa  Barbara,  Calif. 
Riley,  Bryan  M. 

538  City  Nat’l  Bank  Bldg. 
Omaha 

Ritter,  Jerome 

1107  Fed.  Securities  Bldg. 
Lincoln 

Robertson,  Geo.  E. 

308  So.  39th 
Omaha 


Roche,  R.  E. 

Sidney 

Rodman,  H.  H. 

Gibbon 

Rogers,  E.  A. 

1635  So.  26th 
Lincoln 
Rogers,  F.  L. 

805  Sharp  Bldg. 

Lincoln 
Root,  B.  A. 

York 

Rork,  L.  W. 

Hastings 
Rose,  Forrest  I. 

916  Sharp  Bldg. 

Lincoln 
Rose,  W.  E. 

Kearney 
Rosenau,  J.  A. 

Chicago,  Illinois 
Rosenau,  Oliver  P. 

Eustis 

Rosenbaum,  C.  L. 

Veterans  Hospital 
Lincoln 

Rosenberg,  D.  S. 

Franklin 
Rowe,  E.  W. 

1037  Stuart  Bldg. 

Lincoln 
Royal,  Paul 

5515  South  Street 
Lincoln 

Royer,  Howard  (Deceased) 
Rubendall,  Clarence 

1107  Medical  Arts  Bldg. 
Omaha 

Rubnitz,  A.  S. 

732  Medical ‘Arts  Bldg. 

Omaha 

Ruch,  Ralph  O. 

912  Medical  Arts  Bldg. 

Omaha 

Rudloff,  F.  X. 

Battle  Creek 
Runty,  H.  D. 

DeWitt 
Rush,  W.  A. 

Beatrice 
Russum,  B.  C. 

816  Medical  Arts  Bldg. 
Omaha 

Rydberg,  C.  A. 

Litchfield 
Ryder,  Frank  D. 

Grand  Island 

Sachs,  Adolph 

527  City  Nat’l  Bank  Bldg. 
Omaha 

Sage,  Earl  C. 

1234  Medical  Arts  Bldg. 
Omaha 

Salsburg,  H.  E. 

Tilden 

Salter,  Geo.  B. 

Norfolk 

Sanderson,  D.  D. 

914  Stuart  Bldg. 

Lincoln 

Sandritter,  G.  Lee 
Norfolk 

Satrang,  Geraldine 
104  So.  39th 
Omaha 
Sauer,  L.  E. 

Tekamah 

Schaefers,  Richard  H. 

Miamisburg,  Ohio 
Schenken,  John  R. 

Methodist  Hospital 
Omaha 

Schmitz.  W.  H. 

611  City  Nat’l  Bank  Bldg. 
Omaha 

Schneider,  A.  L. 

Brady 

Schowengerdt,  F.  T.  (Deceased) 
Cortland 
Schrock,  J.  B. 

Scottsbluff 
Schrock,  Robert  D. 

831  Medical  Arts  Bldg. 
Omaha 

Schwedhelm,  A.  J. 

Norfolk 

Schwertley,  F.  J. 

614  Barker  Bldg. 

Omaha 
Scott,  H.  A. 

600  So.  74th 
Lincoln 

Scott,  Nathaniel  C. 

304  City  Nat’l  Bank  Bldg. 
Omaha 


Scott,  Paul  M. 

Auburn 

Seiver,  Charlotte  P. 

Fremont 
Selby,  Claude  A. 

Dallas,  Texas 
Seng,  O.  L. 

Alliance 

Seng,  Willard  G. 

Oshkosh 
Severin,  M.  J. 

4823  So.  24th 
Omaha 

Shamberg,  Alfred  H. 

Kimball 
Shank,  F.  W. 

McCook 
Sharrar,  Lynn 
719  Sharp  Bldg. 

Lincoln 

Shaughnessy,  E.  J. 

North  Platte 
Shaw,  W.  L. 

Los  Angeles,  Calif. 

Shearer,  W.  L. 

1226  Medical  Arts  Bldg. 
Omaha 

Sheets,  Chas.  H. 

Cozad 

Sheldon,  Keith  W. 

4435  Pioneer  Blvd. 

Lincoln 

Shepherd,  Wm. 

Falls  City 
Sher,  Philip 

424  Brandeis  Theatre  Bldg. 
Omaha 
Sherfy,  Carl 

1029  Sumner  Street 
Lincoln 

Shike,  Wm.  E. 

Gering 

Shook.  W.  E. 

Shubert 

Shramek,  Chas.  J. 

511  Redick  Tower 
Omaha 

Shramek,  J.  M.  (Honorary) 
Aitkin,  Minnesota 
Shreck,  W.  A. 

Holdrege 

Sievers,  Rudolph  F. 

Blair 

Simanek,  Geo.  F. 

540  Medical  Arts  Bldg, 
Omaha 

Simmons,  E.  E. 

1 826  Medical  Arts  Bldg. 

Omaha 

Simonds,  Francis  L. 

1216  Medical  Arts  Bldg. 
Omaha 

Simpson.  John  E. 

1229  First  Nat’l  Bank  Bldg. 
Sinclair,  Roy  D. 

Chadron 
Slagle,  C.  E. 

Alliance 

Slaughter,  E.  C. 

Norfolk  * 

Slaughter,  Guy  P. 

Norfolk 

Slavik,  Edward  R. 

Fullerton 
Slutzky,  Ben 

Creighton  Uni.  Sch’l  of  Med. 
Omaha 

Smith,  Arthur  A. 

Hastings 
Smith,  A.  J. 

Oxford 
Smith,  A.  L. 

1001  Fed.  Securities  Bldg. 
Lincoln 

Smith.  Arthur  L.,  Jr. 

1001  Fed.  Securities  Bldg. 
Lincoln 
Smith.  E.  J. 

Burwell 

Smith,  Edward  J. 

48241/2  So.  24th 
Omaha 
Smith,  Fay 
Imperial 
Smith,  Hal  C. 

Spokane,  Washington 
Smith.  Harold  V. 

Kearney 

Smith,  J.  W.  B. 

Albion 

Smith,  Richard  D. 

Sewaxid 

Smith,  Thomas  T. 

211  Medical  Arts  Bldg. 
Omaha 

Smrha.  V.  V. 

Milligan 


Sobota,  Joseph  E. 

3019  Ames  Ave. 

Omaha 

Solomon,  W.  W. 

2425  No.  24th  St. 

Omaha 

Sorensen,  C.  N. 

Denver,  Colorado 
Sparks,  M.  L.  (Honorary) 
Bloomington 
Spivey,  C.  D. 

Anselmo 
Spradling,  F.  L. 

State  Hospital 
Lincoln 

Spradling,  R.  L. 

Bridgeport 
Squires,  Robert  S. 

826  Sharp  Bldg. 

Lincoln 
Srb,  A.  F. 

1719  So.  16th 
Omaha 
Srb.  G.  J. 

Dodge 
Srb,  J.  J. 

Dwight 

Stafford,  G.  E. 

923  Sharp  Bldg. 

Lincoln 

Staley,  Sanford  O. 

Kearney 
Stanard,  J.  T, 

Seward 

Stapleton,  H.  B. 

Hickman 

Stappenbeck,  A.  P. 

Humboldt 
Stark,  Lucien 
Norfolk 
Stastny,  Olga 
308  So.  41st  St. 

Omaha 

Staubitz,  Herbert  F. 

406  Aquila  Court 
Omaha 

Stearns,  H.  I. 

Cambridge 
Stearns,  R.  J. 

620  Omaha  Loan  & Bldg.  Assn. 
Omaha 

Steed,  W.  David 

1436  Medical  Arts  Bldg. 
Omaha 

Steenburg,  Donald  B. 

Aurora 

Steenburg,  E.  K. 

Aurora 

Stehl,  C.  H.  L. 

Scribner 
Stein,  Robert  J. 

343  Stuart  Bldg. 

Lincoln 

Steinberg,  A.  A. 

536  Kilpatrick  Bldg. 

Steinberg,  M.  M. 

536  Kilpatrick  Bldg. 

Omaha 

Stejskal,  F.  J. 

Crete 

Stevenson,  E.  E. 

Gothenburg 
Stevenson.  Edward 
North  Platte 
Stewart,  Geo.  J. 

Norfolk 
Stewart,  H.  C. 

Pawnee  City 
Still,  R.  M. 

Pacific  Grove,  Calif. 

Stokes,  W.  H. 

Lake  City,  Michigan 
Stone,  F.  P. 

1104  Sharp  Bldg. 

Lincoln 

Stonecypher,  D.  D. 

Nebraska  City 
Stoner,  Maurice  E. 

628  Medical  Arts  Bldg. 
Omaha 

Stoops.  J.  N. 

Scottsbluff 
Strader.  R.  M. 

342  Stuart  Bldg. 

Omaha 

Strickland,  W.  R. 

514  Omaha  Loan  & Bldg. 
Omaha 

Stuart,  A.  E.  (Honorary) 

Cedar  Bluffs 
Suegang,  F.  P. 

Alliance 
Sucha,  W.  L. 

915  Medical  Arts  Bldg. 

Omaha 

Sullivan,  G.  W. 

St.  Edward 
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Sullivan.  H.  T. 

1036  Redick  Tower 
Omaha 

Sullivan.  M.  M. 

Spalding 
Surber,  Estel  G. 

Norfolk 

Swab,  Chas.  M. 

1316  Medical  Arts  Bldg. 
Umaha 

Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Omaha 

Swenson,  S.  A. 

Hay  Springs 

Swenson.  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Omaha 
Swift,  C.  H. 

Crofton 

Swift.  Chas.  L. 

Jacksonville,  Ark. 

Swoboda,  Joseph  P. 

4824%  So.  24th 
Omaha 

Sydow,  Henry 
Federal  Bldg. 

Omaha 

Synhorst,  A.  P. 

Grand  Island 

Taborsky.  A.  F. 

324  First  Nat’l  Bank  Bldg. 
Lincoln 

Takenaga.  R.  T. 

North  Platte 
Tamisiea,  John  A. 

718  Barker  Bldg. 

Omaha 

Tanner,  Frank  H. 

2929  So.  29th  St. 

Lincoln 
Taylor,  G.  R. 

Hebron 
Taylor,  H.  A. 

4728  St.  Paul 
Lincoln 
Taylor,  J.  D. 

4728  St.  Paul 
Lincoln 

Taylor,  Robert  W. 

Beatrice 

Taylor,  Willis  H„  Sr. 

( Honoi-ary) 

3809  Cuming  St. 

Omaha 

Taylor,  Willis  H.,  Jr. 

3807  Cuming  St. 

Omaha 

Teal.  F.  F.  (Honorary) 

910  Sharp  Bldg. 

Lincoln 
Teal.  Fritz 

309  Sharp  Bldg. 

Lincoln 

Tennant,  H.  S. 

Stanton 

Therien,  Robert  C. 

3482  Martin  Ave. 

Omaha 

Thierstein,  S.  T. 

800  So.  13th  St. 

Lincoln 

Thomas,  Chas.  W. 

Wymore 

Thomas,  John  M. 

1418  Medical  Arts  Bldg. 
Omaha 

Thomas,  J.  W.  (Deceased) 
3200  Sheridan  Blvd. 

Lincoln 

Thompson.  Chester  Q. 

1530  Medical  Arts  Bldg. 
Omaha 

Thompson,  Dorothy  H. 
Methodist  Hospital 
Omaha 

Thompson,  I.  L. 

West  Point 
Thompson,  J.  C. 

707  Fed.  Securities  Bldg. 
Lincoln 


Thompson,  Lynn  W. 
Lutheran  Hospital 
Omaha 

Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Omaha 

Thomson,  J.  E.  M. 

1104  Sharp  Bldg. 

Lincoln 

Thorough,  Paul  H. 

1027  Sharp  Bldg. 

Lincoln 
Tibbels.  R.  H. 

Oakland 

Tipton,  Paul  W. 

454  Aquila  Court 
Omaha 

Tollman,  J.  P. 

University  Hospital 
Omaha 

Tomlinson,  C.  C. 

1520  Medical  Arts  Bldg. 
Omaha 

Tompkins,  Chas.  A. 

304  So.  42nd  St. 

Omaha 

Torpy,  Thos.  W. 

920  W.O.W.  Bldg. 
Omaha 

Townsend.  Frank  M. 

Brownville,  Texas 
Travnicek,  F.  G. 

Wilbur 

Traynor,  R.  I,.  (Deceased) 
Trimble.  C.  R. 

2716  Fontenelle  Blvd. 
Omaha 

Troester.  C.  M. 

Hampton 

Trowbridge,  J.  R. 

Superior 
Tucker,  Guy 
Alexandria 

Turner,  J.  W.  (Honorary) 
Sterling 
Tushla,  F.  M. 

Auburn 
Tyson,  R.  W. 

Murray 

Underwood,  Geo.  R. 

805  Sharp  Bldg. 

Lincoln 
Urldil,  C.  F. 

Hastings 
Uridil,  J.  E. 

Hastings 

Valentine,  L.  F. 

North  Platte 
Van  Ackeren,  Eugene  G. 

Tecumseh 
Vandiver,  H.  A. 

Phoenix,  Arizona 
Van  Metre,  R.  T. 

Fremont 

Va  Verka.  James  W. 

219  Medical  Arts  Bldg. 
Omaha 

Verges,  C.  J. 

Norfolk 

Verges,  Val  C. 

Norfolk 

Vesely,  Francis  V, 
liCwellen 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 

_ Omaha 
Vincent,  J.  W. 

West  Point 
Vroman.  Donald  C. 

813  Medical  Ai’ts  Bldg. 
Omaha 

Waddell.  J.  C. 

Beatrice 

Waddell,  W.  W. 

Beatrice 

Waggoner,  J.  T. 

Adams 

Walker,  D.  A. 

Mullen 


Walker,  G.  H. 

412  Lincoln  Lib.  Life  Bldg. 
Lincoln 

Walker,  H.  H. 

North  Platte 
Wall,  Wm.  L. 

Veterans  Hospital 
Lincoln 
Walsh,  E.  M. 

1412  Medical  Arts  Bdlg. 
Omaha 
Walsh.  John 

Veterans  Hospital 
Lincoln 

Waltemath,  Glenn  F. 

North  Platte 
Wanek,  Frank  W. 

Gordon 
Wai'd,  D.  P. 

800  So.  13th  St. 

Lincoln 
Warner,  E.  A. 

Blue  Springs 
Warner,  Ruth 
909  Stuart  Bldg. 

Lincoln 
Warta,  J.  J. 

817  W.O.W.  Bldg. 

Omaha 

Waters,  Chester  H.,  Jr. 

831  Medical  Arts  Bldg. 
Omaha 

Waters,  Chester  H.  (Honorary) 
843  Fairacres  Road 
Omaha 

Watke,  Fred  M. 

528  Medical  Arts  Bldg. 

Omaha 

Watson,  C.  R. 

Mitchell 
Watson,  Don 
Grand  Island 
Watson,  E.  A. 

Grand  Island 
Way,  C.  W. 

Wahoo 

Weame,  Fred  J. 

830  City  NatT  Bank  Bldg. 
Omaha 
Webb,  A.  H. 

1614  N St. 

Lincoln 
Weber,  C.  R. 

Hastings 
Webman,  A.  I. 

Superior 

Weekes,  Chas.  W. 

- Ord 

Weekes,  Thomas  L. 

Nebraska  City 
Wegener,  Karl  F.  E. 

Lubbock,  Texas 
Wegmann,  Wm. 

Hastings 
Wegner,  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

1037  Stuart  Bldg. 

Lincoln 

Wengert,  D.  B. 

Fremont 
Weyer,  S.  M. 

Ogallala 

Whitcomb,  Glen  D. 

926  Medical  Arts  Bldg. 

Omaha 

Whitehead,  E.  I. 

Alliance 

Whitham,  Roy  H. 

921  Stuart  Bldg. 

Lincoln 

Whitlock,  H.  H. 

805  Sharp  Bldg. 

Lincoln 

Wiedman,  Earl  V. 

315  First  Nat’l  Bank  Bldg. 
Lincoln 

Wiedman,  J.  G. 

315  First  Nat’l  Bank  Bldg. 
Lincoln 

Wigton,  H.  A. 

1436  Medical  Arts  Bldg. 
Omaha 


Wigton,  Robert  S. 

1436  Medical  Arts  Bldg. 
Omaha 

Wilcox,  C.  W. 

Broken  Bow 
Wilcox,  Malcolm  B. 

Kearney 

Wiley,  Stewart  P. 

Gering 

Wildhaber,  W.  T. 

Beatrice 

Wilhelmj,  C.  M. 

Creighton  Uni.  Sch’l  of  Med. 
Omaha 

Williams,  C.  D. 

Genoa 

Williams,  C.  R. 

Syracuse 

Williams,  Harry  G. 

Decatur 

Williams,  J.  B. 

1236  C St. 

Lincoln 

Williams,  Martin  P. 

Ashland 
Willis,  J.  M. 

McCook 

Wilson,  Donald  J, 

1113  Medical  Arts  Bldg. 
Omaha 

Wilson,  Nat  J. 

Veterans  Hospital 
Lincoln 
Wolf,  W.  K. 

Gordon 

Wolters,  Simon  L. 

935  Stuart  Bldg. 

Lincoln 
Wood.  M. 

Tekamah 

Wood,  Maynard  A. 

1037  Stuart  Bldg. 

Lincoln 

Worthman,  H.  W. 

Louisville 
Woodard,  J.  M. 

Aurora 

Woodin,  J.  G. 

Grand  Island 
Woodward,  J.  M. 

910  Sharp  Bldg. 

Lincoln 

Wright.  Frank  T. 

943  Stuart  Bldg. 

Lincoln 

Wright,  W.  D, 

1622  Medical  Arts  Bldg. 
Omaha 

Wright,  Wm.  E. 

Creighton 
Wycoff,  Ray  S. 

Lexington 

Wyrens,  Raymond  J. 

316  Medical  Arts  Bldg. 
Omaha 

Young,  Geo.  A.,  Jr. 

1436  Medical  Arts  Bldg. 
Omaha 

Young,  G.  Alexander,  Sr. 

1436  Medical  Arts  Bldg. 
Omaha 

Young,  Richard  H. 

1436  Medical  Arts  Bldg. 
Omaha 

Youngman,  Robert  A. 

1037  Stuart  Bldg. 

Lincoln 

Zeigler,  Chas.  H.  (Honorary) 
Vesta 

Zemer,  S.  G. 

949  Stuart  Bldg. 

Lincoln 

Zikmond,  E.  T. 

Central  City 
Zimmerer,  Chas.  G. 

Nebraska  City 
Zinneman,  H.  H. 

805  Sharp  Bldg. 

Lincoln 


SICK  CHILDREN 


Sick  children  present  a two-fold  problem  in  re- 
snect  to  growth  and  maintenance  of  body  tissue; 

(1)  repair  of  the  damage  wrought  by  disease,  and 

(2)  provision  of  the  nitrogen  needed  for  the  growth 
processes,  which  persist  in  their  demands  during 
periods  of  illness.  Hence,  the  physician  may  wish 
to  prescribe  large  amounts  of  protein.  Protenum  is 


a highly  palatable  high  protein  food — low  in  fat. 
In  the  form  of  a beverage  or  in  various  recipes, 
protenum  will  increase  the  protein  intake  without 
adding  appreciable  bulk  to  the  diet. 

For  literature  and  professional  samples  of  Pro- 
tenum, write  Mead  Johnson  & Co.,  Evansville  21, 
Indiana. 
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WOMAN'S  AUXILIARY 


A State  Board  Meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical 
Association  was  held  Thursday  morning, 
October  28,  at  the  University  Club  in  Lin- 
coln. The  meeting  was  attended  by  the  fol- 
lowing: Mrs.  P.  0.  Marvel,  State  President; 
Mrs.  Glen  Whitcomb,  First  Vice-President; 
Mrs.  A.  E.  Harrington,  Second  Vice-Presi- 
dent; Mrs.  C.  W.  Way,  Secretary,  and  Mrs. 
H.  0.  Bell,  Treasurer;  Mrs.  L.  E.  Sharrar, 
Director  for  one  year;  Mrs.  J.  N.  Stoops,  Di- 
rector for  two  years ; Mrs.  Robert  A.  Young- 
man,  Public  Relations ; Mrs.  George  E. 
Robertson,  Legislation ; Mrs.  L.  A.  Delanney, 
Resolutions  and  Revisions;  Mrs.  Floyd  Ro- 
gers, Historian;  Mrs.  M.  E.  Grier,  Advisor; 
Mrs.  James  Donelan,  President  of  Douglas 
County  Auxiliary,  Mrs.  W.  C.  Harvey,  Pres- 
ident of  Scotts  Bluff  County  and  Mrs.  C.  K. 
Elliott,  President  of  Lancaster  County  Aux- 
iliary. 

Mrs.  Marvel,  in  her  talk,  stressed  new 
memberships,  additional  auxiliaries  and  pub- 
lic relations,  urging  a “feel  of  partnership 
between  public  and  profession.” 

Much  of  the  meeting  was  devoted  to  ques- 
tions and  discussions  as  new  chairman  asked 
for  opinions  and  reactions  to  their  tentative 
plans. 

A delicious  luncheon  was  served  at  1 p.  m. 
after  which  some  of  the  business  discussion 
was  continued.  The  meeting  was  adjourned 
about  3:30  p.  m. 

Mrs.  W.  A.  Muehlig 

Chairman 

Press  and  Publicity 


Members  of  the  Women’s  Auxiliary  of  the 
Adams  County  Medical  Society  Wednesday 
evening,  November  3,  heard  their  President 
Mrs.  A.  E.  Harrington,  report  on  the  annual 
luncheon  meeting  of  the  state  board  of  the 
auxiliary,  which  she  attended  in  Lincoln  last 
week.  The  board,  she  said,  discussed  policies 
and  problems  of  the  auxiliary  and  recom- 
mended especially  that  each  member  make  a 
special  study  of  medical  legislation. 

Prior  to  their  business  meeting,  the  women 
met  with  the  Medical  Society  for  a dinner  at 
the  Hastings  State  Hospital. 

A nominating  committee  was  appointed  to 
submit  a slate  of  candidates  for  election  in 


December.  It  was  tentatively  decided  that 
the  December  meeting  should  be  a party. 

Mrs.  Lee  Wallace  Rork 
Publicity  Chairman 
Adams  County 


The  Lancaster  County  Medical  Auxiliary 
held  its  regular  monthly  meeting  on  Novem- 
ber first  at  the  St.  Elizabeth  Hospital  in  Lin- 
coln. Following  the  luncheon  and  business 
meeting,  Mr.  John  C.  Settelmayer,  Director 
of  the  Lincoln  City  Libraries,  spoke  on  recent 
developments  in  library  service  and  admin- 
istration, and  demonstrated  the  book  pro- 
jector and  films  now  being  loaned  by  the 
libraries  for  use  of  patients  in  local  hospitals. 
Mrs.  S.  L.  Wolters 
Publicity  Chairman 
Lancaster  County  Auxiliary 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

INFLUENZA  CONTROL  PLAN  OF  THE  WORLD 
HEALTH  ORGANIZATION 

The  World  Health  Organization,  in  its 
first  assembly,  July  1948,  formulated  a plan 
for  coping  with  influenza.  The  objective  is 
to  protect  the  world’s  population,  as  far  as 
feasible,  against  a pandemic  such  as  was  ex- 
perienced in  1918. 

The  nature  of  the  undertaking  is  such  that 
it  could  not  be  effective  except  as  the  result 
of  cooperative  efforts  on  a rather  broad  scale. 
Because  of  his  contact  with  patients,  the  first 
of  these  efforts  must  be  made  by  the  practic- 
ing physician.  For  this  reason,  Nebraska 
physicians  are  being  informed  of  the  plan  in 
outline  and  of  the  physician’s  part  in  greater 
detail. 

A World  Influenza  Center  is  located  at  the 
National  Institute  for  Medical  Research  in 
London.  This  center  will  be  the  international 
coordinating  body. 

In  the  United  States  an  influenza  center 
has  been  established  in  the  Division  of  Re- 
search Grants  and  Fellowships  of  the  Nation- 
al Institute  of  Health.  This  is  to  serve  as 
a clearing  house  in  the  United  States  for  the 
receipt  and  dissemination  of  information  re- 
garding influenza  and  its  virus;  to  arrange 
and  promote  necessary  research  work ; to  co- 
ordinate the  work  of  diagnostic  “watch  sta- 
tions” necessary  for  the  laboratory  identi- 
fication of  influenza  cases  and  the  isolation 
of  new  strains  of  the  virus ; and  to  promote 
the  improvement,  if  possible,  of  influenza 
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Nebr.  S.  M.  Jour. 
December,  1948 


vaccine  by  arranging  for  the  incorporation  of 
new  strains  of  the  virus. 

A number  of  laboratories,  chosen  partly 
because  of  their  strategic  location,  are  to- 
gether to  provide  essentially  nationwide  diag- 
nostic laboratory  facilities  for  influenza. 
The  Laboratorj^  of  the  State  Department  of 
Health  at  Lincoln  has  been  selected  as  one  of 
these  laboratories. 

On  the  physician’s  part,  prompt  reporting 
of  clinical  influenza  cases  is  essential.  Tele- 
phonic or  telegraphic  reports,  when  the ‘sit- 
uation seems  to  warrant  it,  are  important. 
Should  an  outbreak  of  clinical  influenza  oc- 
cur, sufficient  cases  to  prove  the  nature  of 
the  infection  and  to  provide  oportunity  for 
type  determination  should  be  confirmed  by 
laboratory  tests. 

For  laboratory  diagnosis  by  blood  test,  two 
specimens  are  necessary.  One  of  these  is  to 
be  taken  during  the  acute  phase  of  the  dis- 
ease, not  later  than  the  fifth  day  following 
onset.  The  other  is  to  be  taken  during  the 
convalescent  stage.  Not  less  than  ten  days 
should  intervene  between  the  two  specimens. 

When  the  first  of  these  is  received  at  the 
laboratory,  the  serum  is  to  be  separated  and 
preserved  in  the  frozen  state  until  receipt 
of  the  second  specimen  of  the  pair.  This  will 
peiTnit  the  necessary  titrations  for  antibody 
content  to  be  made  simultaneously  on  the  two 
specimens. 

As  titred  tests  against  three  different  in- 
fluenza antigens  in  good  condition  and  free 
from  haemolysis  are  desirable. 

A high  percentage  of  adults  carry  some  an- 
tibodies against  influenza.  For  this  reason 
the  paired  specimen  arrangements,  so  that  an 
increase  of  antibody  content  may  be  detected 
and  measured,  is  necessary.  A fourfold  or 
gi'eater  increase  of  antibody  content  against 
a particular  strain  of  influenza  virus  and 
occurring  coincident  with  the  clinical  dis- 
ease is  considered  of  diagnostic  significance 
for  that  particular  strain. 

An  appreciable  outbreak  of  influenza  in 
any  area,  proven  by  laboratory  tests  and  of 
a type  considered  epidemiologically  signifi- 
cant, according  to  plan  will  initiate  a chain 
reaction  of  defensive  activities.  How  well 
it  will  operate  in  achieving  its  objective  is  to 
the  writer  unknown.  It  seems,  however,  wor- 
thy of  a serious  trial. 

L.  0.  Vose,  Director 
Division  of  Laboratories 


A successful  in-service  training  program 
on  rat-proofing  was  completed  in  Lincoln, 
Nebraska  through  the  joint  sponsorship 
of  the  Lincoln-Lancaster  County  Health  de- 
partment, the  State  Department  of  Health, 
and  the  United  States  Public  Health  Service. 
Approximately  twenty  persons  from  the  va- 
rious parts  of  the  state  participated  at  some 
time  during  the  week.  The  course  was  under 
the  direct  supervision  of  Mr.  Joe  W.  Hunt, 
Rat  Control  Specialist  with  the  United  States 
Public  Health  Service.  For  demonstrational 
use,  a wholesale  produce  house  was  used.  In 
all,  forty-five  defects  had  been  found  in  this 
building  that  would  permit  rats  to  enter, 
leave  or  hide  in  the  building. 

The  purpose  of  this  program  was  to  teach 
the  fundamentals  of  rat  eradication — take 
their  food,  remove  their  nesting  places,  build 
them  out,  and  then  poison  them. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


Physicians  are  cordially  invited  to  visit  the  Blue 
Cross-Blue  Shield  offices  at  518  Kilpatrick  Build- 
ing. Increased  space  and  added  facilities  in  their 
new  location  will  enable  the  voluntary  Plans  to  give 
improved  service  to  their  members,  hospitals  and 
physicians. 


A Reminder:  The  voluntary  prepayment  Plans 

are  the  only  alternative  to  a state  system  of  medi- 
cal care.  There  is  no  better  way  to  signify  your 
endorsement  of  the  voluntary  Plans  than  to  enroll 
in  the  Blue  Cross  and  Blue  Shield,  yourself. 


A copy  of  the  new  booklet,  “Schedule  of  Bene- 
fits and  Instructions  for  Participating  Physicians” 
was  mailed  recently  to  every  member  of  the  State 
Medical  Association.  The  special  instmctions  on 
pages  6 and  7 will  be  helpful  to  you  and  your 
secretary  in  filling  out  the  Blue  Shield  medical 
report  form. 


On  December  31,  1948,  British  Columbia’s  Blue 
Cross  Plan  will  be  forced  to  liquidate  and  go  out 
of  business  because  it  is  unable  to  meet  the  condi- 
tions laid  down  by  the  Provincial  government’s 
new  hospital  insurance  act.  This  will  be  the  first 
time  that  a well  established  voluntary  Plan  has 
been  forced  out  of  existence  in  North  America  by 
the  advent  of  compulsory  health  insurance. 


“To  what  extent  should  the  government  assume 
responsibility  for  the  distribution  of  medical  care?” 
This  is  the  timely  question  discussed  by  Dr.  Paul 
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R.  Hawley,  Chief  Executive  Officer,  Blue  Cross- 
Blue  Shield  Commissions,  in  the  article  entitled 
“The  Responsibility  for  Medical  Care.”  Each  mem- 
ber of  the  State  Medical  Association  has  received 
a copy  of  this  timely  article.  It  presents  the  case 
of  government  medicine  and  its  effects  upon  a demo- 
cratic society. 


Address  all  correspondence  regarding  Blue  Cross- 
Blue  Shield  to  518  Kilpatrick  Building,  Omaha  2, 
Nebraska. 


Office  salaries  250.00 

Medical  director  100.00 

Attorney  100.00 

Auditing  125.00 

Advertising  15.10 

Stationery  

Printing  597.35 

Home  office  expense 250.00 

Collection  expense  5.00 

Taxes  and  licenses 2.50 

Dues  3.75 

Postage  

Miscellaneous  5.50 

Insurance  

Interest  on  surplus  notes 837.07 


$ 43,598.91 


2.500.00 
1,000.00 
1,000.00 

1.275.00 
502.78 
731.20 

3.794.01 
• 1,969.36 

273.25 

56.00 

400.24 

1,600.00 

146.00 

122.00 

837.07 


$369,757.43 


REPORT  OF  EXECUTIVE  DIRECTOR  OF 
NEBRASKA  MEDICAL  SERVICE 

CASH  RECEIPTS  AND  DISBURSEMENTS 
October  31,  1948 

Cash  on  hand,  October  1,  1948 $ 81,832.32 

Receipts : 

From  dues  $51,664.95 

From  enrollment  fees_ 1,086.00 

Taxes  deducted  from  salaries 40.10  52,791.05 


Disbursements : 

Claims  paid  $30,759.00 

Administrative  expense — 

Regular  $5,087.51  ; Adv.  Cam- 

pagn  $135.13)  5,222.64 

Professional  fees,  E.K.M 125.00 

Office  salaries  250.00 

Medical  director  100.00 

Attorney  100.00 

Audit  expense  375.00 

Advertising  59.00 

Printing  and  stationery 336.90 

Fidelity  Storage  and  Van  Company 6.00 

Home  office  travel  and  expense 250.00 

Hospital  records  10.00 

Collection  expense  5.00 

Refunds  139.00 

Dues  49.48 

Bank  charges  .50 

Postage  

Taxes  paid  127.80 

Surplus  notes  paid 19,450.00 

Surplus  notes  interest  paid 837.07  58,202.39 


Cash  on  hand,  October  31,  1948 $ 76,420.98 

Bank  Balances,  October  31,  1948 — 

Packers  National  Bank,  Omaha $ 73,273.82 

First  National  Bank,  Omaha 1,147.16 

Continental  National  Bank,  Lincoln 2,000.00 


$ 76,420.98 

BALANCE  SHEET 
October  31,  1948 

Assets : 


Cash  in  banks $76,420.98 

Premiums  in  process  of  collection 700.46 

U.  S.  Bonds  (cost  plus 

accrued  interest)  99,421.00  $176,542.44 


Liabilities : 

Accounts  payable.  Blue  Cross $ 5,339.14 

Accounts  payable,  monthly  invoices 620.45 

Accrued  payroll  taxes 42.60 

Claims  payable — 

Unreported  25,000.00 

Pending  3,954.00 

Contingent  ^ 5,000.00 

Accrued  audit  expense 125.00 

Unearned  premiums  44,665.38 


$84,746.57 


Reserve  for  maternity  care 5,000.00 

Reserve  for  public  relations  campaign 1,000.00 

Unassigned  surplus  85,795.87  $176,542.44 


INCOME  AND  EXPENSE 


Income : 


October  31,  1948 


From  dues  

Enrollment  fees  paid_. 
Interest,  U.  S.  Bonds 


Expenses: 

Claims  

Administrative  Expens( 

Regular  

Adv.  Campaign  

Professional  fees  


Month  of 
October 
$ 50,790.38 
1,086.00 


$ 51,876.38 

.$  35,843.50 

5,030.72 

308.42 

125.00 


10  Months 
to  Date 
$401,672.55 
11,288.00 
302.09 


$413,262.64 

$302,595.25 

46,924.08 

2,781.19 

1,250.00 


Net  Gain— Year,  1948 $ 8,277.47  $ 43,505.21 

Administrative  expense  

Additional  payment,  prior  years 4,500.00 


Net  addition  to  reserves $ 8,277.47  $ 39,005.21 


MEMBERSHIP  SUMMARY— OCTOBER,  1948 


Membership,  October  1, 
Aditions 

Less  terminations 

1948 

Sub- 
scribers 
. 25,331 
. 1,118 
421 

De- 

pendents 

35,210 

Total 

60,541 

Net  Gain 

Membership,  November 
Groups  enrolled  during 
Groups  cancelled  during 
Number  of  active  groups 

1.  1948 

697 

26,028 

36,179 

62,207 

64 

10 

_ 1,539 

October 
October 
3,  November 

1,  1948 

OCTOBER  ENROLLMENT  BY  COUNTY 


Adams 

Antelope 

10 

_ 1 

Lincoln 

Mndi'snu 

9 

.3 

Boone 

1 

IVTorrill 

2.1 

Box  Butte 
Buffalo 

9 

2 

Nemaha 

18 

1 

Burt 

9 

Pawnee 

Phelps 

1 

Butler 

Cherry 

1 

1 

4 

9 

Cheyenne 

Custer 

Dawes 

Dawson 

Deuel 

Dodge 

Dougins 

8 

1 

9 

Polk 

Red  Willow 
Biehnrdsnu 

14 

3 

2 

5 

22 

68 

830 

Rock 

Saline 

Sarpy 

11 

2 

6 

Furnas 

1 

9 

Gage 

11 

Scotts  Bluff 

126 

Hall 

Hamilton 

.leffersou 

27 

1 

4 

Seward 

Sherman 

2 

67 

.Tohusnu 

a 

Valley 

2 

Keith 

6 

Washington 

2 

Lancaster 

271 

York 

X 

CLAIM  REPORT 
October,  1948 


Number  of  claims 

paid 

819 

Number  of  services 

rpudpred 

942 

Females 

533 

Males 

409 

Subscribers 

365 

Dependents 

577 

Type  of  Service 

Number 

Per  Cent 

Amt.  Paid 

Per  Cent 

Appendectomies 

62 

6.58% 

$ 6,200.00 

20.11% 

Gynecology 

55 

5.84% 

4,161.00 

13.49% 

Obstetrics 

72 

7.63% 

3,605.00 

11.69% 

Tonsillectomies 

80 

8.49% 

2,750.00 

8.92% 

Orthopedies 

79 

8.39% 

2,725.50 

8.84% 

General  Surgery 

44 

4.67% 

2,370.00 

7.69% 

Medical 

90 

9.56% 

2,296.00 

7.45% 

Gall  bladders 

10 

1.06% 

1,500.00 

4.87% 

X-rays 

176 

18.69% 

1,493.50 

4.85% 

Minor  surgery 

156 

16.56% 

1,117.00 

3.62% 

Herniotomies 

6 

.64% 

650.00 

2.11% 

Hemorrhoids 

9 

.96% 

450.00 

1.46% 

Urology 

10 

1.06% 

505.00 

1.64% 

Nose  and  thi-oat 

11 

1.17% 

320.00 

1.04% 

Transfusions 

19 

2.02% 

190.00 

.62% 

Radiation  therapy 

___  3 

.32% 

175.00 

.57% 

Pathology 

. 39 

4.14% 

156.00 

.51% 

Anesthesia 

. 16 

1.69% 

130.00 

.42% 

Eye 

5 

.53% 

30.00 

.10% 

942 

100.00% 

$30,824.00 

100.00% 

Adjustments 

—65.00 

$30,759.00 

Amount  of  claims  in 

process 

of  settlement  _ _ . 

. $3,954.00 

Average  cost  per  case  for  October 37.56 

Number  per  thousand  receiving  benefits  during  October  13 


Buy  U.S.  Bonds  for  Christmas 
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DEA  WS 

John  Beekman  Potts,  M.D.,  Omaha,  retired.  Born 
July  14,  1876,  at  Morrisonville,  Illinois,  graduate  of 
University  of  Nebraska  College  of  Medicine  in  1907, 
and  soon  thereafter  he  became  associated  with  Drs. 
Gifford,  Patton  and  Callfas  in  the  practice  of  eye, 
ear,  nose  and  throat.  He  joined  the  armed  forces 
in  World  War  I and  served  in  France  as  captain 
in  the  Medical  Corps.  For  many  years  Dr.  Potts 
taught  otorhinolaryngology  at  the  University  of 


JOHN  BEEKMAN  POTTS,  M.D. 


Nebraska  Medical  College  where  he  attained  the 
rank  of  full  professorship  in  the  early  thirties.  Fol- 
lowing a coronary  thrombosis  some  fifteen  years 
ago.  Dr.  Potts  retired  from  active  practice.  During 
his  years  in  practice  Dr.  Potts  held  membership  in 
the  American  Laryngological,  Rhinological  and 
Otological  Society,  American  Academy  of  Ophthal- 
mology and  Oto-Laryngology,  American  Otological 
Society,  and  many  other  professional  organizations. 
In  1937  Dr.  Potts  was  made  an  honorary  member 
of  the  Omaha-Douglas  County  Medical  Society  and 
the  Nebraska  State  Medical  Association.  Death  oc- 
curred on  October  29,  1948.  Surviving  are  his  wife, 
a brother  and  two  sisters. 


Otis  W.  Martin,  M.D.,  Ralston.  Born  in  1891,  he 
graduated  from  the  University  of  Nebraska  College 
of  Medicine  in  1917.  Following  his  internship  he 
located  in  Omaha  and  became  associated  in  a teach- 
ing capacity  at  his  alma  mater  in  the  department  of 
urology.  For  many  years  he  was  also  associated 
with  Union  Pacific  Railway.  Dr.  Martin  was  a 
member  of  the  Omaha-Douglas  County  Medical  So- 
ciety, the  Nebraska  State  Medical  Association  and 
the  American  Medical  Association.  He  was  also 
a member  of  the  American  Legion,  having  served  in 
the  Medical  Corps  during  the  first  World  War. 
Death  came  November  7,  1948.  Surviving  are  his 
wife  and  one  son. 


Raymond  Leo  Tray  nor,  M.D.,  Omaha.  Born  in 
1894,  graduated  from  Creighton  University  School 


of  Medicine  in  1919.  Following  his  internship  he 
became  associated  with  Dr.  Adolph  Sachs  in  the 
practice  of  internal  medicine  in  Omaha  where  he 
remained  until  his  death  November  10,  1948. 

Throughout  his  professional  career  Dr.  Traynor  was 
on  the  teaching  staff  of  his  alma  mater  where  he 
attained  the  rank  of  clinical  professor  of  internal 
medicine.  Dr.  Traynor  was  a diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a Fellow 
of  the  American  Medical  Association.  Sincere  and 
hard  working.  Dr.  Traynor  had  innumerable  friends 
in  and  out  of  the  profession.  Surviving  Dr.  Tray- 
nor are  his  wife,  five  sons,  and  three  daughters. 


Howard  Royer,  M.D.,  Grand  Island.  Born  in  Elm- 
wood, Nebr.,  in  1906.  He  attended  the  local  high 
school.  University  of  Nebraska,  and  graduated  from 
the  Medical  College  in  1930.  He  served  his  intern- 
ship in  the  Douglas  County  Hospital  in  Omaha. 
His  first  location  was  in  Scotia,  Nebr.,  and  follow- 
ing post-graduate  work  in  obstetrics  and  gynecology 
he  located  in  Grand  Island  in  1936,  where  he  became 
associated  with  Drs.  McGrath  and  Woodruff.  In 
1942  he  was  commissioned  lieutenant  in  the  U.  S. 


Courtesy  Grand  Island  Independent 
HOWARD  ROYER,  M.D. 

Naval  Reserve  and  saw  active  duty  in  the  South 
Pacific  and  Philippines.  Because  of  failing  health 
he  was  discharged  from  the  service  November  1, 
1945,  as  lieutenant  commander.  Dr.  Royer  enjoyed 
excellent  professional  standing;  was  a member  of 
the  Hall  County  Medical  Society,  the  Tri-County 
Medical  Society,  the  Nebraska  State  Medical  Asso- 
ciation and  the  American  Medical  Association.  Died 
of  chronic  nephritis  October  15,  1948.  Surviving 
are  his  wife,  two  daughters,  and  a brother. 


BOOK  RECEIVED 

Pathology,  edited  by  W.  A.  D.  Anderson,  M.A., 
M.D.,  F.A.C.P.,  Professor  of  Pathology  and  Bac- 
teriology, Marquette  University  School  of  Medicine, 
Milwaukee,  Wisconsin.  Has  1,453  pages  including 
index  with  1,183  illustrations  and  10  color  plates. 
The  C.  V.  Mosby  Company,  St.  Louis.  1948. 


Volume  33 
Number  12 
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HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  Stete 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  M.  L.  Chaloupka,  a University  of  Nebraska 
graduate,  has  become  associated  with  Dr.  Bryson 
of  Callaway. 

Dr.  C.  B.  Edwards,  formerly  of  Kearney,  has 
become  associated  with  the  Veterans  Administra- 
tion in  Lincoln. 

Dr.  Jason  B.  Roche,  a Creighton  University  grad- 
uate, has  become  associated  with  his  father.  Dr.  R. 
E.  Roche,  and  Dr.  C.  B.  Dorwart  in  Sidney. 

Dr.  L.  G.  Bunting,  a 1942  graduate  of  the  Col- 
lege of  Medicine,  University  of  Nebraska,  formerly 
located  in  Bethany,  Mo.,  has  moved  to  Hebron,  Nebr. 

Dr.  and  Mrs.  Fay  Smith  of  Imperial  have  re- 
turned recently  from  a trip  to  California,  where 
Dr.  Smith  attended  the  American  College  of  Sur- 
geons sessions. 

Dr.  J.  C.  Kildebeck,  now  living  in  California,  and 
formerly  of  Emerson,  Nebr.,  was  recently  dismissed 
from  the  Methodist  Hospital  in  Omaha,  where  he 
was  confined  as  a result  of  an  auto  injury  sustained 
while  driving  in  Nebraska. 

Dr.  J.  E.  M.  Thomson,  president  of  the  Nebraska 
State  Medical  Association,  and  also  president  of  the 
American  Association  of  Railway  Surgeons,  deliv- 
ered an  address  before  the  Railway  Association  at 
its  meeting  in  Chicago,  November  21. 

Dr.  Clarence  F.  Bantin  of  Omaha  is  the  recipient 
of  two  certificates  and  a cup  as  a result  of  entries 
to  the  American  Physicians  Art  Association’s  Tenth 
Annual  Exhibit  at  the  annual  sessions  of  the  A.M.A. 
last  June.  The  two  certificates  are  in  recognition 
of  pieces  of  metal  work  and  the  cup  in  recognition 
of  his  “Queen  of  Heaven,”  and  an  award  of  merit 
for  his  “Demon  of  Poppy.” 

Dr.  W.  Joseph  McMartin  was  elected  President 
of  the  South  Central  Section  of  the  American 
Urological  Association  at  the  twenty-seventh  an- 
nual meeting  in  St.  Louis,  October  25,  26,  27,  1948. 
Dr.  McMartin  has  been  Secretary-Treasurer  of  the 
South  Central  Section  for  the  past  three  years. 
Others  from  Nebraska  attending  the  meeting  were 
Dr.  Charles  McMartin,  and  Dr.  C.  A.  Owens  of 
Omaha,  and  Dr.  Everett  Angle  of  Lincoln. 

A new  “confidence”  racket:  a man  representing 
himself  as  a surgeon  visited  a farm  near  Gibbon, 
where  “by  coincidence”  he  found  that  the  woman 
was  suffering  from  some  ailment  of  the  eye.  The 
“specialist”  in  typical  style  immediately  saw  that 
the  woman  could  be  cured,  provided  she  could 
produce  $375.00  in  cash.  The  sum  merely  repre- 
sented the  cost  of  the  medicine,  the  doctor  assured 
her.  As  may  be  guessed  the  poor  woman  instead 
of  losing  her  iritis  apparently  only  lost  her  $375.00. 


COURSES  IN  PNEUMATOLOGY  AROUSE 
INTEREST  IN  MEDICAL  CIRCLES 

Courses  in  Pneumatology  (the  use  of  gases  for 
therapeutic  purposes)  under  the  sponsorship  of  New 
York  University  Medical  School,  Post  Graduate  De- 
partment and  the  Society  for  the  Prevention  of 


Asphyxial  Death,  Inc.,  have  been  given  at  the  New 
York  Eye  and  Ear  and  the  Manhattan  General 
Hospital,  New  Y"ork  City,  in  Columbus,  Ohio,  Los 
Angeles,  California  and  Honolulu,  Hawaii,  during 
the  past  sixteen  months. 

The  need  for  this  instruction  is  reflected  in  the 
fact  that  the  course  is  utilized  by  the  Department 
of  Obstetrics  of  Syracuse  and  Bellevue  and  Allied 
Hospitals,  by  the  New  York  City  Department  of 
Health  and  the  United  States  Coast  Guard,  Wash- 
ington, D.  C.  One  hundred  and  seventy  two  students 
came  from  twenty  one  States  to  take  the  course. 
Of  this  number,  one  hundred  and  twenty  eight  were 
Physicians  and  twenty  four  Dental  Oral  Surgeons. 
Nurse  technicians  and  First  Aid  workers  made  up 
the  balance  of  the  attendance. 

The  course,  an  intensive  eight  hour  session  ordi- 
narily given  the  first  Friday  afternoon  and  Satur- 
day morning  of  each  month  has  suited  the  conven- 
ience of  out  of  town  Physicians  who  wish  to  visit 
New  York  City  for  other  reasons. 

The  Society  acknowledges  with  grateful  appre- 
ciation the  contribution  of  twenty-four  scholarships 
(fifty  dollars  each)  by  Miss  Cameron  Turner  of 
Palm  Beach,  Florida,  in  memory  of  her  Mother  and 
Father,  Mr.  and  Mrs.  William  Allen  Turner,  formerly 
of  Des  Moines,  Iowa. 

A request  has  been  received  from  the  American 
Red  Cross  for  fifty  scholarships  to  be  made  available 
to  key  instructors.  As  is  well  known,  these  men  are 
responsible  for  the  training  of  thousands  of  first 
aid  workers.  It  is  hoped  that  the  Red  Cross  request 
may  be  met. 

Inquiries  may  be  directed  to  Secretary,  S.P.A.D., 
Inc.,  205  East  78th  Street,  New  York  City. 


MISCONCEPTIONS  ABOUT  SKIN 
DISEASES  NUMEROUS 

Popular  misconceptions  about  skin  diseases  cause 
many  persons  to  overtreat  skin  inflammation  wdth 
antiseptics,  say  G.  B.  Underwood,  M.D.,  and  L.  Ed- 
ward Gaul,  M.D.,  of  Evansville,  Indiana. 

Writing  in  the  October  23  issue  of  The  Journal 
of  the  American  Medical  Association,  the  two 
dermatologists  say: 

“We  believe  that  the  science  of  skin  hygiene  has 
rested  too  long  in  the  hands  of  those  with  something 
to  sell.  Persons  in  all  walks  of  life  seem  to  regard 
the  skin  as  an  inert  covering,  something  as  tough 
as  leather  and  deserving  the  same  care — soaping, 
greasing,  oiling,  painting,  dyeing,  polishing,  and,  of 
late,  conditioning. 

“Deeply  entrenched  in  the  minds  of  people  is  the 
fear  of  infection.  This  specter  haunts  most  chan- 
nels of  public  information.  The  dictum  is  preached 
that  a break  in  the  skin  permits  the  invasion  of 
disease  organisms  unless  an  antiseptic  is  applied 
forthwith.  The  promoters  of  enterprises  that  trade 
on  the  human  skin  talk  knowingly  and  cite  eminent 
authorities,  but  their  propaganda  commonly  causes 
skin  trouble.” 

The  dermatologists  report  cases  in  which  people 
have  made  their  skin  inflammations  worse  by  apply- 
ing unsuitable  preparations  and  suggest  that  a new 
council  of  the  American  Medical  Association  could 
end  “bewilderment  in  diagnosis  and  treatment  for 
the  skin.” 
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BRITISH  DOCTORS  FLOODED 
WITH  PATIENTS 

British  doctors  are  so  flooded  with  patients  under 
the  National  Health  Service  that  they  do  not  have 
time  to  examine  serious  cases,  reports  the  regular 
London  correspondent  of  The  Journal  of  the  Amer- 
ican Medical  Association. 

In  the  Nov.  13  issue  of  The  Journal,  the  corre- 
spondent says  in  part: 

“With  the  onset  of  colder  weather,  doctors  now 
complain  that  they  are  so  flooded  with  patients 
under  the  National  Health  Service  that  they  do  not 
have  time  for  the  examination  of  serious  cases. 

“Hypochondriacs  and  persons  who  have  only  such 
ailments  as  slight  colds,  for  which  they  would  not 
trouble  a doctor  if  they  had  to  pay,  come  in  numbers. 

“At  the  first  annual  meeting  of  the  Executive 
Council’s  Association  of  the  National  Health  Ser- 
vice, the  Minister  of  Health,  Mr.  Bevan,  confirmed 
this  waste  and  referred  to  other  forms  of  waste  as 
follows: 

“ ‘Because  things  are  free  is  no  reason  why  people 
should  abuse  their  opportunities.  This  is  a very 
great  test  of  the  maturity  of  the  British  people,  in 
so  far  as  they  have  all  the  resources  of  the  medical 
profession  at  their  disposal  without  charge.  The 
general  practitioner  has  a very  great  responsibility. 
Over-prescribing  can  be  as  bad  as  under-prescribing. 
Some  general  practitioners  are  very  conscious  of 
the  impressiveness  of  long  lists  of  drugs  in  their 
prescriptions  on  the  psychology  of  their  patients.’ 

“Mr.  Bevan  said  that  it  seemed  that  an  extra- 
ordinary proportion  of  the  population  had  bad 
sight.  The  rush  for  spectacles  had  been  so  great 
that  it  had  overtaken  productive  capacity.” 


A child  with  rheumatic  fever  has  one  chance  out 
of  two  to  live  to  the  age  of  40,  report  May  G. 
Wilson,  M.D.,  and  Rose  Lubschez,  M.A.,  in  the  Nov. 
13  issue  of  The  Journal  of  the  American  Medical 
Association. 

The  two  researchers  from  the  New  York  Hospital 
and  the  Department  of  Pediatrics  of  Cornell  Uni- 
versity Medical  College,  New  York,  base  their  con- 
clusion on  a study  of  1,042  children  having  the 
disease  who  were  under  medical  supervision  dur- 
ing a period  of  30  years. 

Within  this  time,  226  patients  died,  about  75  per 
cent  from  rheumatic  heart  disease  and  10  per  cent 
from  subacute  bacterial  endocarditis,  inflammation 
of  the  membrane  which  lines  the  heart. 

The  incidence  of  subacute  bacterial  endocarditis 
in  the  entire  group  was  2.2  per  cent.  Cardiac  in- 
volvement was  present  in  every  patient  at  last 
observation. 

Ninety  per  cent  of  the  patients  who  were  21  to 
42  years  of  age  were  able  to  carry  on  their  normal 
activities  without  circulatory  symptoms. 

A child  has  four  chances  out  of  five  to  survive 
15  years  after  the  onset  of  the  disease,  three 
chances  out  of  four  to  live  20  years,  and  two 
chances  out  of  three  to  survive  30  years,  the  study 
shows. 

The  over-all  death  rate  was  14.7  per  thousand 
per  year.  The  highest  death  rates  occurred  be- 
tween the  ages  of  one  and  four  years  (33.2  per 
thousand)  and  10  to  14  years  (16.3  per  thousand). 


WARTIME  INSECTICIDE  CURES  SCABIES 

Gammexane,  an  insecticide  discovered  in  England 
during  World  War  II,  is  highly  effective  against 
scabies,  commonly  called  the  “itch,”  say  two  New 
York  physicians. 

Writing  in  the  October  23  issue  of  The  Journal 
of  the  American  Medical  Association,  the  physi- 
cians— A.  Benson  Cannon  and  Marvin  E.  McRae  of 
the  Department  of  Dermatology,  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  and  the 
Vanderbilt  Clinic — report  that  in  a test  of  gam- 
mexane on  100  patients  with  scabies,  all  were  cured 
by  one  to  three  treatments  with  a preparation  of 
the  drug  in  vanishing  cream. 

In  nearly  two  thirds  of  the  group,  the  disease 
“showed  no  signs  of  activity”  after  a single  appli- 
cation of  the  cream.  Gammexane  was  effective  in 
cases  of  scabies  which  had  resisted  other  treatment. 

The  cream  is  virtually  nontoxic  and  nonirritating 
to  patients  and  has  a faint,  not  unpleasant  odor, 
the  physicians  point  out. 

Gammexane  has  been  extensively  tested  by  the 
Department  of  Agriculture,  the  Army  Service 
Forces,  and  the  Kettering  Institute,  and  is  import- 
ant in  controlling  chiggers,  lice,  ticks,  fleas,  cock- 
roaches, bedbugs,  and  mites,  according  to  the 
article. 

Gammexane  has  been  known  as  “666,”  a name 
which  was  undesirable  because  it  had  already  been 
used  for  a commercial  antimalarial  preparation,  the 
physicians  say. 


Penicillin  controls  subacute  bacterial  endocarditis 
in  approximately  three  fourths  of  patients,  report 
two  New  York  physicians  in  the  Nevember  6 issue 
of  The  Journal  of  the  American  Medical  Association. 

Subacute  bacterial  endocarditis  usually  attacks 
young  persons  between  the  ages  of  20  and  30,  and  it 
is  often  preceded  by  rheumatic  fever.  Bacteria, 
attacking  the  lining  of  the  heart,  are  usually  those 
of  the  streptococcus  group.  Since  the  lining  cevers 
the  valves  of  the  heart  as  well  as  its  inner  walls, 
endocarditis  frequently  leaves  scars  which  may 
cause  narrowing  of  one  or  more  valves  of  the  heart 
or  may  interfere  with  their  proper  closing. 

Until  the  discovery  of  the  sulfa  drugs,  the  dis- 
ease was  nearly  always  fatal.  Treatment  with  sulfa 
drugs  achieved  a cure  in  about  5 per  cent  of  patients. 

Albert  C.  Herring  and  William  M.  Davis,  of  the 
Medical  Seiwice,  St.  Luke’s  Hospital— say  that  they 
were  able  to  control  the  infection  in  13  of  18  pa- 
tients treated  with  penicillin.  A four-weeks  course 
of  treatment  was  given  to  most  of  the  group. 
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Personally,  we  like  most  “detail  men.”  In  case 
you  haven’t  had  contact  with  one  recently,  may  we 
refresh  your  mind  on  the  subject?  Were  we  Lin- 
naeus, we  might  describe  him  thus:  Genus:  Homo 
Sapiens:  Habitat:  Destribution  almost  universal  but 
becoming  scarcer  in  Middle  West  due  to  the  draft 
and  lack  of  enforcement  of  game  laws.  (Most  Dox 
think  there  is  a perpetual  open  season  on  these 
chaps.)  Description:  A hardy  perennial.  (Web- 
ster’s definition  of  perennial:  “continuing  or  endur- 
ing through  the  year  or  many  years.”)  And,  Boy, 
does  he  continue  to  endure  a lot! 


Further  Description:  This  sub-order  of  Homo 

Sapiens  not  infrequently  is  married,  and  sires  one 
or  more  little  detailettes  who  depend  upon  the  par- 
ent shrub  for  food  and  raiment.  He  has  the  cus- 
tomary complement  of  manual  and  pedal  append- 
ages; also,  two  ears,  two  eyes,  two  lungs  and  be- 
lieve it  or  not — a heart. 

Usually  he  is  a gentleman,  which  in  itself  is  say- 
ing a lot.  Obviously  this  rare  specimen  has  an 
inexhaustible  fund  of  patience,  otherwise  he  would 
not  be  willing  to  cool  his  heels  in  your  reception 
room  for  long  periods  of  time  awaiting  your  will- 
ingness and  readiness  to  see  him  for  five  minutes. 
He  knows,  of  course,  that  in  order  to  impress  him 
with  your  importance,  he  will  have  to  sit  on  his 
quadriceps  in  the  outer  sanctum  until  you  get  darn 
good  and  ready  to  admit  him  to  your  august 
presence. 

He’s  a non-poisonous  plant.  Contact  with  him 
engenders  no  long  and  lingering  ailment.  He  may 
be  touched  with  impunity.  (In  fact,  we  have  knovm 
instances  where  he  was  “touched”  for  several  dol- 
lars worth  of  valuable  samples,  simply  for  the  ask- 
ing.) He  is  odorless  and  tasteless,  but  is  not,  as 
we  have  implied,  without  feeling.  He  may  be,  at 
his  worst,  the  rambler  type  of  plant,  in  that  he 
rambles  on  past  the  few  minutes  alloted  to  him,  but 
still  he  cannot  be  classed  with  Rhus  Toxicodendron 
or  the  Spiny  Cactus. 

Often  he  is  addicted  to  tobacco,  but  unless  you 
first  light  a cigarette,  usually  he  will  refrain  from 
doing  so  while  in  your  presence.  He  knows  from 
long  and  bitter  experience  that  while  he  is  non- 
toxic, some  Dox  can  be  poisonous  as  toad  stools — 
especially  to  “detail  men.” 

So  if  you  see  one  of  these  roving,  self-abnega- 
tive,  hard-working,  patient  and  pleasant  fellows  be- 
ginning to  take  root  in  your  reception  room,  for 
Heaven’s  sake  have  the  girl  bring  him  in  before 
he  becomes  a permanent  potted  plant  before  your 
very  eyes.  Because  all  of  you  know  how  much 
easier  it  is  to  dispose  of  cut  flowers  than  a jar- 
diniere full  of  flowering  hydrangeas. 

But  seriously.  Fellows,  let’s  give  these  boys  a 
break.  We  are  busy,  of  course,  but  not  too  busy 
to  spare  a few  minutes  of  our  time  when  it  easily 
might  be  of  mutual  benefit.  Ever  hear  of  the 
Golden  Rule?  Think  it  over  some  time;  it  will 
do  you  good. 

— J.  Phil  Edmundson,  M.D. 
in  Jackson  County  Medical 
Society  Weekly  Bulletin 
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tion of  practical  therapeutic  information  on  the 
use  of  supports  in  modern  practice.  Sources  in- 
clude thirty-eight  articles  and  books  from  the  cur- 
rent medical  literature.  Evidence  of  Spencer  ef- 
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CANCER  OF  TONGUE  MUST  BE  SEEN 
EARLY  TO  BE  CURED 

Like  all  other  forms  of  cancer,  a malignant  lesion 
of  the  tongue  can  be  cured  only  if  it  is  discovered 
in  the  early  stages,  Dr.  Charlotte  P.  Donlan,  of 
New  York,  writes  in  the  current  issue  of  the  Amer- 
ican Journal  of  Roentgenology  and  Radium  Therapy. 

Cancer  of  the  tongue  is  the  most  common  malig- 
nant lesion  of  the  oral  cavity,  making  up  21  per 
cent  of  all  oral  lesions. 

Any  growth  on  the  tongue  warrants  medical  at- 
tention, the  article  explains,  because  many  growths 
go  unnoticed  for  months,  often  being  attributed  by 
the  patient  to  a gastric  upset  with  an  accompany- 
ing canker  sore. 

Cancer  of  the  tongue  may  start  as  a small,  pain- 
less, non-tender  ulcer  which  becomes  raised  and 
granular  as  it  increases  in  size. 

“Pain,”  Dr.  Donlan  says,  “occurs  as  a late  symp- 
tom, a fact  which  often  accounts  for  the  indiffer- 
ence of  the  patient.” 

She  says  that  most  patients,  suffering  from  can- 
cer of  the  tongue,  consult  a physician  when  pain 
develops  and  when  they  experience  hoarseness. 
Usually  when  those  symptoms  appear  it  is  too  late. 
In  appearance,  cancer  of  the  tongue  may  vary  from 
a hard-edged  ulcer  to  a warty  growth. 

Dr.  Donlan  reports  on  55  cases  of  cancer  of  the 
tongue  treated  at  Presbyterian  Hospital  in  New 
York  from  1929  to  1942. 


Seventeen  of  these  55  patients  survived  five  years 
or  more,  giving  an  over-all  five  year  survival  rate 
of  30.9  per  cent. 

The  article  said  that  the  amount  of  x-ray  dosage 
applied  to  the  affected  area  depended  on  the  size 
and  extent  of  the  lesion  as  well  as  the  location. 


The  Ciba  award  for  meritorious  work  in  endo- 
crinology will  again  be  offered  in  1949.  This  Ciba 
award  will  be  given  in  recognition  of  the  accom- 
plishment of  an  investigator,  not  over  thirty-five 
years  of  age,  in  the  field  of  clinical  or  preclinical 
endocrinology. 

The  Ciba  award  is  for  $1,200.00  If  within  two 
years  of  the  date  of  the  award  the  recipient  chooses 
to  use  it  to  aid  in  working  in  a laboratory  other 
than  the  one  in  which  he  is  normally  located,  the 
award  will  be  increased  to  $1,800.00. 

The  winner  of  the  Ciba  award  for  1949  will  be 
announced  at  the  annual  meeting  of  the  Association 
for  the  Study  of  Internal  Secretions.  A special 
committee  of  five  members  of  the  Association 
chooses  the  recipient  of  this  award  subject  to  rati- 
fication by  the  Council  of  the  Association.  Each 
member  of  the  Association  has  the  privilege  of  mak- 
ing one  nomination  for  the  award. 

In  1944  the  Ciba  award  was  given  to  Dr.  E.  B. 
Astwood;  in  1945  to  Dr.  Jane  Anne  Russell;  in 
1946  to  Dr.  Martin  N.  Hoffman;  in  1947  to  Dr. 
Choh  Hao  Li  and  in  1948  to  Dr.  Carl  G.  Heller, 
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Years  Treating  Alcohol 

And  Drug  Addiction 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and 
narcotic  addiction  that,  by  the  standards  of  the  time,  were  conspicuous 
for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with 
the  advantages  of  collateral  medicine,  treatment  is  markedly  further 
improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and 
emotional  re-education.  Cooperation  with  referring  physicians.  Write 
or  phone. 

R A L P H 

SANITARIUM 

Established  1897 

52f  HIOHLAND  AVE.,  KANSAS  CITY  6,  MO.,  VICTOR  3624 

Ralph  Emerson  Duncan,  M.D.,  Director 


MOST  GENERALLY  NEEDED 
DIETARY  ELEMENT 

Sherman*  said:  “Probably  a larger  proportion  of 

the  ordinary  dietaries,  both  of  adults  and  of  child- 
ren, can  be  improved  by  enrichment  in  calcium 
than  in  any  other  one  chemical  element.”  Adequate 
and  varied  though  the  individual’s  diet  may  appear, 
unless  milk  and  green  leaf  vegetables  are  supplied 
in  abundance,  it  may  lack  sufficient  calcium.  For 
those  patients  who  cannot  obtain  adequate  calcium 
from  their  diets.  Mead’s  Veal  Bone  Ash  Tablets 
supply  generous  amounts  of  this  element  for  sup- 
plementing diets  deficient  in  calcium,  but  also  for 
various  disease  states  in  which  added  calcium  is 
indicated. 

For  literature  and  professional  samples  of  Mead’s 
Veal  Bone  Ash  Tablets,  write  Mead  Johnson  & 
Company,  Evansville  21,  Indiana. 

* Sherman,  H.  C.:  Some  Recent  Advances  in  the 

Chemistry  of  Nutrition,  J.A.M.A.  97:1425-1430 
(Nov.  14)  1931. 


Cancer  of  the  cervix  appears  more  frequently 
in  women  who  have  not  yet  reached  their  40th 
birthday,  according  to  a study  of  296  consecutive 
cases  reported  in  the  September  issue  of  The  Ameri- 
can Journal  of  Roentgenology. 

The  study,  covering  the  period  from  1935  to  1944, 
inclusive,  was  reported  by  John  F.  Hynes,  M.D.,  of 


the  Carpenter  Memorial  Clinic  and  Memorial  Hos- 
pital, Wilmington,  Delaware. 

Fifteen  of  the  cervix  cancer  cases  or  five  per  cent 
were  from  20  to  29  years  of  age,  and  55  cases  or 
another  20  per  cent  were  from  30  to  39  years  of 
age.  The  maximum  incidence  of  cancer  of  the  cer- 
vix is  in  the  fifth  and  sixth  decades.  Eighty-five 
of  the  cases  were  between  ages  40  and  49;  78  be- 
tween years  50  and  59;  50  between  ages  60  and 
69;  seven  between  the  years  70  and  79  and  three  at 
the  age  of  80  or  over. 

“Three  significant  findings  are  reported  with  re- 
gard to  the  relation  of  cervical  cancer  to  race,”  Dr. 
Hynes  says,  adding:  “First,  it  appears  at  an  earlier 
average  in  Negro  women;  second,  the  disease  is 
usually  more  advanced  on  admission,  and  third, 
there  seems  to  be  no  difference  in  curability  in  spite 
of  this. 

“We  can  only  explain  this  last  findings  by  an 
impression  we  have  formed:  the  fortitude  and  stam- 
ina of  the  Negro  patient  enable  her  to  survive 
treatment  one  would  hesitate  to  use  on  the  white 
patient.  The  earlier  incidence  is  probably  due  to 
earlier  pregnancies,  earlier  venereal  infections,  and 
less  medical  attention  for  chronic  cervical  infec- 
tions.” 

Dr.  Hynes  says  that  “the  failure  of  the  patient 
to  seek  advice  after  onset  of  symptoms  accounted 
for  delay  in  diagnosis  and  treatment  in  two-thirds 
of  the  cases.  Usually  this  was  due  to  the  patient’s 
ignorance  of  the  importance  of  unusual  bleeding  or 
discharge.” 
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